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quickly  restore  the  patient's  confidence  and  normal  efficiency. 
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relationship. 
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Rehabilitation  of  the  Amputee 

Glenn  Gullickson,  M.D.*  and  Frederic  J.  Kottke,  M.D.* 
Minneapolis,  Minnesota 


For  centuries  amputations  of  the  extremities  have 
been  performed  for  the  purpose  of  reducing  invalid- 
ism, to  remove  useless  extremities,  and  to  save  lives. 

Interest  in  the  amputee  problem  has  always  been  stim- 
ulated by  wars.  However,  prior  to  the  first  World  War, 
interest  was  chiefly  in  surgical  technique  and  the  con- 
struction of  more  functional  prostheses.  Rehabilitation 
of  the  amputee  was  of  secondary  consideration;  and  con- 
sisted essentially  of  telling  the  amputee,  following  sur- 
gery, to  wait  until  the  stump  had  "shrunk”  and  then  to 
see  a leg  fitter.’  It  was  during  the  first  World  War  that 
the  medical  profession  began  to  realize  that  there  was 
more  to  the  treatment  of  the  amputee  than  just  surgery 
and  the  obtaining  of  an  artificial  limb.  The  exigencies 
of  war  forced  us  to  concentrate  on  the  problems  of  am- 
putation en  masse.  It  was  found  that  amputees  could  be 
treated  best  in  centers  that  specialized  in  the  problems 
peculiar  to  the  amputee.  Rehabilitation  was  recognized 
as  a medical  problem;  the  patient  was  no  longer  dis- 
charged as  well  when  he  could  leave  his  hospital  bed, 
but  rather  active  therapy  was  given  until  he  was  ready 
to  return  to  work. 

Rehabilitation  encompasses  more  than  just  the  sur- 
gery, the  healing  processes,  the  restoration  of  function, 
and  the  fitting  of  artificial  limbs.  It  must  also  take  cog- 
nizance of  the  psychic  trauma,  and  the  necessity  for 
physical,  social,  and  occupational  adjustment.  For  this 
reason,  rehabilitation  is  not  to  be  considered  a specific 
phase  of  treatment,  but  rather  a continuous  process, 
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which  begins  at  the  time  of  injury  and  continues  until 
the  patient  has  obtained  maximal  functional  use  of  his 
prosthesis  and  is  able  to  perform  the  essential  activities 
necessary  for  daily  living  and  gainful  employment. 

The  problem  of  amputees  in  civilian  life  is  a serious 
one.  During  the  period  of  World  War  II,  18,500  mem- 
bers  of  the  armed  forces  and  80,000  civilians  had  ampu- 
tations. It  is  estimated  that  30,000  amputations  are  per- 
formed each  year  in  civilian  institutions."  From  these 
figures  an  indication  of  the  magnitude  of  the  amputa- 
tion problem  in  civilian  practice  is  apparent.  The  vast 
majority  of  these  civilian  patients  require  a program  of 
rehabilitation  in  order  that  the  maximal  amount  of  re- 
covery may  be  obtained.  It  is,  of  course,  unfeasible  to 
segregate  civilian  patients  in  special  centers  as  is  done 
in  the  armed  forces.  However,  much  can  be  done  to 
bring  about  the  maximum  rehabilitation  of  the  amputee 
in  so  far  as  is  possible  with  the  resources  available.  The 
civilian  amputee  should  no  longer  be  neglected  follow- 
ing surgery,  but  rather  a definite  program  of  rehabilita- 
tion should  be  instituted  for  every  patient. 

The  rehabilitation  program  for  the  amputee  starts 
with  the  surgeon,  as  he  is  usually  the  first  medical  per- 
son to  come  in  contact  with  the  patient.  One  of  the 
most  important  functions  of  the  surgeon,  certainly  equal 
to  the  performance  of  the  actual  surgery,  is  the  prepa- 
ration of  the  patient  psychologically.  Amputation  is  not 
only  a severe  physical  trauma,  it  is  also  the  deepest 
kind  of  psychological  insult.  Proper  psychological  prepa- 
ration will  counteract  the  mental  shock  and  despondency 
which  follows  an  amputation,  and  which  retards  the 
patient’s  recovery  and  prevents  his  putting  forth  his  best 
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efforts  to  overcome  the  handicap.  During  the  whole 
rehabilitation  program  the  psychological  approach  must 
be  maintained  by  the  personnel  who  have  contact  with 
the  patient,  continually  encouraging  him,  stimulating  his 
motivation,  and  instituting  a hopeful  attitude,  with  the 
overall  theme  that  he  should  not  and  need  not  be  a 
cripple. 

Upon  the  surgeon  also  falls  the  responsibility  for  the 
stump  the  patient  is  to  have  following  amputation. 
Amputation  surgery  is  not  aimed  solely  at  the  saving 
of  life  nor  the  improvement  of  comfort  and  health,  but 
is  directed  also  toward  the  creation  of  a stump  which 
will  be  useful  and  comfortable  within  the  prosthesis, 
or  functional  and  cosmetic  in  itself  if  the  use  of  an 
artificial  limb  is  not  anticipated. ■*  Therefore,  the  cri- 
terion for  good  amputation  surgery  is  the  stump.  The 
stump  should  be  of  the  maximal  functional  length  pos- 
sible, the  bone  end  should  be  covered  with  normal  skin 
and  subcutaneous  tissue  which  is  free  from  redundancy 
and  sinuses,  and  presents  a linear  scar.  The  muscles  and 
fascia  covering  the  bone  end  should  be  just  enough  to 
form  a band  of  scar  tissue,  non-movable  and  barely 
palpable.  The  bone  end  should  be  rounded  off  and 
free  from  spurs.  The  stump  must  be  free  from  pain 
and  contractures,  and  it  must  be  formed  throughout  of 
healthy  tissues  which  possess  a normal  blood  supply  and 
sensation.'  Circumstances  frequently  will  not  permit  the 
attainment  of  an  ideal  stump,  bdowever,  every  effort 
should  be  made  by  the  surgeon  to  attain  the  ideal  as 
closely  as  possible. 

There  are  certain  elective  sites  of  amputation  which 
by  experience  have  been  found  best  for  obtaining  a 
good  functional  result.  These  sites  should  be  adhered  to 
as  closely  as  the  pathological  condition  permits. 

Lower  Extremity  Amputations 

In  the  foot  and  leg  the  best  sites  are: 

1.  Through  the  metatarsals.  The  plantar  flap  should 
cover  the  bone  ends  and  leave  a dorsal  scar. 

2.  Amputation  just  above  the  ankle  joint,  the  Syme’s 
amputation.  The  heel  pad  is  brought  over  the  distal  end 
of  the  tibia  and  fibia,  and  the  scar  is  anterior.  A fully 
end  weight-bearing  stump  is  produced.  Lfowever,  it  is 
not  recommended  for  women  because  of  the  unsightli- 
ness of  the  prosthesis. 

3.  Below  the  knee  amputation.  This  amputation 
should  be  performed  6 'a  to  7 inches  below  the  tibial 
articular  surface  for  the  best  functional  result.  Longer 
stumps  are  contra-indicated  because  they  give  rise  to 
increased  circulatory  disturbances.  Stumps  as  short  as 
1 '/2  inches  can  be  fitted  with  a prosthesis,  but  the  mini- 
mal length  for  good  function  is  about  three  inches. 

Above  the  knee  amputations: 

1.  The  Gritti-Stokes  amputation.  7’his  is  a supra- 
condylar osteoplastic  amputation,  in  which  the  patella 
IS  brought  posterior  and  attached  to  the  cut  femur,  pro- 
ducing an  end  weight-bearing  stump.  A disadvantage 
of  this  type  of  amputation  is  that  the  stump  is  too  long. 
The  knee  joints  of  the  more  efficient  prosthe.ses  require 


three  to  four  inches  of  space  above  them.  Since  this 
amputation  stump  does  not  give  sufficient  space,  the 
knee-joint  mechanism  must  be  placed  outside  the  knee 
joint  or  dropped  to  a lower  level  than  that  of  the  nor- 
mal limb. 

2.  The  Callander  amputation.  This  is  the  amputa- 
tion of  choice  in  the  patient  with  arterio-sclerotic  or 
diabetic  gangrene  because  there  is  a lower  mortality  rate, 
a decrease  in  post-operative  infection,  and  better  healing. 
It  is  also  a supracondylar  amputation,  performed 
through  the  tendons  so  that  muscle  tissue,  which  be- 
comes infected  easily  because  of  the  decreased  blood 
supply  in  this  type  of  patient,  is  not  incised.  Theoreti- 
cally, it  is  an  end  weight-bearing  stump,  but  practically, 
because  of  the  poor  skin  and  circulatory  condition, 
ischial  weight-bearing  prostheses  are  usually  required. 

3.  Mid-thigh  amputation.  The  preferable  site  is  ten 
to  twelve  inches  below  the  greater  trochanter.  As  the 
distance  decreases,  so  also  does  function.  A three-inch 
stump  is  the  minimum  distance  allowable.  For  shorter 
lengths,  a disarticulation  or  amputation  through  the 
neck  of  the  femur  is  recommended. 

Upper  Extremity  Amputations 

1.  In  the  hand  it  is  important  to  save  as  much  tissue 
as  possible,  especially  of  the  thumb  and  index  finger. 
Grafts  should  be  used  where  indicated  in  order  to  obtain 
the  maximal  length  and  function.  A badly  crippled  but 
painless  hand  is  better  than  any  prosthesis  available. 

2.  Forearm  amputations.  When  no  grasp  function 
whatever  can  be  saved  in  the  hand,  maximum  function 
will  be  obtained  with  a foreatm  stump  and  prosthesis. 
The  site  of  election  is  two  to  four  inches  from  the  distal 
end  of  the  radius  and  ulna.  Function  decreases  as  the 
elbow  is  approached.  If  the  stump  must  be  less  than 
two  inches  from  the  elbow,  it  is  better  to  do  an  upper 
arm  amputation  two  inches  above  the  elbow. 

3.  Upper  arm  amputations.  The  preferred  site  is 
two  inches  above  the  elbow.  Function  decreases  as  the 
axilla  is  approached,  so  that  at  one  inch  below  the  axilla 
the  site  of  minimal  function  is  reached.  All  upper  ex- 
tremity scars  except  in  the  hand  should  be  terminal, 
since  these  stumps  are  not  weight-bearing. 

Pre-prosiheitc  Care  and  Training 

Immediately  following  surgery,  pre-prosthetic  care 
and  training  is  instituted.  The  first  dressing  that  is 
applied  by  the  surgeon  following  amputation  is  ex- 
tremely important,  since  the  tissues  which  become  fixed 
in  a relatively  few  days  are  still  easily  arranged  to  give 
the  desired  contour  to  the  stump.  The  post-operative 
dressing  should  be  of  an  elastic  adhesive  bandage  applied 
longitudinally  to  the  stump  in  three  pieces  with  as  few 
gauze  pads  as  possible  to  absorb  oozing.  An  elastic 
bandage  is  then  applied  around  the  stump  in  a figure 
of  eight  with  the  firmest  turns  at  the  end  of  the  stump. 
This  is  the  only  method  of  bandaging  which  will  mold 
the  stump  tissues  and  yet  not  cause  constriction  which 
by  interfering  with  venous  return  will  result  in  edema 
of  the  distal  end  of  the  stump.  ’ 
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Physical  Therapy 

Immediately  following  surgery  a well-planned  regime 
of  physical  therapy  is  instituted.  The  objects  of  physical 
therapy  are: 

1.  To  prevent  or  correct  deformity. 

2.  To  provide  realignment  of  the  extremity. 

3.  To  establish  muscle  balance. 

4.  To  increase  muscle  strength. 

5.  To  maintain  normal  range  of  motion. 

6.  To  prepare  the  stump  for  the  prosthesis.’^ 

Because  contractures  develop  so  rapidly  following  im- 
mobilization, and  since  it  is  far  more  simple  to  prevent 
a contracture  than  to  correct  one,  very  careful  attention 
must  be  paid  to  the  postoperative  position  of  the  stump. 
It  is  the  obligation  of  all  who  have  contact  with  the  pa- 
tient to  see  that  the  stump  is  maintained  in  the  best 
possible  position.  In  addition,  stretching  exercises  must 
be  carried  on  daily  in  all  proximal  joints  to  prevent 
contractures.  For  below  the  knee  amputees,  a posterior 
gutter  splint  is  often  advisable  to  prevent  a knee-flexion 
contracture.  Following  an  above  the  knee  amputation, 
the  commonest  deformity  is  a contracture  of  the  hip 
flexors.  Therefore  the  stump  should  not  be  placed  on 
a pillow  if  it  can  be  avoided.  If  it  must  be  placed  on 
a pillow,  it  should  be  for  as  short  a time  as  possible. 
As  soon  as  the  acute  pain  has  diminished,  the  patient 
should  turn  to  the  prone  position  several  times  a day, 
or  should  place  a pillow  under  the  buttocks  to  hyper- 
extend  the  hips.  Abduction  and  external  rotation  are 
prevented  with  sandbags.  For  upper  extremity  amputa- 
tions, passive  movement  of  the  proximal  joints  through 
a full  range  of  motion  twice  a day  will  prevent  con- 
tractures. 

Exercises  are  started  as  soon  postoperatively  as  the 
patient’s  condition  permits.  For  the  below  the  knee  am- 
putations, quadricep  setting  exercises  followed  by  active 
resistance  exercises  of  the  quadriceps  are  always  insti- 
tuted. For  above  the  knee  amputations,  the  adductor 
magnus  and  hamstrings  have  been  separated  from  their 
insertions  so  that  the  consequent  muscle  imbalance  re- 
sults in  a stump  which  is  held  in  flexion,  abduction  and 
external  rotation  at  the  hip.  The  patient  must  re-estab- 
lish muscle  balance  and  increase  the  strength  of  the 
adductors  and  hip  extensors.  Therefore  exercises  for 
these  purposes  are  instituted  early.  In  upper  extremity 
amputation,  weakness  of  the  deltoid  and  triceps  usually 
develops  and  is  prevented  by  active  and  resistive  exer- 
cises. 

The  normal  range  of  motion  of  all  joints,  but  par- 
ticularly the  joint  just  proximal  to  the  stump,  are  main- 
tained by  passive  or  active  motion  in  the  fullest  range 
possible. 

Preparation  of  the  stump  for  the  prosthesis  is  started 
by  the  surgeon  when  the  first  dressing  is  applied,  as 
mentioned  above.  However,  much  must  still  be  done 
in  order  to  obtain  a stump  with  minimal  edema,  max- 
imal shrinkage,  firm,  well-toughened  skin,  absence  of 
tenderness,  freely  movable  scars,  and  a smooth  evenly 
contoured  taper. 


As  soon  as  possible  postoperatively,  so-called  pressure 
massage  is  started.  This  consists  at  first  of  gentle  tap- 
ping of  the  dressing  over  the  end  of  the  stump  with 
the  hand.  As  the  pain  becomes  less,  the  amount  of  pres- 
sure is  increased  by  either  the  physical  therapist  or  the 
patient,  until  eventually  the  patient  can  stand  a blow 
from  a closed  fist  or  bear  weight  on  the  end  of  the 
stump. 

After  the  wound  is  healed,  usually  at  about  ten  days, 
whirlpool  baths  are  given,  which  by  the  combined  effect 
of  heat  and  massage,  aid  in  the  removal  of  residual 
stump  edema  by  increasing  the  circulation.  Massage  is 
given  where  indicated  to  aid  in  the  removal  of  edema, 
prevent  adhesions  from  the  scars,  and  to  keep  the  tissues 
pliable.  The  exercise  program  originally  instituted  while 
the  patient  was  in  bed  is  increased  and  expanded  with 
the  starting  of  mat  and  resistance  exercises  to  increase 
the  muscle  strength  and  range  of  motion. 

Stump  wrapping  with  four-inch  wide  elastic  bandages, 
two  rolls  for  the  thigh  amputee  and  one  roll  for  the 
below-the-knee  and  upper  extremity  amputee  is  insti- 
tuted to  bring  about  maximal  shrinkage  of  the  stump. 
The  technique  of  application  is  important  to  insure  that 
the  pressure  results  in  a smoothly  tapered  stump.  The 
bandage  is  applied  so  that  all  loose  tissues  are  bandaged 
away  from  the  end  of  the  stump.  The  bandage  is  car- 
ried up  to  the  proximal  joint,  and  the  firmest  turns  are 
at  the  distal  end.  The  bandage  should  always  be  applied 
with  figure  of  eight  turns,  and  when  bandaged  the  stump 
should  have  a smooth  conical  shape  without  bulges.  The 
bandage  should  be  rewrapped  two  or  three  times  a day, 
and  left  on  at  night.  The  bandage  is  worn  until  the 
prosthesis  is  fitted. 

Instructions  in  crutch  walking  are  started  as  soon  as 
possible,  first  teaching  balancing  between  chairs  or  in 
parallel  bars,  then  with  the  crutches,  with  a tripod  gait, 
and  finally  a swing-through  gait.  It  is  important  to 
start  crutch-walking  immediately,  otherwise  the  patient 
may  use  a wheel  chair  excessively  and  develop  flexion 
contractures  of  the  hips  or  knees.  Six  to  eight  weeks 
are  required  to  accomplish  the  above  program  and  ob- 
tain a stump  ready  to  be  fitted  with  a prosthesis.  It 
must  be  remembered  that  although  a limb  may  be  fitted 
with  a prosthesis,  no  matter  what  deformity  or  condition 
of  the  stump  is  present,  such  a limb  will  be  held  in  the 
position  of  the  deformity  once  the  prosthesis  has  been 
fitted.  Therefore,  it  is  essential  that  time  be  allowed 
for  the  pre-prosthetic  phase  of  rehabilitation  so  that  the 
patient  is  ready  physically  and  functionally  to  wear  the 
prosthesis  when  it  is  obtained. 

Procurement  and  Fitting  of  the  Prosthesis 

When  the  stump  is  ready  for  the  limb,  the  prosthesis 
should  be  procured  as  soon  as  possible.  Otherwise  the 
stump  will  become  flabby,  the  muscles  weakened,  and 
the  bones  atrophied.  The  crutch  habit  may  develop.  The 
longer  the  delay  in  obtaining  a prosthesis,  the  slower 
will  be  the  patient’s  progress  in  learning  its  use.' 
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Lower  Extremity  Prostheses 

Function  of  tlie  lower  extremity  is  essentially  weight- 
bearing, and  It  can  be  reproduced  quite  well  by  a pros- 
thesis. Prostheses  are  divided  into  three  types:  tempo- 
rary, provisional,  and  permanent.  There  is  a difference 
of  opinion  concerning  the  initial  prescription  of  the  pros- 
thesis. Some  physicians  recommend  the  use  of  a tempo- 
rary prosthesis  until  stump  shrinkage  is  complete  since 
the  socket  of  these  prostheses  can  be  changed  easily. 
After  the  stump  is  completely  shrunk,  a permanent  pros- 
thesis is  ordered.  Others  recommend  the  initial  purchase 
of  a permanent  prosthesis  with  a provision  made  to  alter 
the  socket  as  the  stump  shrinks.  The  military  services 
used  the  provisional  type  prosthesis  extensively.  It  con- 
sisted of  a basic  limb  into  which  various  individually 
molded  leather  sockets  could  be  fitted.  When  the  pa- 
tient was  ready  for  discharge  from  the  hospital  a per- 
manent prosthesis  was  provided  by  the  Veterans  Admin- 
istration. Provisional  prostheses  are  unfeasible  for  civil- 
ian institutions,  since  a large  stock  of  basic  limbs  must 
be  kept  on  hand  and  an  experienced  limb  fitter  is  neces- 
sary to  fit  them. 

Temporary  pylons  made  of  plaster-of-paris  or  leather 
have  a distinct  disadvantage,  in  that  they  do  not  meet 
the  mechanical  problems  of  alignment,  weight-bearing, 
and  motion,  and  their  use  may  produce  faulty  habits 
difficult  to  correct  when  the  permanent  prosthesis  is 
obtained.  It  is  for  these  reasons  many  physicians  do  not 
recommend  their  use.  However,  in  many  patients,  espe- 
cially in  the  older  age  groups,  the  use  of  the  temporary 
prosthesis  does  have  a place.  With  its  use,  it  is  possible 
to  get  the  patient  up  earlier,  since  it  takes  two  or  three 
months  to  obtain  a permanent  prosthesis.  Also  by  the 
use  of  a temporary  prosthesis,  it  is  possible  to  estimate 
better  whether  or  not  a patient  is  going  to  be  able  to 
learn  not  only  to  walk  with  an  artificial  limb,  but  also 
whether  or  not  the  opposite  leg  will  be  able  to  withstand 
the  added  exertion.  This  is  especially  true  m cases  where 
the  original  amputation  was  for  peripheral  vascular  dis- 
ease or  similar  disorders.  The  temporary  prostheses  are 
always  used  with  bilateral  amputations,  since  balancing 
is  easier  to  learn  if  the  patient  is  first  started  on  short 
pylons  about  six  inches  off  the  floor,  and  then  increased 
three  to  four  inches  weekly  until  the  desired  height  is 
reached. 

Permanent  prostheses  are  made  of  wood,  fiber,  metal, 
or  leather.  The  most  common  type  is  made  of  willow 
wood  with  a molded  leather  socket.  The  component 
parts  of  the  lower  extremity  prosthesis  are  the  socket, 
the  knee  joint,  the  shin  piece  and  the  foot,  which  are 
joined  together  in  proper  alignment.  They  are  attached 
by  a thigh  cuff  in  below  the  knee  amputations,  and  a 
shoulder  strap  or  a pelvic  band  in  above  the  knee  am- 
putations. The  socket  is  the  most  important  part  and 
mtist  be  molded  and  shaped  so  that  it  fits  accurately  in 
order  to  bear  weight  comfortably  and  yet  not  interfere 
with  circulation.  Properly  fitted  sockets  should  fit  in 
only  one  position.  There  should  be  no  wrinkling  of  the 
skin  in  the  socket,  and  the  flesh  should  not  roll  up  nor 


protrude  over  the  top  of  the  socket.  In  above  the  knee 
prostheses,  the  knee  joint  axis  is  posterior  to  the  line 
of  weight  bearing  so  that  when  weight  is  borne  there  is 
about  five  degrees  hyperextension.  A friction  brake  or 
straps  are  incorporated  in  the  knee  joint  so  that  the  shin 
swings  forward  and  is  fully  extended  just  at  the  moment 
weight  is  applied  on  the  heel.  The  foot  is  fixed  in  slight 
equinus  so  that  pressure  on  the  toe  causes  hyperextension 
at  the  knee. 

Mention  should  be  made  of  the  suction  socket  which 
is  coming  into  favor  since  no  straps  are  required  to  hold 
it  onto  the  stump.  At  the  present  time  it  is  only  rec- 
ommended for  thigh  amputations.  The  stump  should 
be  ten  to  twelve  inches  long,  measured  from  the  greater 
trochanter.  The  socket  must  be  perfectly  fitted  so  that 
there  is  absolute  unity  between  stump  and  prosthesis. 
For  such  a socket  a cylindrical  stump  rather  than  a 
conical  stump  is  recommended.  It  is  important  that  the 
stump  have  a smooth  contour,  otherwise  air  leaks  are 
liable  to  develop. 

Upper  Extremity  Prostheses 

The  functions  of  the  upper  extremity  and  hand  are 
grasp  and  touch.  These  cannot  be  replaced  adequately 
by  any  artificial  arm,  hence  the  necessity  for  conserving 
as  much  of  the  hand  as  possible.  Prostheses  are  of  two 
types.  They  are  either  cosmetic  or  functional.  As  yet 
we  do  not  have  a satisfactory  functional  cosmetic  hand. 
As  a consequence,  arm  amputees  are  often  supplied  with 
both  a cosmetic  and  a functional  prosthesis. 

The  functional  type  of  prosthes's  which  is  most  use  fill 
is  the  utility  or  spht-hook  type.  The  mechanical  hand 
which  cosmetically  is  better  than  the  split-hook  has  only 
opposition  of  the  thumb  and  forefingers  and  the  grip 
is  poor.  Both  the  utility  hook  and  the  cosmetic  hand 
are  opened  by  means  of  cords  to  the  opposite  shoulder. 
Cmeplastic  operations  whereby  tunnels  are  made  through 
muscle  bundles  and  the  straps  of  the  hook  or  hand  are 
attached  to  pegs  passed  through  these  tunnels,  are  a 
recent  development  in  this  country.  The  use  of  this 
type  of  operation  is  still  being  developed  and  more  time 
is  required  to  determine  its  effectiveness. 

Post-prosthetic  Training 

The  process  of  learning  to  use  the  prosthesis  requires 
time.  The  amputee  needs  careful  guidance  in  order  to 
obtain  maximal  function.  It  is  not  enough  just  to  fit 
the  prosthesis  and  then  discharge  the  patient  after  an 
hour  or  two  of  instruction. 

The  first  thing  that  the  amputee  must  learn  is  the  care 
of  the  skin,  since  when  skin  disorders  begin  use  of  the 
prosthesis  ceases.'’  The  stump  must  be  washed  daily  with 
soaja  and  water.  No  oily  or  greasy  substances  should  be 
used,  since  they  soften  the  skin  and  frequently  lead  to 
furunculosis.  Frequently  talcum  powder  adds  to  the 
patient’s  comfort.  The  patient  should  wear  a stump 
sock  of  virgin  wool,  or  cotton  if  he  is  allergic  to  wool. 
The  .sock  should  be  laundered  daily.  Any  contusions 
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or  infections  should  be  treated  promptly  and  properly, 
and  the  prosthesis  not  worn  during  their  presence. 

Lower  extremity  amputees  must  be  taught  to  walk. 
There  are  a number  of  component  parts  to  good  walk- 
ing. Balance,  even  weight  distribution,  muscle  co-ordina- 
tion, rhythm  and  equal  length  in  steps.  Gait-training 
proceeds  in  the  following  order:  balancing  exercises  in 
parallel  bars  or  between  chairs,  weight-shifting  exercises, 
leg-raising  exercises,  and  finally,  walking  exercises  with 
constant  emphasis  on  obtaining  a normal  gait  pattern. 
Crutches  are  to  be  avoided  if  possible.  Canes  are  per- 
missible but  should  be  dispensed  with  as  soon  as  possible. 
When  the  patient  has  an  even  walking  pattern,  he  is 
then  taught  how  to  fall,  how  to  get  up  from  the  floor, 
and  how  to  climb  stairs.  The  patient  must  be  condi- 
tioned psychologically  to  the  fact  that  he  cannot  expect 
his  limb  to  compare  favorably  with  the  normal  leg. 

For  upper  extremity  amputations,  after  learning  to 
use  the  opposite  shoulder  to  open  the  hook,  training 
consists  of  teaching  the  patient  the  many  activities  and 
functions  possible  with  the  prosthesis. 

Occupational  Therapy 

Occupational  therapy  is  an  integral  part  of  the  re- 
habilitation process.  Early,  diversional  occupational  ther- 
apy  is  given  to  help  prevent  the  despondency  which 
often  occurs.  Later,  after  the  prosthesis  has  been  ob- 
tained, functional  occupational  therapy  is  given  to  help 
attain  coordination  and  strength.  In  the  case  of  lower 
extremity  amputees,  the  use  of  the  looms,  bicycle  saws, 
Sanders,  printing  press,  and  other  leg-operated  machines 
are  employed.  For  upper  extremity  amputations,  occu- 
pational therapy  provides  the  training  to  develop  dex- 
terity in  the  many  functions  that  it  is  possible  to  per- 
form with  the  prosthesis — how  to  use  a knife  and  fork, 
button  buttons,  tie  shoe  laces,  use  various  tools,  and  carry 
out  functional  activities  necessary  for  daily  living.  The 
occupational  therapy  department  may  also  give  pre- 
vocational  training  to  certain  selected  patients  when 
indicated. 


Vocational  Rehabilitation 

When  the  patient  has  been  fitted  and  taught  the 
maximal  function  available  from  the  use  of  his  pros- 
thesis, vocational  rehabilitation  is  indicated,  if  he  is  still 
within  the  wage-earning  age  group  and  his  disability  is 
such  that  he  cannot  return  to  his  former  occupation.  The 
State  Division  of  Vocational  Rehabilitation  is  consulted, 
and  the  patient  is  given  aptitude  tests,  vocational  guid- 
ance, and  further  training  as  indicated,  so  that  he  may 
be  fitted  to  a position  which  he  is  capable  of  performing 
with  his  disability. 

In  conclusion,  it  should  be  emphasized  that  an  over-all 
program  of  rehabilitation  is  necessary  to  obtain  maxi- 
mum benefit  for  the  amputee  so  that  he  can  be  self- 
sufficient  and  self-supporting.  Although  such  an  extend- 
ed program  as  is  used  by  the  Army  and  Navy  is  impos- 
sible in  civilian  hospitals,  much  can  be  done  through 
cooperation  of  the  surgeon,  psychiatrist,  limb-maker  and 
vocational  counsellor  in  order  to  obtain  better  results  in 
restoring  the  amputee  to  a useful,  active  life.  Mitchell 
has  pointed  out  that  the  percentage  of  persons  who  have 
undergone  amputations  returning  to  almost  complete 
activity  is  capable  of  increase,  not  through  the  adoption 
of  new  methods,  but  through  more  efficient  application 
of  the  principles  already  known.' 
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^750,000  GRANT  FOR  MAYO  MEMORIAL  CENTER 

A ^750,000  federal  grant  has  been  given  to  the  University  of  Minnesota  Mayo  Mem- 
orial Medical  center,  making  possible  an  addition  of  three  stories  to  the  memorial  plans, 
and  the  construction  of  a two-story  rehabilitation  center.  The  memorial,  in  honor  of  the 
late  Doctors  Mayo  of  Rochester,  will  include  a cancer  research  institute,  a public  health 
center,  modern  operating  room  and  new  hospital  wards. 

According  to  Dr.  Frederic  J.  Kottke,  associate  professor  and  head  of  the  physical 
medicine  division,  the  new  rehabilitation  center  will  seek  to  "restore  the  physically  handi- 
capped to  fullest  physical,  mental,  social  and  economic  usefulness.”  It  will  serve  some  500 
persons  a year  in  addition  to  5,000  physical  therapy  patients  from  the  University  hospitals. 
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Hormone  Therapy  of  Advanced  Cancer 

of  the  BreasC 

Stuart  W.  Arhelger,  M.D. 

Minneapolis,  Minnesota 


Carcinoma  of  the  female  breast  is  one  of  the  most 
frequent  causes  of  death  resulting  from  malignancy. 
In  spite  of  the  gradual  improvement  in  the  five  year 
clinical  survival  rates  the  annual  death  rate  ap- 

proaches 16,000.  Recurrences  after  initial  radical  mastec- 
tomy are  common,  and  there  is  a large  group  of  patients 
who  present  advanced,  inoperable  or  distant  metastatic 
disease  requiring  palliative  management.  Irradiation 
therapy  offers  definite  but  restricted  palliation  in  certain 
cases  the  results  of  which  are  well  recognized.’ More 
recently  it  has  become  well  established  that  human  breast 
cancer  can  be  favorably  influenced  by  altering  the  hor- 
monal status  of  the  host.  Castration,  as  oophorectomy 
or  by  x-rays,  androgenic,  and  estrogenic  therapy  are  the 
three  methods  currently  used  to  achieve  this  influence. 

Numerous  papers  have  appeared  considering  the  ef- 
fects of  castration  or  the  administration  of  androgens 
to  persons  with  advanced  inoperable  disease, 

1 7.1 «, 20. 24, 26. 28. 29, 32  g reports  dealing 

with  the  beneficial  effects  of  estrogenic  hormones. 

1 ■5.16.21, 22. 2S, 34  jj.  y^ould  Seem  desirable  to  review  briefly 
the  salient  information  pertaining  to  castration  and  an- 
drogenic therapy  and  to  present  rather  completely  data 
concerning  the  use  of  estrogenically  active  compounds  in 
the  management  of  advanced  carcinoma  of  the  breast. 

Castration 

As  early  as  1896  Beatson  suggested  that  oophorec- 
tomy might  be  beneficial  in  certain  cases  of  breast  can- 
cer. Studies  of  effects  occurring  subsequent  to  castration 
have  rarely  noted  any  influence  on  the  primary  tumor. 
However,  favorable  responses  manifest  by  apparent  re- 
gression of  bony  metastases,  relief  of  pain,  improved 
general  physical  status,  increased  hemoglobin  and  red 
cell  production  and  occasionally  regression  of  pulmonary 
lesions  have  been  reported.’ These  favorable  re- 
sponses have  been  confined  almost  exclusively  to  pre- 
menopausal women.  Prophylactic  castration,  as  an  ad- 
junct to  radical  mastectomy,  in  patients  with  stage  one 
or  stage  two  disease  (confined  to  the  breast  or  regional 
nodes)  does  not  appear  to  be  significantly  advantageous. 
Therefore,  it  is  best  reserved  for  premenopausal  patients 
with  advanced,  recurrent  or  distant  metastatic  cancer  of 
the  breast.  It  is  estimated  that  from  16  to  30  per  cent 
of  this  group  will  derive  benefit  from  castration. 

Androgenic,  Therapy 

Experimental  studies  in  laboratory  animals  have  in- 
dicated that  sex  hormones  have  definite  effects  on  the 

I rom  the  fjepartment  of  Surgery,  University  of  Minnesota 
Medical  School,  Minneapolis  14,  Minnesota. 


occurrence  of  mammary  cancer.  Numerous  investigators 
stimulated  by  the  researches  of  Lacassagne,’^  Suntzeff 
and  Loeb,^'  have  demonstrated  that  the  administra- 
tion of  estrogenic  hormones  may  produce  mammary 
carcinoma  in  mice  of  certain  strains.  An  attempt  to 
counteract  this  carcinogenic  effect  of  estrogens  by  the 
means  of  androgens  seemed  to  be  a logical  consequence. 
Raynaud  and  Lacassagne,--'  Murlin  and  others  have  ef- 
fectively reduced  the  incidence  of  spontaneous  mammary 
cancer  in  female  mice  of  high  cancer  strains  by  the 
administration  of  androgens.  It  seems  natural  then  that 
androgens  would  be  tried  m the  treatment  of  the  clin- 
ical disease. 

Testosterone  has  been  employed  clinically  by  many 
investigators. It  is  consid- 
ered to  produce  its  most  obvious  effects  on  osseous  metas- 
tases and  upon  the  general  condition  of  the  patient. 
The  pain  of  bone  lesions  may  be  relieved  and  there 
may  be  recalcification  in  areas  of  osteoclastic  metastases. 
Regressions  of  soft  tissue  lesions  have  occurred  infre- 
quently. A recent  analysis  of  300  cases  treated  by  testos- 
terone propionate  revealed  that  roughly  66  to  70  per 
cent  of  patients  were  subjectively  improved  but  only  20 
per  cent  manifest  objective  improvement  as  regression 
of  osseous  lesions  and  occasionally  pulmonary  metas- 
tases.'’ In  contrast  to  castration  and  estrogenic  therapy 
the  responses  to  androgenic  therapy  do  not  seem  to  be 
prejudiced  favorably  or  unfavorably  by  the  age  of  the 
patient.  Testosterone  propionate  administered  intra- 
muscularly as  26  to  100  mgm.  three  times  weekly  is  the 
method  commonly  used  although  other  schedules  of  dos- 
age have  been  reported  as  efficacious.’’^'*”’  ’'^'’’’'^'’ 

The  side  effects  of  androgenic  administration  include 
the  rather  undesirable  masculinization  of  the  patient 
with  deepening  of  the  voice  and  hirsutism  (less  prom- 
inent at  the  76  mgm.  per  week  dose  level),  increase  in 
feminine  libido  and  the  variable  formation  of  peripheral 
edema.  One  dangerous  reaction  noted  infrequently  is 
the  occurrence  of  hypercalcemia  manifest  clinically  by 
nausea,  vomiting  and  varying  degrees  of  prostration 
and  coma.  Serum  calcium  determinations  taken  at  in- 
tervals during  therapy  will  predict  disturbances  of  cal- 
cium metabolism,  as  significant  persistent  elevation  of 
the  serum  calcium  level  should  be  considered  as  contra- 
indication to  continued  androgenic  therapy.  Sodium 
citrate  (260  cc.  of  a 2.6  per  cent  solution  given  intra- 
venously) has  effectively  counteracted  acute  severe  hy- 
percalcemic  symptoms  when  recognized. 

Androgenic  therapy  may  be  indicated  in  women  of 
any  age  with  advanced  breast  cancer  exhibiting  wide- 
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spread  or  more  localized  skeletal  involvement  that  has 
not  responded  to  x-ray  therapy  or  in  which  x-ray  therapy 
is  contra-indicated,  and  occasionally  for  cases  with  pul- 
monary metastases  (postmenopausal  women  with  bone 
lesions  have  responded  to  estrogens  as  well  as  androgens 
and  with  slightly  less  severe  side  reaction.)  It  should 
he  emphasized  that  the  presence  of  osteoclastic  metas- 
tases in  weight  bearing  areas  such  as  the  femoral  neck 
and  vertebrse  is  an  indication  for  localized  x-ray  therapy 
to  prevent,  if  possible,  pathological  fractures,  as  the  re- 
lief of  pain  afforded  by  hormone  therapy  is  not  always 
accompanied  by  recalicification  of  the  osteoclastic  lesions. 
An  x-ray  survey  of  the  skeleton,  especially  of  weight 
bearing  bones,  is  therefore  almost  indispensable  in  the 
proper  selection  of  therapy  and  in  following  the  course 
during  treatment. 

Estrogenic  Therapy 

It  has  been  considered  paradoxical  by  some  that  both 
androgens  and  estrogens,  so  called  biological  antagonists, 
are  effective  against  cancer  of  the  breast.  However, 
there  are  now  many  reports  establishing  the  phenom- 
enon of  breast  cancer  regression  following  the  adminis- 
tration of  estrogenically  active  compounds  and  more 
recent  experience  with  this  method  by  Huseby  and  oth- 
ers would  indicate  a definite  place  for  estrogens  in 
the  palliative  management  of  postmenopausal  patients 
with  advanced  disease. 

In  contrast  with  the  androgens,  estrogens  have  been 
found  to  be  peculiarly  advantageous  for  soft  tissue 
lesions.  The  types  of  lesions  which  have  responded  to 
estrogenic  therapy  include,  primary  inoperable  breast 
lesions,  recurrent  and  metastatic  lesions  of  the  skin  and 
subcutaneous  tissues,  lymph  node  metastases,  lung  and 
pleural  metastases,  and  metastases  to  intra-abdominal 
organs,  peritoneum  and  mesentery. Despite 
early  reports  that  estrogens  were  ineffective  in  osseous 
metastases  favorable  responses  will  occur  in  selected 
cases.' ^ This  type  of  therapy  is  best  limited  to  patients 
who  are  at  least  five  years  postmenopausal  because  of 
the  not  infrequent  acceleration  of  tumor  growth  that 
may  accompany  its  use  in  younger  women. The 
method  of  therapy  used  by  most  investigators  and  pre- 
ferred in  this  clinic  has  been  the  continuous  oral  admin- 
istration of  diethylstilbestrol  at  5 mgm.  t.i.d.,  although 
other  stilbene  derivatives  were  used  in  the  initial  studies 
by  Haddow  et  aD-'^  and  the  naturally  occurring  estro- 
gens such  as  ethinyl  estradial  have  been  used  effectively 
by  Taylor. 

The  side  effects  of  estrogenic  therapy  have  been  rela- 
tively mild.  Nausea,  vomiting  and  general  malaise  of 
moderate  severity  may  be  encountered  during  the  first 
few  days  of  therapy.  In  the  majority  of  instances  these 
symptoms  disappear  within  a week  without  interruption 
of  treatment.  Surprisingly,  "break-through”  uterine 
bleeding  is  infrequent  with  the  large  doses  of  stilbestrol 
used.  However,  withdrawal  uterine  bleeding  of  short 
duration  is  a common  occurrence  when  stilbestrol  is  dis- 
continued. The  tendency  for  estrogenic  hormones  to 
cause  retention  of  tissue  fluid  may  be  manifest  by  weight 


gain  and  varying  degrees  of  peripheral  edema.  This  is 
particularly  important  in  patients  with  impaired  cardiac 
function  where  serious  decompensation  may  be  pre- 
cipitated and  is  best  avoided  by  restriction  of  sodium 
ion  and  by  the  administration  of  a diuretic  such  as  am- 
monium chloride.  Some  enlargement  of  remaining  breast 
tissue  is  seen  regularly  and  in  many  cases  a progressive 
pigmentation  of  the  nipple  and  areola,  axillary  and 
perineal  skin  will  be  observed.  Some  patients  have  com- 
plained of  an  increase  in  urinary  frequency  accompanied 
by  urgency  and  mild  incontinence.  Hypercalcemia  may 
be  a rare  complication  of  estrogenic  therapy. 

The  indications  for  estrogenic  therapy  include  patients 
five  years  postmenopausal  or  a year  after  surgical  or 
x-ray  castration  with  unquestionably  inoperable  primary 
breast  cancer,  recurrent  or  metastatic  lesions  in  other 
soft  tissues  such  as  skin,  subcutaneous  tissues,  lymph 
nodes,  intrathoracic  or  intra-abdominal  viscera  in  whom 
x-ray  therapy  is  contra-indicated  or  inadvisable  (irradia- 
tion therapy  may  be  used  concurrently  when  indicated) . 
It  may  be  predicted  that  about  50  per  cent  of  selected 
cases  receiving  estrogens  will  show  favorable  objective 
responses,  manifest  by  definite  regression  of  their  lesions. 
A slightly  larger  percentage  of  cases  will  manifest  sub- 
jective improvement.  The  objective  responses  in  soft 
tissues  may  be  quite  dramatic.  Skin  nodules  and  pri- 
mary lesions  in  the  breast  follow  a rather  definite  pat- 
tern. Usually  within  two  or  three  weeks  a definite  color 
change  from  red  to  a purple  hue  is  noted,  often  accom- 
panied by  a softening  and  flattening  of  the  lesion.  Fol- 
lowing this  initial  response,  which  may  be  accompanied 
by  a measurable  decrease  in  the  size  of  the  mass,  the 
lesions  may  undergo  further  regression  with  a darkening 
of  the  lesion  to  a deep  brown.  If  regression  is  complete, 
no  tumor  can  be  detected  clinically  at  the  site  although 
biopsy  has  usually  revealed  a cryptogenic  focus  of  viable 
cancer  cells.'’  Large  foul  ulcerated  lesions  have  been 
seen  to  completely  regress  and  epithelialize.  Pulmonary 
metastases  have  disappeared  as  followed  by  serial  x-ray 
examinations  and  pleural  effusions  have  been  re-absorbed. 
Osseous  lesions  may  remain  stationary,  progress  or  re- 
gress. When  regression  occurs  it  is  by  recalcification  of 
bone  and  is  observable  by  x-ray  study.  Subjective  re- 
sponses include  a frequent  increase  in  feeling  of  well 
being  (less  prominent  than  with  androgens),  relief  of 
dyspnea  as.  lung  lesions  improve  and  at  times  a striking 
relief  of  bone  pain.  In  a series  of  3 1 cases  reported  by 
Huseby  and  Arhelger  17  had  definite  or  complete  re- 
gression of  their  lesions  (Tables  I,  II  and  III).  In  this 
study  a response  was  considered  as  favorable  only  if 
there  was  a complete  clinical  disappearance  of  the  lesions 
or  definitely  measurable  diminution  in  their  size  which 
then  remained  stationary  for  an  appreciable  period  of 
time. 

The  rate  of  regression  of  lesions  and  the  latent  period 
before  response  have  been  variable  factors.  In  some  in- 
stances as  long  as  twelve  months  have  elapsed  before 
regression  was  complete  although  many  cases  have  re- 
gressed their  lesions  to  a clinically  indetectable  state 
within  a few  weeks,  while  others  have  undergone  partial 


8 


The  Journal-Lancet 


Table  I 

Primary  breast  lesions;  metastases  to  skin,  subcutaneous 
tissues,  and  superficial  nodes 


Instances  of  Definite  Regression  II 


Duration 


Case 

of  Rx 

Duration  of  Regtession 

1 

1 1 mo. 

14  mo.,  no  reactivation  j 

2 

1 1 mo. 

7.5  mo.,  then  reactivation 

3 

5 mo. 

6 mo.,  exp.  with  bone  lesions  j 

4 

22  mo. 

22  mo.,  no  reactivation  I 

5 

9 mo. 

6 mo.,  exp.  at  1 1 mo. 

6 

9 mo. 

6 mo.,  then  grad,  progression 

7 

8 mo. 

6 mo.,  then  reactivation 

8 

9 mo. 

9 mo.,  no  reactivation 

9 

19  mo. 

32  mo.,  no  teactivation  j 

10 

13  mo. 

1 1 mo.,  then  grad,  progression  I 

11 

9 mo. 

6 mo.,  then  reactivation  ' 

Instances  of  No  Appreciable  Regression 

10 

Total 

21 

Table  II 

Lung  and  Pleural  Metastases 

Instances  of  Definite  Regression 

6 

Case 

Duration 
of  Rx 

Duration  of  Regression 

1 

9 

mo. 

13  mo.,  no  reactivation 

2 

11 

mo. 

7.5  mo.,  reactivation  (exp.) 

3 

19 

mo. 

19  mo.,  no  reactivation 

4 

1 1 

mo 

1 1 mo.,  no  reactivation 

5 

9 

mo. 

9 mo.,  no  reactivation 

6 

11 

mo. 

10  mo.,  then  reactivation 

Instances  of  No  Appreciable  Regression  5 

Total  11 


regression  and  remained  static  for  several  months.  In 
our  experience  lesions  continuing  to  progress  during  the 
first  twelve  weeks  of  treatment  have  received  no  added 
benefit  from  further  therapy. 

Early  reports  seemed  to  indicate  that  the  favorable 
effects  of  estrogenic  therapy  were  of  very  short  dura- 
tion.Although  critical  analysis  of  the  average 
duration  of  response  necessarily  awaits  the  collection  of 
more  cases  and  detailed  follow-up  studies,  continued 
regressions  have  now  been  observed  for  as  long  as  four 
years.  Interestingly,  cases  in  which  reactivation  of  the 
disease  has  occurred,  have  not  progressed  at  a rate  no- 
ticeably more  rapid  than  that  seen  prior  to  the  institu- 
tion of  therapy.' ’ 

CONCLUSION.S 

A review  of  the  salient  features  and  indications  of 
hormone  therapy  of  cancer  of  the  breast  is  presented 
emphasizing  the  more  recent  studies  of  the  beneficial 
effects  of  estrogenic  hormones.  Although  at  the  pre.sent 
time  It  IS  impossible  to  evaluate  these  methods  in  terms 
of  prolongation  of  life,  there  is  little  doubt  that  by  the 
careful  utilization  of  the  methods  of  hormonal  altera- 
tion .some  palliation  can  he  offered  to  many  of  the  un- 


TaBLES  I,  II  AND  III* 

A Tabulation  of  the  Response  of  Lesions  According  to 
Their  Location 

(Regression  of  lesions  occurred  in  17  of  the  51  patients  treat- 
ed with  diethylstilbestrol  in  the  University  of  Ndinnesota  Hos- 
pitals Tumor  Clinic  as  followed  through  December  1948.) 


Table  III 


Bone 

Metastases 

Instances  of  Definite 

Regression 

2 

Duration 


Case  of  Rx  Duration  of  Regression 

1 12  mo.  11  mo.,  then  reactivation 

expited  at  19.5  mo. 

2 22  mo.  22  mo.,  no  reactivation 

Instances  of  No  Appreciable  Regression  4 

Total  6 


Metastases  to  Mesentery  and  Retina 
Instances  of  Definite  Regression  1 case  each 


*Revision  of  data  ftom  Huseby,  R.  A.  and  Arhelger,  S.  W.: 
Estrogen  Therapy  of  Advanced  Cancer  of  the  Female  Breast. 
Bulletin  of  the  University  of  Minnesota  Hospitals,  20:276-291, 
1949. 

fortunate  patients  with  advanced,  recurrent  or  meta- 
static breast  cancer. 

It  should  be  re-emphasized  that  these  measures,  useful 
as  adjunctive  therapy,  are  in  no  sense  presented  as  sub- 
stitution tlierapy  for  surgery  or  irradiation  therapy  in 
those  instances  where  they  are  of  well  recognized  value. 
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NEW  PROJECTS  IN  CANCER  RESEARCH 

Grants  of  ^907,212  were  made  by  the  National  Cancer  Institute  to  aid  laboratory  and 
clinical  research  hospitals  and  universities  in  21  states  and  the  District  of  Columbia. 

Several  of  these  institutions  will  study  the  relationship  of  cancer  and  hormones.  Under 
a grant  to  Memorial  Hospital,  New  York  City,  Drs.  R.  W.  Rawson  and  H.  J.  Tagnon  will 
investigate  the  role  of  human  liver  in  reducing  the  activity  of  estrogen,  which  has  been 
proved  capable  of  inciting  cancer  in  mice.  At  the  University  of  California,  Dr.  H.  M.  Evans 
will  inject  rats  with  pure  growth  hormone,  a product  of  the  growth-controlling  pituitary 
gland,  which  regulates  hormonal  balance  within  the  body.  A tracer  study  of  cortisone,  a 
hormonal  product  of  the  adrenal  glands,  will  be  made  by  Dr.  E.  A.  Doisy  through  a grant 
to  the  St.  Louis  University  School  of  Medicine.  Dr.  R.  C.  Grauer  at  the  William  H. 
Singer  Memorial  Research  Laboratory  in  Pittsburgh  will  investigate  the  effect  of  various 
mixtures  of  hormones  on  tissue  growth.  The  possibility  that  a virus-like  agent  in  the  mothers’ 
milk  is  responsible  for  the  high  incidence  of  breast  tumors  in  rats  known  as  the  Albany 
strain  will  be  investigated  by  Drs.  A.  W.  Wright  and  J.  M.  Wolfe  at  Albany  Medical  Col- 
lege, in  Albany,  New  York. 
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Hypoparathyroidism:  A Case  Report' 

Allan  E.  Moe,  M.D.v 
Fargo,  North  Dakota 


Thyroid  surgery  ranks  first  in  the  causes  of  hypo- 
parathyroidism.’ Since  thyroid  surgery  is  so  com- 
monplace, this  case  is  presented  to  call  attention  to 
some  of  the  possible  postoperative  complications  and  the 
details  of  their  treatment. 

It  seems  strange  that  we  do  not  see  more  parathyroid 
insufficiency  after  thyroid  surgery.  It  is  well  known  that 
the  parathyroid  glands  are  often  aberrant  in  location. 
It  is  often  difficult  for  surgeons  experienced  in  para- 
thyroid surgery  to  identify  this  tissue  grossly.  Black  and 
Haynes"  recently  reported  a number  of  cases  where  para- 
thyroid tissue  was  truly  intrathyroid  in  location,  espe- 
cially notable  because  no  connective  tissue  capsule  was 
present.  Considering  the  foregoing,  it  is  no  surprise  that 
even  the  most  careful  and  experienced  thyroid  surgeons 
encounter  acute  postoperative  hypoparathyroidism. 

Lack  of  parathyroid  hormone  produces  the  follow- 
ing effects:  ( 1 ) phosphorus  excretion  in  the  urine  de- 

creases, (2)  serum  phosphorus  rises,  (3)  serum  calcium 
falls,  and  (4)  calcium  excretion  in  the  urine  decreases.’ 
The  primary  effect  of  parathyroid  hormone  is  thought 
to  be  a phosphate  diuresis  which  lowers  the  serum  phos- 
phorus;^ the  inverse  fluctuations  of  the  serum  calcium 
level  seem  due  to  an  attempt  by  the  body  to  keep  the 
solubility  product  of  some  calcium  and  phosphorus  salt 
constant. ' 

In  the  postoperative  thyroid  patient,  the  appearance 
of  trouble  is  marked  bv  increased  neuromuscular  ex- 
citability due  to  hypocalcemia.  Since  it  is  imperative 
that  tetany  be  detected  early,  a list  of  the  symptoms 
follows:  (1)  numbness  of  the  extremities,  (2)  cramps 

of  the  extremities,  (3)  carpopedal  spasm,  (4)  laryngeal 
stridor,  and  (“3)  generalized  convulsions.*’  Especially  to 
be  watched  for  is  laryngeal  spasm,  which  may  terminate 
fatally. 

Two  important  physical  signs  in  detection  of  latent 
tetany  deserve  description.  So  often  we  speak  of  class- 
ical signs  without  knowing  exactly  what  they  are,  how 
they  are  elicited,  or  what  they  mean.  Chvostek’s  sign 
IS  frequently  so  abused.  This  sign  is  elicited  by  tapping 
over  the  facial  nerve  m front  of  the  ear.  What  many 
of  us  do  not  know  is  that  some  normal  adults  will  re- 
spond with  contraction  of  the  alae  nasi  and  of  the  cor- 
ner of  the  mouth.  When  the  muscles  of  the  eyelids  con- 
tract in  addition,  untreated  hypoparathyroidism  is  almost 
always  present.'  Trousseau’s  sign  is  the  assumption  of 
the  carpopedal  spasm  position  of  the  hand  when  the 
circulation  is  restricted.  One  method  of  doing  it  is  to 

Read  ai  the  regional  meeting  of  The  Ameiitan  (h)llcge  of 
Physicians,  Grand  f orks.  North  D.tkota,  September  10,  19-49. 

1 Section  of  Internal  Medicine,  I'argo  Clinic,  1-argo,  North 
Oakota. 


keep  a blood  pressure  cuff  inflated  above  the  systolic 
pressure,  allowing  three  minutes  before  calling  it  nega- 
tive.' No  diagnostic  significance  should  be  attached  to 
the  absence  of  this  sign. 

Chemically,  we  find  in  hypoparathyroidism  a low 
serum  calcium,  a high  serum  phosphorus,  a normal  or 
low  serum  alkaline  phosphatase,  and  usually  no  urinary 
calcium.*'  A s mple  test  to  show  the  amount  of  urinary 
calcium  is  the  use  of  Sulkowitch  reagent,  which  precipi- 
tates the  calcium  as  calcium  oxalate.  This  is  a use  ful 
guide  to  therapy,  and  also  identifies  tetany  due  to  alka- 
losis. when  normal  amounts  of  urinary  calcium  are  pres- 
ent.’" As  a rule  calcium  is  absent  from  the  urine  when 
the  serum  calcium  is  below  7 to  8 mg.  per  cent.” 

The  treatment  of  acute  hypoparathyroidism  consists 
in  furnishing  the  body  with  two  essentials:  (1)  an  ade- 
quate amount  of  utilizable  calcium  and  (2)  parathyroid 
hormone  or  a substance  resembling  it  in  action.  In 
marked  hypoparathyroidism,  utihiable,  and  I stress  this 
word,  calcium  can  be  supplied  in  amounts  needed  in 
only  one  form,  and  that  is  a saturated  solution  of  cal- 
cium lactate  taken  orally.  This  solution  is  made  by  dis- 
solving calcium  lactate  powder  in  boiling  water.  Roughly 
■30  grams  of  powder  (about  12  teaspoonfuls)  can  be 
dissolved  in  a quart  of  water  in  this  manner.  It  is 
usually  necessary  to  begin  with  from  30  to  40  grams 
of  lactate  powder  in  twenty-four  hours.’"’  Four  ounces 
of  solution  can  be  given  every  four  hours,  each  dose 
containing  about  six  grams  of  calcium  lactate.  Urine 
specimens  are  tested  with  the  Sulkowitch  reagent  and 
the  calcium  intake  adjusted  accordingly.  As  an  emer- 
gency measure  it  may  sometimes  be  necessary  to  give 
intravenous  calcium  gluconate,  but  the  relief  from  symp- 
toms thus  afforded  is  short-lived.  If  necessary  a stomach 
tube  can  be  used  to  maintain  an  adequate  oral  intake, 
and  an  indwelling  catheter  to  obtain  frequent  urine 
specimens  for  testing.  The  parathyroid  extract  is  given 
intramuscularly;  usually  100  units  every  six  to  eight 
hours  suffices,  but  more  can  be  given  if  judgment  so 
dictates.  This  is  kept  up  for  48  to  72  hours.’’’ 

There  are  two  substances  which  resemble  parathyroid 
hormone  in  action — vitamin  D and  dihydrotachysterol 
(A.T.IO).  Both  will  increase  calcium  absorption  from 
the  gastro-intestinal  tract  and  increase  phosphate  ex- 
cretion into  the  urine.  Dihydrotachysterol  is  greater  in 
the  latter  effect,  more  closely  resembling  the  hormone,’  ' 
and  should  be  the  drug  of  choice.  To  start,  1 cc.  of  the 
liquid  every  twelve  hours  usually  suffices.*  After  three 
or  four  days  if  response  is  satisfactory,  this  can  grad- 

■ Hyt.ikerol  ( Wimliiop  Ste.ii ns)  is  .ivail.ible  .is  an  oily  solu- 
tion, eacli  a’,  containing  1.23  ing.  of  dihydrotacliystcrol,  or  as 
a capscal  containing  onc-lialf  a cc.  of  the  lit]md  (0.623  mg.). 
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iially  be  reduced  to  the  maintenance  dose.  Daily  deter- 
minations of  serum  calcium  and  phosphorus  for  a time 
are  very  helpf  ul. 

There  are  a few  other  helpful  measures.  A high  cal- 
cium, low  phosphorus  intake  is  given,  which  means  that 
milk  is  contra-indicated  due  to  its  high  phosphorus  con- 
tent. Thyroid  extract  is  given  to  the  point  of  tolerance, 
since  it  tends  to  raise  the  serum  calcium  level  in  hypo- 
parathyroidism.’’ If  the  patient  objects  to  the  taste  of 
the  calcium  lactate  solution,  concentrated  citric  flavoring 
can  be  used. 

Case  Report'.  This  36  year  old  housewife  was  seen  on  July 
20,  1948.  Symptoms  of  hyperthyroidism  had  been  present  for 
three  months.  Her  weight  had  fallen  from  135  to  127  pounds. 
She  had  no  eye  complaints.  Examination  revealed  a well-nour- 
ished woman  with  the  classical  signs  of  hyperthyroidism.  There 
was  slight  cxophthalmus.  The  thyroid  was  diffusely  enlarged, 
both  lobes  being  about  6x4  cm.  in  size.  A bruit  was  present 
over  the  gland.  Her  resting  pulse  rate  was  120  per  minute. 

The  basal  metabolic  rate  was  plus  60  per  cent,  and  the  serum 
cholesterol  64  mg.  per  cent.  Slight  generalized  cardiac  enlarge- 
ment was  present  on  the  chest  x-ray. 

The  administration  of  Lugol's  solution  and  400  mg.  of  propyl 
thiouracil  daily  was  begun.  In  December,  1948,  her  weight  was 
142  pounds,  B.M.R.  plus  8 per  cent,  and  she  was  asymptomatic. 
The  exophthalmos  had  improved.  One  week  before  surgery 
propyl  thiouracil  was  discontinued. 

Surgery  was  done  December  21,  1948.  The  gland  was  very 
vascular  and  more  than  the  usual  bleeding  was  encountered 
from  the  other  tissues  as  well.  The  next  morning  a positive 
Chvostek’s  sign  was  noted.  That  afternoon  she  began  to  com- 
plain of  pressure  in  the  throat  and  numbness  of  the  extremi- 
ties. Carpopedal  spasm  was  present.  Intravenous  calcium  glu- 
conate and  intramuscular  parathyroid  extract,  100  units  every 


six  hours  was  begun.  By  evening  she  complained  so  bitterly  of 
her  neck  that  the  decision  to  reopen  the  wound  was  made,  since 
we  felt  that  pressure  from  hemorrhage  might  contribute  to  the 
parathyroid  insufficiency.  After  a small  amount  of  intravenous 
pentothal  the  wound  was  explored,  and  only  a small  amount  of 
blood  found.  As  the  wound  was  closed  laryngeal  spasm  oc- 
curred, necessitating  emergency  tracheotomy.  She  received  mor- 
phine for  restlessness,  and  early  in  the  morning  of  December 
23  respirations  became  very  depressed.  By  morning  she  was 
slightly  improved  and  treatment  with  oral  calcium  lactate  solu- 
tion was  begun  (Fig.  1).  In  addition,  she  received  10  drops 
of  Lugol’s  solution  and  one-fourth  grain  of  thyroid  extract 
daily.  Synkamin  was  given  for  several  days  because  a post- 
operative prothrombin  time  was  40  per  cent.  She  did  well  and 
on  December  26  the  tracheotomy  tube  was  removed. 

On  December  28  she  alternated  between  periods  of  hypo- 
mania  and  depression.  Over  the  next  few  days  she  manifested 
periods  of  extreme  depression,  with  delusions  and  hallucinations. 
She  was  seen  by  the  psychiatrist,  and  electro-shock  treatments 
begun  January  14,  1949.  She  received  four  treatments  with 
marked  improvement  in  her  mental  status  and  was  discharged 
from  the  hospital  on  January  28,  1949. 

Subsequent  course  has  been  largely  uneventful.  The  treat- 
ment program  has  continued,  based  on  Sulkowitch  tests  on  the 
urine.  The  thyroid  extract  has  been  increased  until  now  she 
takes  2 grains  daily.  She  continues  on  a maintenance  dose  of 
5 drops  of  Lugol’s  solution  daily  and  a low  phosphorus  diet. 

Discussion 

In  retrospect  it  seems  that  if  intensive  treatment  for 
the  hypocalcemia  had  been  started  earlier  many  of  our 
difficulties  might  have  been  avoided.  Hypocalcemia  may 
develop  rapidly,  and  when  present,  laryngeal  symptoms 
may  be  confused  with  pressure  due  to  postoperative 
bleeding.  Morphine  should  not  be  used  in  postoperative 
thyroid  patients,  since  a routine  order  such  as  one-fourth 
grain  every  four  hours  as  needed  for  restlessness  could 


Fig.  1.  Postoperative  treatment  and  response  over  a 7 
months  period. 
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easily  result  in  extreme  respiratory  depression  should 
hypocalcemia  develop. 

Summary 

A case  has  been  presented  which  includes  acute  hypo- 
parathyroidism, laryngeal  spasm,  and  later  a reactive 
depression  as  postoperative  complications  of  subtotal 
thyroidectomy. 

A program  of  treatment  and  long  term  management 
is  outlined. 

Addendum’. 

Sulkowitch  solution  has  the  following  composition."' 


Oxalic  acid  2.5  gm. 

Ammonium  oxalate  2.5  gm. 

Glacial  acetic  acid  . 5.0  cc. 

Distilled  water  q.  s.  ad.  150.0  cc. 


2 cc.  of  solution  are  added  to  5 cc.  of  urine.  The  resulting 
precipitate  is  graded  on  a basis  of  0 to  4. 
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Care  of  the  Pregnant  DiabetiC 

William  B.  Stromme,  M.D. 

Minneapolis,  Minnesota 


The  problem  of  diabetes  complicating  obstetrics  has 
been  radically  altered  since  the  advent  of  insulin 
therapy.  Formerly,  the  outlook  for  both  fetus  and 
mother  was  most  discouraging.  The  majority  of  women 
failed  to  conceive;  abortion  and  premature  delivery  were 
twice  as  frequent  as  they  are  today;  and  maternal  fatali- 
ties were  comparatively  high.  With  insulin  therapy  and 
more  recently  with  the  use  of  sulfonamides  and  anti- 
biotics, better  control  of  diabetes  has  been  possible. 
Conception  rates  today  of  controlled  diabetic  women  are 
essentially  the  same  as  that  of  non-diabetics.  Never- 
theless, there  persists  a relatively  high  (25  to  35  per 
cent)  fetal  neonatal  mortality  and  a somewhat  higher 
than  normal  abortion  incidence.  Attempt  is  being  made 
to  reduce  these  complications. 

It  has  been  established  by  a combined  study  of  dia- 
betes at  Cornell,  Yale  and  Harvard,  that  the  same  high 
fetal  mortality  figure  exists  in  the  mild  diabetic  as  in 
the  severe  diabetic.  Surprisingly,  the  same  figure  also 
exists  in  the  five-year  period  prior  to  the  onset  of  dia- 
betes. Hence  the  discouraging  outlook  along  lines  of 
further  improvement  with  diet  and  insulin.  Definite 
progress,  however,  can  be  made  in  prevention  and  treat- 
ment of  complications  in  the  pregnant  diabetic;  they  are: 
toxemia,  infection,  breech  and  other  abnormal  presenta- 
tions, and  placenta  previa.  For  the  fetal  death  date  is 
nearly  again  doubled  by  such  additive  factors.  Another 
method  to  improve  the  fetal  survival  rate  is  through  the 
use  of  substitutional  hormonal  therapy.  Lastly,  there  is 
a trend  today  toward  liberalization  of  cesarean  section 
prior  to  term  to  prevent  late  intrauterine  fetal  death. 

The  handling  of  the  diabetic  pregnant  patient,  as  I 
see  it,  is  resolved  into  three  categories:  (1)  medical  man- 
agement, (2)  the  controversial  hormonal  management, 
and  (3)  obstetric  management. 

Medical  Management 

During  the  first  two  trimesters  the  treatment  differs 
in  no  way  from  that  of  the  usual  diabetic  patient.  The 
diet  is  calculated  to  give  adequate  protein  (2  Gm.  Kilo.) , 
and  minerals;  about  200  Gm.  in  carbohydrate;  and  fats 
to  make  up  a diet  of  2,000  to  2,400  calories  daily. 
Enough  insulin  must  be  given  to  keep  the  patient  prac- 
tically sugar-free  around  the  clock.  Since  the  insulin  re- 
quirement may  increase  as  pregnancy  advances,  this  re- 
quires close  checking  on  the  part  of  the  patient.  She 
should  be  instructed  to  test  her  antecibal  and  bedtime 
specimens  at  least  several  times  a week.  To  prevent  ex- 
cess weight  gain  it  is  sometimes  necessary  to  reduce  the 
diet  to  1800  calories  per  day. 

*Rcad  at  the  meeting  of  the  Four  County  Medical  Society, 
Rice  Lake,  Wisconsin,  November  9,  1948. 


In  preparation  for  cesarean  delivery  the  patient  should 
be  admitted  to  the  hospital  48  hours  in  advance.  Up  to 
the  time  of  delivery  she  is  given  the  usual  diet.  She 
is  taken  off  protamine  zinc  insulin  and  placed  on  divided 
doses  of  crystalline  insulin,  given  before  meals  and  at 
bedtime.  The  dosage  is  determined  by  urine  specimens 
taken  at  such  times.  Four  hours  before  the  expected 
delivery  time  the  patient  is  given  a 400  calorie  liquid 
feeding.  Th's  is  covered  by  *4  of  the  total  amount  of 
insulin  given  the  previous  day.  In  surgery,  500  cc.  of 
5 per  cent  dextrose  in  saline  is  started  intravenously. 
The  second  Ve  of  the  daily  insulin  requirement  is  mixed 
directly  in  the  bottle  of  fluid.  As  a precautionary  meas- 
ure, a blood  sugar  level  is  taken  immediately  following 
delivery.  Usually  no  insulin  is  required  at  this  time.  The 
blood  sugar  is  repeated  four  hours  later,  and  as  a rule 
another  Ys  of  the  total  insulin  amount  can  be  given 
again.  Thereafter,  the  urinalysis  will  determine  the  in- 
sulin dosage.  Usually  it  is  necessary  to  give  approxi- 
mately Y(i  of  the  insulin  requirement  every  four  hours 
for  the  first  24  hours.  The  total  amount  of  insulin 
should  not  exceed  that  given  on  the  day  preceding 
surgery. 

It  is  difficult  to  formulate  rules  for  the  care  o f the 
patient  in  the  first  24  hours  postpartum.  The  course  of 
the  individual  patient  may  vary  tremendously.  The  fac- 
tors of  importance  to  consider  are:  (1)  tolerance  of 

surgery,  (2)  ability  to  take  oral  fluids  and  food,  and 
(3)  changes  in  insulin  tolerance.  It  is  imperative  that 
the  patient  be  followed  very  closely  during  this  period, 
making  sure  that  fluid  intake  is  adequate.  If  there  is 
any  question  of  status,  a blood  sugar  level  should  be 
obtained.  By  the  second  postoperative  day  it  is  expected 
the  patient  will  be  back  on  her  regular  diet,  and  can 
be  gradually  transferred  to  protamine  zinc  insulin. 

Hormonal  Management 

The  basic  underlying  maternal  abnormalities,  in  dia- 
betic women,  are,  according  to  Priscilla  White,  an  aging 
vascular  system  and  hypo-ovarianism.  This  latter  condi- 
tion becomes  manifest  as  a sex  hormone  imbalance  in 
pregnancy,  with  lowered  levels  of  estrogen  and  pro- 
gesterone and  compensatory  high  chorionic  gonadotropic 
hormone  levels.  Joslin,  White,  and  Smith  and  Smith 
have  corrected  this  imbalance  and  obtain  as  high  as  90 
per  cent  fetal  survival,  with  a corresponding  reduction 
in  incidence  of  toxemias  and  premature  infants.  Their 
work  is  authenticated  with  blood  and  urine  hormone 
analyses.  They  find  one-third  of  diabetic  women  have 
a normal  hormone  balance  and  have  a corresponding 
good  fetal  outlook.  The  majority,  however,  suffer  from 
an  endocrine  imbalance.  Such  is  correctable,  the  aim 
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being  to  suppress  High  serum  levels  of  chorionic  gonado- 
tropic hormone  through  administration  of  estrogen  and 
progesterone.  An  outline  of  treatment  is  as  follows: 

Up  to  the  20th  week — 

stilbestrol.  5 mg.;  and  progesterone.*  5 mg.  daily 
20th  to  24th  week — 

stilbestrol,  10  mg.;  and  progesterone,  10  mg.  daily 
24th  to  28th  week — 

stilbestrol.  1 5 mg.;  and  progesterone,  15  mg.  daily 
28th  to  52nd  week — 

stilbestrol,  20  mg.;  and  progesterone,  20  mg.  daily 
52nd  to  56th  week — 

stilbestrol.  25  mg.;  and  progesterone,  25  mg.  daily 
56th  week  to  term — 

stilbestrol,  50  mg.;  and  progesterone,  50  mg.  daily 

Unfortunately,  the  cost  of  such  medication  is  at  the 
present  time  almost  prohibitive.  On  the  assumption 
treatment  is  started  say  at  the  fourth  month,  the  ex- 
pense for  these  drugs  alone  will  be  about  ^500.  Criti- 
cism has  also  been  directed  against  the  rosy  reports  of 
the  Boston  group  in  that  other  investigators  have  not 
been  able  to  duplicate  their  results. 

Obstetric  Management 

The  need  for  good  prenatal  care  is  self-evident.  Pelvic 
measurements  must  be  thoroughly  and  carefully  done, 
bearing  in  mind  the  possible  vaginal  delivery  of  an  ex- 
cessive size  infant  with  large  head  and  larger  shoulders. 
Emphasis  should  be  given  to  weight  control  aiming 
roughly  at  one-half  pound  a week.  This  is  particularly 
important  because  of  the  frequent  association  of  tox- 
emia. We  customarily  limit  salt  in  diet  of  all  pregnant 
diabetic  women  to  prevent  exce.ss  weight  gain  and  edema. 
When  present,  ammonium  chloride  may  be  additionally 
prescribed  in  6 to  10  Gm.  amounts  per  day  to  augment 
fluid  loss.  Other  signs  of  toxemia,  such  as  urine  albu- 
min, elevated  blood  pressure,  and  related  symptoms, 
must  be  recognized  early.  Treatment  should  be  under- 
taken at  once  and  preferably,  even  in  mild  pre-eclampsia, 
by  hospital  means. 

Since  breech  presentation  occurs  in  33  per  cent  of 
cases  and  exists  as  a complication  with  big  babies,  it 
should  always  be  looked  for  in  the  prenatal  visits,  from 
the  fifth  month  on.  When  present  and  if  spontaneous 
version  does  not  occur,  gentle  external  version  is  advised 
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at  7 14  months.  And  if  need  be,  it  may  be  repeated  to 
gam  the  advantage  of  a vertex  presentation. 

Timing  of  delivery  is  often  a difficult  problem  in 
judgment.  Such  authorities  as  Stander,  Bill,  Titus,  and 
others  take  the  stand  that  delivery  should  be  by  vaginal 
means  and  be  of  spontaneous  initiation.  Cesarean  opera- 
tion would  be  done  only  on  non-diabetic  indications  such 
as  cephalo-pelvic  disproportion,  toxemia  and  hemorrhage. 
Notwithstanding  these  eminent  opinions,  evidence  is 
mountmg  to  suggest  that  delivery  prior  to  term  may  in- 
crease the  fetal  survival  rate.  Randall  at  the  Mayo 
Clinic  favors  cesarean  section,  and  so  do  the  Boston 
group  in  two-thirds  of  cases.  I personally  favor  early 
delivery  and  recommend  cesarean  section,  from  the  35th 
to  37th  week  of  gestation  depending  on  estimated  fetal 
weight,  if  induction  and  vaginal  delivery  is  not  feasible. 

There  is  uniformity  of  opinion  as  to  the  disadvantage 
of  gas  anesthetics  for  these  patients.  Spinal,  caudal,  or 
local  block  anesthesia  have  been  recommended.  Because 
of  greater  danger  of  the  former,  particularly  caudal, 
local  block  anesthesia  with  one  per  cent  procaine  is  fa- 
vored for  either  cesarean  or  vaginal  delivery.  If  prop- 
erly performed  no  additional  gas  is  needed. 

Infants  m poor  condition  or  infants  of  mothers  who 
are  severe  diabetics  should  receive  special  care  post- 
partum. Immediate  care  of  these  newborns  consists  of 
incubation,  oxygen  therapy,  glucose  and  saline  by  hypo- 
dermoclysis  and  intravenous  routes,  and  occasionally 
blood  transfusion. 
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GRANTS  FOR  INFANTILE  PARALYSIS  RESEARCH 

Twenty-nine  research  and  educational  projects  in  infantile  paralysis,  totaling  ^849,738.68, 
have  been  awarded  to  scientific  and  technical  institutions  throughout  the  United  States 
and  Canada.  Among  the  approved  studies  are  grants  of  ^28,000  to  the  Children’s  Hospital 
in  Boston,  for  improving  methods  for  "in  vitro’’  propagation  of  poliomyelitis  virus  in  non- 
nervous  tissue;  ^49,300  to  the  University  of  California  in  San  Francisco  for  development  of 
the  flocculation  method  for  virus  identification  and  diagnosis  of  the  disease;  ^17,200  to  New 
York  University — Bellevue  Medical  Center,  for  development  of  a diagnostic  complement 
fixation  test;  ^28,990  to  University  of  Toronto,  for  studies  on  prevention  of  the  di.sea.se 
with  high  titer  poliomyelitis  antisera. 
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Incidence  of  Types  of  Cardiac  Deaths 
in  50,730  Autopsies'" 

B.  J.  Clawson,  M.D. 

Minneapolis,  Minnesota 


The  types  of  cardiac  diseases  discussed  are  the  349 
congenital  hearts  found  in  30,036  autopsies  (l.l  per 
cent)  during  the  years  1936-47  and  the  9585  noncongeni- 
tal  hearts  found  in  50,730  autopsies  (18.8  per  cent)  not 
including  the  still  births  in  the  years  1910-47,  inclusive. 
The  congenital  hearts  are  analyzed  over  a shorter  period 
since  they  have  not  been  studied  as  carefully  as  the  non- 
congenital  hearts  up  until  recent  years.  The  combined 
number  of  9934  cases  comprises  approximately  20  per 
cent  of  all  autopsies.  Disease  of  the  heart  is  the  most 
common  cause  of  death. 

Congenital  diseases  of  the  heart.  Seven  embryological 
processes  and  developmental  anomalies  (septal  forma- 
tion, rotation  and  torsion,  adjustment  of  the  aortic 
arches,  valvular  deformities,  primary  changes  in  the  atria 
or  ventricles,  pericardial  defects  and  coronary  arterial 
defects)  have  to  be  considered  in  interpreting  the  vast 
number  of  congenital  cardiac  disturbances  which  may 
occur.  These  altered  processes  or  anomalies  may  be 
exhibited  singly  or  in  combinations.  The  kinds  and  fre- 
quency of  each  are  seen  in  Table  I. 


TABLE  I 

Congenital  hearts  (349  cases)  in  30,036  autopsies  (1.16  per  cent), 
1936  to  1947 


Pet.  of 

Pet.  of 

Total 

Typ? 

No, 

Groups 

Group 

I.  D-sturbances  in  formation  cf  septa 

193 

55.30 

1 . Persistent  truncus  arteriosus 

12 

6.21 

3.43 

2.  Atrial  septal  defect 

28 

14.50 

8.02 

3.  Ventricular  septal  defect 

4.  Septal  defects  (special) 

S6 

44.55 

24.64 

Vessels  in  normal  position 

32 

16.58 

9.16 

a)  Lutembacher‘s  disease 

6 

18.75 

b)  Cor  biloculare  (primary) 

1 4 

43.75 

c)  Cor  triloculare  biatriatum 

1 2 

37.50 

5.  Septal  defects  with  certain  other 

combined  defect. 

35 

18.13 

1 0.02 

a)  Tetrology  of  Fallot 

26 

74.28 

b)  Eisenmenger’s  disease 

9 

25.71 

II.  Disturbance  in  rotation  and  torsion 

21 

6.01 

I.  Transposition  of  great  vsssels 

a)  with  closed  ventricular  septum 

I 5 

71.42 

b)  with  ventricular  septal  defects 

6 

28.57 

III.  Disturbance  in  adjustment  of 

aortic  arches 

69 

19.77 

1.  Coarctation  of  aorta 

43 

62.32 

1 2.32 

a)  infantile  type 

30 

69.76 

b)  adult  type 

1 3 

30.23 

2.  Patent  ductus  arteriosus 

25 

37.68 

7.45 

*From  the  Department  of  Pathology,  University  of  Minne- 
sota. 


IV.  Valvular  deformitie. 

46 

13.20 

1 . Aortic 

2 1 

45.65 

6.01 

2.  Mitral 

7 

1 5.23 

2.00 

3.  Tricuspid 

6 

1 3.04 

1.71 

4.  Pulmonary 

1 2 

26.08 

3.46 

a)  without  septal  defects 

9 

75.00 

b)  with  atrial  septal  defects 

c)  with  both  atrial  and  v'entricular 

1 

8.33 

septal  defects 

2 

1 6.66 

V.  Primary  changes  in  atria  or 

ventricles 

17 

4.87 

1.  Congenital  idiopathic  hypertrophy 

2.  Congenital  rhabdomyosarcomatosis 

3.  Marked  dilatation  of  right  ventricle 

1 5 
1 
1 

VI.  Pericardial  defects 

1 

0.28 

VII.  Coronary  arterial  defects 

2 

0.57 

Rheumatic  diseases  of  the  heart.  The  types  of  rheu- 
matic heart  diseases  are  acute  rheumatic  endocarditis, 
recurrent  rheumatic  endocarditis,  valvular  deformities 
resulting  from  recurrent  attacks  of  acute  rheumatic  en- 
docarditis and  adherent  pericardium  which  follows  acute 
rheumatic  fibrinous  pericarditis.  Table  II  shows  the  types 
of  rheumatic  heart  diseases  in  the  50,730  autopsies. 

TABLE  II 

Types  cf  rheumat’c  heart  disease  (1595  cases)  in  9585  cardiac 
caces  (16.64  per  cent)  and  in  50.730  autopsies  (3.14  per  cent). 

1910-1947 

Pet.  of 


Pet.  of 

Cardiac 

Pet.  of 

Types 

No. 

Group 

Cases 

Autopsies 

1 . Acute  rheumatic 

1 33 

8.33 

1.38 

0.26 

2.  Recurrent  rheumatic 

1 30 

8.15 

1.35 

0.25 

3.  Valvular  deformities 

1 284 

80.50 

13.39 

0.53 

a)  incompletely  healed 

175 

1 3.62 

b)  completely  healed 

552 

42.99 

c)  calcific  aortic 

557 

43.38 

4.  Adherent  pericardium 

48 

3.00 

0.50 

0.09 

T otal 

1 595 

99.98 

16.64 

3.14 

Bacterial  endocarditis. 

Bacterial 

1 endocarditis  i 

is  charac- 

terized  anatomically  by  large  soft  villous  vegetations  in 
contrast  to  the  small  firm  smooth  globular  verrucous 
vegetations  of  rheumatic  endocarditis.  The  term  bac- 
terial endocarditis  is  used  because  in  most  cases  bacteria, 
usually  Str.  viridans,  are  easily  found  in  large  numbers 
in  blood  cultures  and  in  the  vegetations. 

Cases  of  bacterial  endocarditis  with  a clinical  duration 
of  not  more  than  six  weeks  are  classified  as  acute  bac- 
terial endocarditis  and  the  cases  with  a duration  of  more 
than  six  weeks  as  subacute  bacterial  endocarditis.  The 
acute  form  may  be  considered  primary  acute  when  not 
immediately  associated  with  any  other  infection  and  sec- 
ondary acute  when  overshadowed  by  a major  primary 
infection,  such  as  puerperal  infection  and  pneumonia, 
or  when  associated  terminally  with  some  wasting  disease. 
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such  as  carcinoma.  Subacute  bacterial  endocarditis  runs 
a slower  course.  The  term  was  first  used  by  Libman.^ 
It  was  called  endocarditis  lenta  by  Schottmiiller."  Ul- 
cerative endocarditis  has  been  used  to  describe  the 
disease. 

The  types  and  incidence  of  each  type  are  observed 
in  table  III. 

TABLE  III 

Types  of  bacterial  endocarditis  (786  cases)  in  9585  cardiac  cases 
(8.20  per  cent)  and  in  50,730  autopsies  (1.54  per  cent) 
1910*1947 


Types 

No. 

Pet.  of 
Group 

Pet.  of 
Cardiac 
Cases 

Pet.  of 
Autopsies 

1 . Primary  acute 

63 

8.01 

0.65 

0.12 

2.  Secondary  acute 

183 

23.28 

1.90 

0.36 

3.  Subacute 

540 

68.70 

5.63 

1 .06 

Total 

786 

99.99 

8.20 

1.54 

Syphilitic  heart  disease.  Cardiac  failure  resulting  from 
the  effects  of  syphilitic  aortitis,  syphilitic  valvulitis  or 
much  less  frequently  from  syphilitic  myocarditis  or 
gumma  of  the  myocardium  is  the  most  common  cause 
of  death  in  acquired  syphilis.  The  term  syphilitic  heart 
disease  includes  cardiac  deaths  immediately  associated 
with  syphilitic  aortitis.  In  only  one  case,  a gumma  of 
the  myocardium,  in  a series  of  422  syphilitic  cardiac 
deaths  is  there  an  absence  of  a syphilitic  aortitis. 

There  has  been  a marked  and  significant  drop  in  the 
incidence  of  syphilitic  heart  disease  in  Minnesota  and 
probably  in  other  parts  of  the  country  in  the  last  19 
years.  This  is  illustrated  in  table  IV. 


TABLE  IV 

Incidence  of  cardiac  syphilis  per  thousand  autopsies  per  five  year 
period — 1914-1947 


Periods 

Number  of 
Cardiac  Cases 

Number  of 
Autopsies 

Per  Thousand 
Autopsies 

1914-1918 

2 1 

1,588 

1 3.2 

1919-1923 

36 

2,700 

13.3 

1924-1928 

73 

5.535 

13.2 

1929-1933 

98 

9.609 

10.2 

1934  1938 

88 

1 1,298 

7.8 

1939-1943 

77 

1 1,575 

6.4 

1 944- 1 947* 

9 

8,892 

2.1 

•The  last  period 

has  only  four 

years. 

The  cause  of  this  highly  significant  reduction  in  syph- 
ilitic heart  diseases  can  only  be  speculative. 

Depending  upon  the  manner  in  which  death  occurs 
primarily,  syphilitic  heart  diseases  in  the  422  cases  are 
divided  into  four  types:  aortic  insufficiency,  narrowing 
of  the  coronary  orifices,  rupture  of  an  aortic  aneurysm 
and  gumma  of  the  myocardium.  The  incidence  of  each 
type  is  noted  in  table  V. 

TABLE  V 

Types  of  syphilitic  heart  disease  (422  cases)  in  9585  cardiac  cases 
(4.40  per  cent)  and  in  50,7^0  autopsies  (0.85  per  cent) 
1910-1947 


T ypes 

No 

Pet.  of 
Group 

Pet,  of 
Cardiac 
Cases 

Pet.  of 
Autopsies 

I . Aortic  insuf ficiency 

247 

58.53 

2.57 

0.48 

2.  Narrowing  of  coronary  orifices  80 

1 8.95 

0.8  3 

0.15 

3.  Rupture  of  aortic  aneurysm 

89 

2 1 .09 

0.93 

0,17 

4 (iumma  of  myocardium 

6 

1 .42 

0.06 

0,01 

Total 

422 

99.99 

4 40 

0.8  3 

The  hypertensive  cardiac  diseases.  This  large  group 
includes  the  cases  of  heart  failure  in  which  death  is 
brought  about  by  the  effects  of  high  blood  pressure  pri- 
marily on  the  heart.  Depending  upon  the  manner  in 
which  death  finally  occurs  the  group  of  hypertensive 
heart  diseases  may  be  divided  into  four  divisions:  myo- 
cardial insufficiency,  coronary  sclerosis  with  hypertension, 
encephalic  (apoplectic)  and  renal  insufficiency.  There  is 
a high  degree  of  overlapping  of  the  first  in  the  last 
three  divisions  but  in  most  of  them  death  would  sooner 
or  later  have  resulted  from  myocardial  insufficiency.  In 
table  VI  the  incidence  of  the  types  of  the  hypertensive 
heart  diseases  may  be  observed. 

TABLE  VI 

Types  of  hypertensive  heart  disease  (5935  cases)  in  9585  cardiac 
cases  (61.91  per  cent)  and  in  50.730  autopsies  (11.69  per  cent). 

1910-1947 


Types 

No. 

Pet.  of 
Grouo 

Pet.  of 
Cardiac 
Cases 

Pet.  of 
Autopsies 

1 . Myocardial  insufficiency 

222  1 

37.42 

23.17 

4.37 

2.  Coronary  sclerosis 

2507 

42. '>4 

26.1  5 

4.93 

3.  Enceohalic  (apoplectic) 

847 

14  27 

8 83 

1 66 

4 Renal 

360 

6.06 

3.75 

0.71 

Total 

5935 

99.99 

61  .91 

1 1.69 

Coronary  sclerosis.  Coronary  sclerosis  with  or  without 
coronary  thrombosis  and  mvocardial  infarction  is  the 
most  common  cause  of  angina.  One  clin'cal  type  of 
coronary  disease  occurs  with  hypertension  and  Generally 
shows,  therefore,  the  symotoms  and  signs  of  hyperten- 
sion in  addition  to  those  of  coronary  disease.  In  another 
less  common  clinical  tvoe  there  is  no  hypertension  or 
cardiac  hypertrophy.  The  incidence  of  the  types  of 
coronary  disease  including  those  with  and  without  hyper- 
tension is  seen  in  table  VII. 

TABLE  VII 

Types  of  coronary  sclerosis  (3084  cases)  in  9585  card’ac  cases 


(32.17  per  cent)  in  50.730  autopsies 

(6.07  per 

cent ) . 

1910-1947 

Pet.  of 

Pet.  of 

Cardiac 

Pet.  of 

Types 

No. 

Group 

Cases 

Autopsies 

1.  With  hypertension 

2507* 

81  .29 

26.1  5 

4.95 

a)  BP.  150  or  more 

b)  B P.  unknown  or  below 

877 

150,  Ht.  Wt.  M.  above 
400,  F above  350 

1630 

2.  Without  hypertension 

577 

18.71 

6.01 

1.13 

T otal 

3084 

100.00 

32.17 

6.07 

*2507  included  in  the  hypertensive  group. 


Chronic  cor  pulmonale.  Cor  pulmonale  is  a type  of 
right  heart  failure  independent  of  left  heart  failure  due 
to  an  increase  of  blood  pressure  in  the  pulmonary  artery. 
Cyanos's  is  a prominent  sign.  The  condition  may  be 
of  short  duration  (acute  cor  pulmonale)  or  the  symp- 
toms may  be  long  standing  (chronic  cor  pulmonale). 
Only  the  latter  group  is  considered  in  this  report.  The 
incidence  with  the  cau.ses  of  the  cases  of  chronic  cor 
pulmonale  m males  and  females  in  our  series  is  observed 
in  table  VIII. 
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TABLE  VIII 

Primary  right  heart  failure cor  pulmonale  (216  cases)  in  9585 

cardiac  cases  (2.25  per  cent)  and  50,730  autopsies  (0.42  per  cent). 
1910-1947 


Causes 

M 

Pet. 

F 

Pet. 

Total 

Pet. 

1.  Pulmonary  tuberculosis 

41 

27.16 

27 

41.53 

68 

31.48 

2.  Bronchial  asthma 

40 

26  49 

8 

12.20 

48 

22.22 

3.  Bronchiectasis 

26 

17.21 

7 

10.76 

33 

1 5.26 

4.  Emphysema 

1 5 

9.93 

4 

6.15 

19 

8.79 

5.  Silicosis 

1 1 

7.28 

5 

0.00 

1 1 

5.09 

6.  Deformity  of  chest 

6 

3.97 

5 

7.84 

1 1 

5.09 

7.  Fibrosis  of  lung 

8.  Pulmonary  embolism  or 

2 

1.32 

7 

10.76 

9 

4.16 

thrombosis 

6 

3.97 

3 

4.61 

9 

4.16 

9.  Pulmonary  arteriosclerosis 
10.  Pressure  of  syphilitic  aorta 

2 

1.32 

4 

6.15 

6 

2.77 

upon  pulmonary  artery 

1 

0.66 

0 

o.cro 

1 

0.46 

1 1 . Unknown 

1 

0.66 

0 

0.00 

1 

0.46 

151 

99.97 

65 

100.00 

216 

99.94 

Miscellaneous  cardiac  diseases.  A small  group  of  dis- 
eases of  the  heart  is  listed  as  miscellaneous.  They  are 
recognized  and  observed  by  cardiologists.  We  have  not 
had  some  of  them  in  our  autopsy  material  such  as  the 
beriberi  heart.  Clinical  cardiac  failure  is  observed  with 
chronic  glomerulonephritis  but  in  our  cases  death  was 
apparently  due  to  uremia  in  all  cases.  Cardiac  hyper- 
trophy and  dilation  without  hypertension  is  a fairly 
common  but  doubtful  group  which  deserves  further 
study  before  it  is  separated  entirely  from  the  group  of 
hypertensive  hearts.  The  incidence  of  this  miscellaneous 
group  is  given  in  table  IX. 

TABLE  IX 

Miscellaneous  cardiac  diseases  (11  cases)  in  9585  cardiac  cases 
and  in  50,730  autopsies.  1910-1947 

Types 

1 . Thyroid  (10) 

a)  Hyperthyroid  (9) 

b)  Hypothyroid  (1) 

2.  Primary  renal  disease 

a)  Glomerulonephritis  (0) 

3.  Beriberi  Heart  (0) 

4.  Arteriovenous  aneurysm  ( 1 ) 

5.  Cardiac  hypertrophy  and  dilation  without  hypertension  (263*)? 
*263  included  with  the  hypertensive  hearts 


Primary  diseases  of  the  myocardium  (toxic  myocar- 
dium— isolated  myocarditis — Fiedler’s  myocarditis) . The 
frequency  of  these  types  of  myocardial  injury  and  fail- 
ure is  seen  in  table  X. 

TABLE  X 

Diseases  of  the  myocardium  (43  cases)  in  9585  cardiac  cases 


(0.44  per  cent)  and  i 

n 50,730  autopsies 
1910-1947 

(0.08  per 

cent ) . 

Types 

No. 

Pet.  of 
Group 

Pet.  of 
Ca-diac 
Cases 

Pet.  of 
Autopsies 

1.  Toxic  myocardium 

17 

39.53 

0.17 

0.03 

2.  Isolated  myocarditis 

26 

60.46 

0.27 

0.05 

Total 

43 

99.99 

0.44 

0.08 

A few  cases  of  cardiac  d'sease  due  to  degenerative 
processes  as  amyloid  or  hemochromatos's  of  the  myo- 
cardium and  the  cases  of  tumors  of  the  heart  have  not 
been  included  in  this  analysis.  Most  of  the  diseases  of 
the  pericardium  except  tuberculous  pericarditis  have 
been  included  in  the  groups  of  rheumatic  and  bacterial 
endocarditis. 

Summary 

A short  description  with  the  incidence  of  the  349 
cases  of  congenital  heart  diseases  in  30,036  autopsies 
and  of  the  9585  cases  of  noncongenital  cardiac  deaths 
in  50,730  autopsies  is  given. 

The  congenital  hearts  comprise  l.l  per  cent  of  the 
autopsies  and  the  group  of  noncongenital  heart  diseases 

18.8  per  cent.  The  total  group  of  9934  cases  includes 

19.9  per  cent  of  the  autopsies.  Disease  of  the  heart  is 
the  most  common  cause  of  death  in  the  autopsy  series 
in  the  Department  of  Pathology  at  the  University  of 
Minnesota. 
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NATIONAL  GASTROENTEROLOGICAL  ASSOCIATION 
1950  AWARD  CONTEST 

The  National  Gastroenterological  Association  again  takes  pleasure  in  announcing  its 
Annual  Cash  Prize  Award  Contest  for  1950.  One  hundred  dollars  and  a certificate  of 
merit  will  be  given  for  the  best  unpublished  contribution  on  gastroenterology  or  allied  sub- 
jects. Certificates  will  also  be  awarded  those  physicians  whose  contributions  are  deemed 
worthy. 

Certificates  awarded  to  other  physicians  will  be  mailed  to  them.  The  decision  of  the 
judges  will  be  final.  The  Association  reserves  the  exclusive  right  of  publishing  the  winning 
contribution,  and  those  receiving  certificates  of  merit,  in  its  official  publication.  The  Review 
of  Gastroenterology. 

All  entries  for  the  1950  prize  should  be  limited  to  5,000  words,  be  typewritten  in  Eng- 
lish, prepared  in  manuscript  form,  submitted  in  five  copies  accompanied  by  an  entry  letter, 
and  must  be  received  not  later  than  June  1,  1950.  Entries  should  be  addressed  to  the  Na- 
tional Gastroenterological  Association,  1819  Broadway,  New  York  23,  N.  Y. 
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The  Treatment  of  Pemphigus  Vulgaris* 

I.  Fisher,  M.D.; 

Minneapolis,  Minnesota 


The  treatment  of  pemphigus  is  an  empiric  one,  car- 
ried out  in  the  past  with  various  chemicals  whose 
actions  were  expected  to  have  a specific  effect.  The  re- 
sults with  arsenic  therapy  have  been  gratifying  at  times, 
but  most  of  the  patients  succumb  to  the  disease  early. 
In  recent  years,  germanin  has  been  used  with  results 
which  have  been  no  better  than  those  with  arsenic. 

The  shortcomings  of  empiric  pemphigus  therapy 
prompted  us  to  study  the  pemphigus  patient  from  a 
metabolic  viewpoint.  Because  the  patients  were  losing 
much  fluid  as  serum,  we  wished  to  ascertain  how  such 
a loss  affected  the  patient’s  physiology.  We  verified  the 
findings  of  others  that  there  was  a lowering  of  the  total 
serum  proteins  and  a marked  disturbance  in  nitrogen 
metabolism.  Both  of  these  disturbances  are  at  least  par- 
tially due  to  loss  through  the  denuded  areas  or  into  the 
many  bullae  in  pemphigus.  Blood  chemical  studies  in 
pemphigus  indicate  a lowering  of  total  serum  proteins. 
The  changes  in  acid  base  balance  may  also  be  a reflec- 
tion of  the  fluid  loss. 

Observation  of  pemphigus  patients  has  revealed  the 
development  of  a profound  anemia  when  the  disease 
progresses  unfavorably,  accompanied  by  a decided  dis- 
turbance of  nutrition  with  a marked  weight  loss,  and 
an  elevated  temperature.  Efforts  were  made  to  reduce 
the  temperature  with  many  of  the  new  available  agents 
such  as  sulfonamides,  penicillin,  streptomycin,  and  aiire- 
omycin,  but  none  of  these  drugs  produced  a lasting 
effect.  Transfusions  were  used  to  combat  the  effects  of 
the  anemia,  and  also  replenish  fluids  and  proteins  which 
the  patient  needed  so  badly. 

It  IS  well  known  that  pemphigus  may  be  present  and 
may  even  progre.ss  for  a long  time  before  there  is  any 
constitutional  derangement.  Patients  are  frequen  tly  seen 
with  a very  severe  cutaneous  change  whose  general  con- 
dition remains  good,  an  observation  which  emphasizes 
the  fact  that  the  prognosis  m pemphigus  is  good  as  long 
as  the  patient  is  able  to  resist  systemic  involvement. 
However,  when  constitutional  symptoms  have  gained  the 
uppier  hand  drastic  measures  are  usually  necessary  to 
bring  about  improvement.  The  more  readily  this  im- 
provement occurs,  the  better  arc  the  prospects  for  a 
temporary  recovery.  It,  therefore,  becomes  important 
to  keep  the  patient’s  general  nutrition  at  a high  level 
to  ward  off  the  possibility  of  collapse. 

Patients  who  recover  must  elaborate  some  type  of  im- 
mune substance  or  resistive  mechanism  which  makes  it 
possible  for  them  to  handle  the  disease  better.  The  fact 
that  a few  patients  have  reportedly  recovered  following 
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the  transfusion  of  blood  from  patients  convalescing  from 
pemphigus  strongly  points  to  such  an  immunity.  Our 
efforts  are,  therefore,  directed  toward  maintaining  a 
good  body  economy  in  the  pemphigus  patient. 

Sturdy  convalescent  pemphigus  patients  are  rare  and 
hard  to  find.  For  that  reason,  only  a small  amount  of 
blood  from  such  convalescent  patients  would  be  available 
for  use  in  transfusions  to  others  with  active  florid  pem- 
phigus. An  approach  with  convalescent  serum  in  divided 
doses  was  attempted  in  the  hope  that  this  step  might  be 
more  effective  than  a single  transfusion. 

It  was  possible  to  obtain  “500  cc.  of  blood  from  each 
of  two  patients  who  had  apparently  recovered  from  pem- 
phigus. The  serum  was  separated  aseptically  and  placed 
m divided  quantities  into  smaller  vials  for  use  in  mul- 
tiple injections.  The  1000  cc.  of  blood  yielded  about 
“340  cc.  of  serum  and  was  given  in  divided  doses  to 
si.x  patients. 

The  initial  dose  of  40  cc.  was  administered  intramus- 
cularly to  each  patient  and  repeated  in  three  days.  The 
next  do.ses  varied  from  b to  40  cc.,  depending  on  the 
amounts  of  serum  available  plus  the  patient’s  apparent 
response,  and  were  given  at  intervals  of  three  days.  The 
total  dose  varied  from  80  to  130  cc.  in  the  patients 
treated. 

There  was  no  untoward  response  in  any  of  the  six 
patients.  In  four  of  them,  the  temperature  came  down 
partially.  Two  of  the  patients  cleared  almost  completely 
and  have  had  an  occasional  bulla.  Two  have  died  and 
the  other  two  still  have  severe  cutaneous  involvement. 
The  response  in  the  two  patients  who  have  improved 
IS  only  suggestive  evidence  but  sufficient  to  make  one 
wonder  whether  the  treatment  would  have  been  more 
effective  if  more  convalescent  serum  was  available  to 
each  patient. 

In  certain  metabolic  diseases,  testosterone  has  been 
shown  to  have  a beneficial  effect  upon  the  utilization  of 
nitrogen.  An  effective  metabolism  of  protein  was  dem- 
onstrated in  .some  of  the  catabolic  diseases  such  as  Sim- 
monds  disease  and  hyperthyroidism.  The  anabolic  ef- 
fects are  exerted  through  the  anterior  lobe  of  the  pitui- 
tary or  the  adrenal  cortex.  Testosterone  propionate  and 
chorionic  gonadotropin  induce  retention  of  nitrogen,  in- 
organic phosphorus,  sulfates  and  potassium  in  large 
amounts.  Kenyon  et  al  demonstrated  the  fact  that 
testosterone  propionate  injected  intramuscularly  pro- 
duced reduction  in  the  urinary  excretion  of  nitrogen, 
sodium,  potassium,  and  chlorides  together  with  a gain 
in  weight.  A reduction  in  the  excretion  of  inorganic 
phosphorus  also  occurred.  Most  important,  the  testos- 
terone has  been  shown  to  produce  a positive  nitrogen 
balance.  Lewis  and  McCullogh  have  demonstrated  that, 
following  the  administration  of  testosterones,  a marked 
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increase  occurred  in  the  plasma  protein  level,  especially 
that  of  the  gamma  globulin  fraction. 

The  use  of  testosterone  in  the  supportive  treatment 
of  the  pemphigus  patient  appeared  to  be  indicated  for 
two  reasons.  First,  in  pemphigus  a disturbance  in  acid 
base  balance  and  ions  is  attributed  to  adrenal  gland  dam- 
age. Secondly,  there  is  a great  deal  of  protein  loss 
through  the  bullae  and  denuded  areas  of  pemphigus. 
The  effect  of  testosterone  might  be  e.xpected  to  correct 
both  these  alterations. 

Before  the  use  of  testosterone  to  affect  nitrogen 
metabolism,  our  efforts  were  directed  at  supplying  pem- 
phigus patients  with  large  amounts  of  protein  in  easily 
utilized  form.  A higher  protein  intake  was  accom- 
plished by  the  use  of  protein  hydrolysate  parenterally 
and  such  special  protein  foods  as  dietene,  protenum, 
and  casec  orally.  The  effect  on  protein  metabolism  was 
measured  by  changes  in  body  weight,  nitrogen  excretion, 
and  changes  in  serum  protein  levels.  Proteins  were  also 
supplied  in  the  form  of  plasma  proteins  in  whole  blood 
plasma  transfusions. 

On  the  basis  of  the  above  suggestive  evidence,  testos- 
terone propionate  was  used  in  several  of  our  patients 
with  encouraging  results.  The  patients  showed  subjective 
improvement,  have  seemed  stronger,  and  gained  weight. 

In  addition  to  administration  of  testosterone,  much  of 
the  fluid  loss  was  replaced  by  means  of  a high  oral  in- 
take, and  the  use  of  intravenous  fluids,  consisting  of 
dextrose  in  distilled  water  or  saline,  protein  hydrolysate 
in  saline  and  blood  transfusions.  Prevention  of  too  much 
fluid  loss  in  those  patients  with  many  bullae  was  at- 
tempted, by  treating  the  patient  as  one  with  extensive 
burns  and  using  pressure  dressing  over  the  bullae  and 
the  denuded  areas. 

In  the  foregoing  section  are  listed  all  the  therapeutic 
devices  utilized  in  the  handling  of  sixteen  pemphigus 
patients  seen  at  the  University  of  Minnesota  Hospitals. 
Of  the  sixteen,  only  six  were  given  convalescent  serum 
and  six  received  testosterone.  In  the  group  that  received 
testosterone,  two  were  elderly  females  who  received  no 
apparent  benefit,  followed  a downhill  course,  and  ex- 
pired early.  The  four  males  fared  better  and  their  case 
histories,  including  labobratory  studies,  are  listed  below 
to  demonstrate  the  results  of  steroid  therapy. 

Case  1.  F.  N.,  male,  age  80,  born  in  Finland,  was  admitted 
to  the  dermatologic  service  of  Dr.  Fd.  E.  Michelson  on  Septem- 
ber 20,  1948.  The  eruption  had  begun  three  months  before 
admission,  and  on  admission  a diagnosis  of  pemphigus  vulgaris 
was  made.  Laboratory  studies  showed  a hemoglobin  of  13.7 
grams,  and  WBC  of  8,900.  The  serum  albumin  was  2.89 
grams  and  the  globulin  3.66  grams  for  a total  of  6.55  grams. 
The  plasma  protein  levels  as  shown  in  Table  I demonstrate 
a reversal  of  the  normal  A/G  ratio. 


Table  I 


Sept.  1 

Oct.  13 

Nov.  1 

Nov.  9 

Nov.  22 

Albumin 

2.89 

2.6 

3.1 

2.67 

3.1 

Cjlobulin 

3.66 

4.2 

4.2 

5.63 

3.8 

Alpha 

1.13 

1.29 

Beta 

0.89 

1.06 

Gamma 

1.64 

3.28 

The  patient  was  given  300,000  units  of  penicillin  daily  from 
September  18  through  the  27th.  On  September  27,  streptomy- 
cin in  doses  of  15  grams  every  six  hours  for  ten  days  was 
given.  Acetarsone  in  doses  of  .75  grams  daily  was  administered 
for  a time.  The  patient  also  received  a total  of  2,000  cc.  of 
citrated  blood  in  four  transfusions  given  from  Seprember  27 
through  October  25. 

On  October  7,  a high  caloric  diet  was  begun  at  the  same 
time  that  intravenous  administration  of  amigen  (protein  hy- 
drolysate) was  instituted.  On  October  12,  restosterone  propio- 
nate in  doses  of  25  mgm.  three  times  per  week  was  begun. 
A higher  protein  oral  intake  ranging  from  100  to  200  grams 
daily  was  ordered. 

The  patient’s  weight  as  well  as  his  urinary  output  of  nitro- 
gen was  checked.  He  weighed  141  pounds  on  admission  and 
dropped  to  124  pounds.  Shortly  before  discharge  from  the 
hospital,  his  weight  had  returned  to  1.32  pounds  and  the 
albumin  globulin  ratio  was  about  1 to  1.  On  October  24, 
the  amigen  was  discontinued  and  the  patient  took  protenum 
in  quantities  up  to  1,000  cc.  daily:  About  200  cc.  of  protenum 
contains  28  grams  of  protein. 

A general  program  of  support  with  an  effort  at  physical 
stimulation  plus  exercise  was  also  instituted.  The  patient  was 
led  in  hyperventilation  exercises  plus  systematic  movements  of 
the  extremities. 

The  excretion  of  nitrogen  is  some  index  of  the  patient’s  gen- 
eral condition.  A normal  individual  will  excrete  the  nitrogen 
in  the  same  quantity  that  he  ingests  it.  The  patient  under 
study  was  taking  in  many  times  more  nitrogen  per  day  than 
he  was  excreting,  indicating  that  he  was  losing  the  nitrogen 
through  the  skin  or  was  replenishing  a previous  loss.  With  the 
use  of  testosterone,  we  hoped  to  bring  about  the  proper  uriliza- 
rion  of  nitrogen. 

Case  2.  G.  L.,  white  male,  age  72,  of  Swedish  birth,  was 
admitted  on  October  23,  1948.  A diagnosis  of  pemphigus  vul- 
garis was  made. 

Laboratory  studies  at  the  time  of  admission  revealed  a hemo- 
globin of  12.5  grams;  WBC  of  6,750  with  9 per  cent  eosino- 
phil s;  and  the  sedimentation  rate  was  80  mm.  in  60  minutes. 
The  BUN  was  15  mgm.  per  cent  and  the  blood  chlorides  608. 
The  serum  albumin  was  3.9  grams  and  the  globulin  3.8  grams. 

On  October  23,  the  first  dose  of  25  mgm.  of  testosterone 
propionate  was  given.  On  November  14,  the  BUN  was  32 
and  on  the  fifteenth,  52  mgm.  Two  days  later,  it  had  risen 
to  63  mgm.  and  the  testosterone  was  discontinued.  Clinical 
improvement  in  the  patient  had  occurred  by  this  time.  On 
December  21,  just  before  discharge,  rhe  BUN  was  46  mgm. 
per  cent  and  the  patient  continued  to  develop  new  bullae  as 
the  old  ones  cleared  up.  The  serum  albumin  was  4.0  and  the 
globulin  4.1  at  the  time  of  dischatge.  The  patient’s  general 
condition  remained  good. 

Case  3.  O.  M.,  white  male,  Norwegian  descent,  age  64, 
was  admitted  on  January  11,  1949,  with  a diagnosis  of  pem- 
phigus vulgaris.  He  also  had  benign  prostate  hypertrophy. 
The  contemplated  urologic  surgery  was  deferred  until  the  pem- 
phigus could  be  controlled. 

Laboratory  examination  revealed  a hemoglobin  value  of  13.2 
grams  with  a WBC  of  7,900.  The  serum  albumin  was  2.5  and 
globulin  2.9.  The  globulin  fracrions  were  reported  as  alpha  1.1, 
beta  0.8,  and  gamma  1.0. 

The  patient  had  been  receiving  100,000  units  of  penicillin 
every  six  hours  from  the  day  of  admission  until  January  27, 
1949.  It  was  discontinued  at  that  time  and  the  patient  was 
given  75  mgm.  of  testosterone  propionate  intramuscularly  daily 
rntil  February  4,  1949.  He  was  also  getting  a high  protein 
diet  which  included  about  1,000  cc.  of  protenum  daily.  On 
February  11,  1949,  methyl  testosterone  in  doses  of  25  mgm. 
three  times  daily  was  substituted  for  testosterone  propionate, 
and  continued  until  the  discharge  date.  The  patient’s  general 
condition  improved  and  the  number  of  bullae  decreased  marked- 
ly. The  patient  withstood  the  prostatic  surgery  well.  During 
rhe  period  of  treatment  with  the  androgen,  rhe  serum  proteins 
increased,  with  most  of  the  increase  in  the  gamma  globulin 
fraction. 

The  examination  of  the  serum  at  the  time  of  discharge 
showed  the  albumin  to  be  2.5  grams  and  the  globulin  4.2 
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grams.  The  alpha  globulin  was  1.3,  beta  1.0,  and  gamma  1.9. 
There  was  an  improvement  in  the  total  proteins,  but  the  ratio 
was  still  reversed. 

Case  4.  M.  J.,  70-year-old  American  farm  laborer,  was  ad- 
mitted on  June  14,  1949,  with  a diagnosis  of  pemphigus  vul- 
garis. He  appeared  to  be  somewhat  disoriented. 

Laboratory  examination  revealed  a hemoglobin  of  11.4  grams 
with  a white  blood  count  of  12,300.  The  differential  count  in- 
cluded an  eosinophilia  of  10  per  cent.  The  sedimentation  rate 
was  104  mm.  and  fractional  proteins  were  reported  as  albumin 
3.2  and  globulin  3.5. 

During  the  first  week  many  new  bullae  developed  and  the 
patient  seemed  to  be  more  disoriented.  A course  of  therapy 
which  included  ascorbic  acid  11  mgm..  Rutin  3,000  mgm.,  and 
testosterone  propionate  25  mgm.  per  day  was  instituted.  The 
patient  developed  fewer  bullae,  became  more  lucid  and  his  gen- 
eral condition  improved,  with  a gain  of  16  pounds  during  his 
hospital  stay. 

The  BUN  remained  within  normal  limits.  The  fractional 
proteins  at  the  time  of  discharge  were  reported  albumin  1.4 
and  globulin  4.7. 


Table  II 


June  15 

June  23 

July  14 

July  18 

Albumin 

3.2 

2.0 

2.3 

1.4 

Globulin 

3.5 

4.9 

5.9 

4.7 

Alpha 

1.6 

1.3 

Beta 

0.8 

1.1 

Gamma 

3.5 

2.3 

Summary 

1.  Sixteen  patients  with  pemphigus  vulgaris  were 
treated  witli  some  part  or  all  of  the  supportive  therapy 
that  includes  (1)  high  protein  intake,  (2)  high  caloric 
intake,  (3)  adequate  intake  of  electrolytes  (sodium, 
potassium,  and  chlorides),  (4)  vitamin  and  crude  liver 
as  dietary  supplements,  (5)  testosterone  propionate  for 
Its  supposed  effect  in  aiding  restoration  of  positive  nitro- 
gen balance. 

2.  All  of  the  patients  had  a trial  with  acetarsome  early 
in  the  disease.  There  were  no  lasting  beneficial  results 
seen. 

3.  All  patients  received  additional  fluids  orally  and 
parenterally. 

4.  The  anemia  was  improved  by  transfusion. 

5.  The  skin  condition  itself  was  treated  by  various 
means,  most  prominent  of  which  was  the  use  of  pressure 
dressings. 

6.  The  protein  requirements  were  supplied  by  a high 
protein  diet  plus  feedings  of  protenum,  casec,  or  dietene. 
Protein  hydrolysate  was  also  supplied  parenterally. 

7.  Of  six  patients  treated  with  convalescent  serum, 
two  are  almost  completely  free  of  bullae.  Two  others 
have  improved. 

8.  Four  male  patients  who  were  treated  according  to 
part  of  all  of  the  regime  plus  testosterone  propionate 
survived  and  improved.  Two  elderly  female  patients  who 
were  also  given  methyl  testosterone  slipped  steadily  and 
expired  In  the  hospital.  Three  of  the  male  patients  had 


some  evidence  of  renal  impairment  and  two  were  sub- 
jected to  transurethral  prostatic  resection  during  their 
hospital  stays.  In  spite  of  these  complications,  all  of 
them  developed  a good  balance  with  the  pemphigus. 

9.  Testosterone  propionate  was  an  aid  in  establishing 
a better  utilization  of  protein  and  improved  the  patient’s 
general  condition. 

10.  Testosterone  therapy  was  discontinued  in  one  pa- 
tient because  it  raised  his  blood  urea  nitrogen. 
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Lipoid  Nephrosis'" 

(A  Case  of  Nephrosis  in  a White  Boy 
26  Years  of  Age) 

Richard  B.  Tudor,  M.D. 
Minneapolis,  Minnesota 


SINCE  1905,  when  Friedrich  Muller  first  introduced 
the  term  nephrosis  to  indicate  a degeneration  of  the 
renal  tubules,  there  has  been  a great  disagreement  as  to 
its  meaning.  At  the  present  time  nephrosis  is  an  am- 
biguous term  which  conveys  no  clear  concept  to  many 
and  is  used  by  different  persons  with  different  connota- 
tions. 

Volhard  and  Fahr  ■ speak  of  "genuine  nephrosis”  and 
Epstein  of  "lipoid  nephrosis”  indicating  a definite 
symptom-complex  the  basis  of  which  is  a purely  degen- 
erative renal  tubular  lesion  without  any  inflammatory 
or  glomerular  changes.  Volhard  and  Fahr  ■ regarded 
nephrosis  as  a metabolic  disorder  and  not  a primary 
renal  disease. 

The  majority  of  authors  use  the  terms  "pure  lipoid 
nephrosis”  and  "mixed  type  of  lipoid  nephrosis,”  the 
latter  referring  to  cases  with  hypertension  or  renal  in- 
sufficiency. 

The  cause  of  the  disease  is  not  known.  It  may  follow 
an  acute  infection,®-’'-'**^’’^"*^  but  frequently  the  onset  is 
insidious.  Blackman  has  produced  evidence  which 
suggests  that  pneumococcus  infection  may  play  an  im- 
portant part  in  the  etiology  of  nephrosis.  Gavaerts 
and  Volhard  have  offered  the  explanation  that  chronic 
pneumococcal  infection  may  be  the  cause  of  the  disease. 
Leiter,*’  on  the  other  hand,  in  a review  of  the  literature 
on  the  subject,  concluded  that  in  most  cases  there  was 
no  definite  relationship  to  infectious  disease. 

The  incidence  of  nephrosis  is  somewhere  between  one 
and  five  per  cent  of  all  patients  with  bilateral  non- 
suppurative renal  disease. 

The  prognosis  in  nephrosis  seems  to  depend  on  two 
factors:  the  incidence  of  true  hematuria  and  the  develop- 
ment of  peritonitis,  most  often  pneumococcic.'  Gross 
hematuria  on  one  or  more  occasions  or  persistent  hem- 
aturia over  longer  periods  virtually  spells  death.  Some 
authors  feel  that  from  25  to  50  per  cent  of  patients  with 
nephrosis  make  a complete  recovery. 

Characteristic  of  the  disease  are  some  or  all  of  the 
following  features:  marked  edema,  low  plasma  protein 
concentration,  reversal  of  albumin-globulin  ratio,  oli- 
guria, severe  albuminuria,  high  specific  gravity  of  the 
urine,  and  absence  of  hypertension,  cardiac  hypertrophy, 
hematuria  and  renal  insufficiency.®’''®’*’’'*'-’"®'^**^'^®  The 
disease  occurs  chiefly  in  children  and  is  further  character- 
ized by  frequent  exacerbations  and  remissions. 

*Many  thanks  are  due  to  Dr.  Harry  Bakwin,  New  York 
City,  who  was  the  inspiration  for  gathering  the  material  and 

presenting  this  interesting  case. 


Case  Report 

The  patient  was  first  seen  at  Bellevue  Hospital  on  Septem- 
ber 27,  1942,  at  the  age  of  22  months,  because  of  long-standing 
edema  and  a cold  that  had  lasted  for  three  days.  The  family 
and  past  histories  were  irrelevant,  Edema  was  first  observed 
when  the  child  was  seven  months  of  age.  At  this  time,  while 
he  was  teething,  his  eyelids  became  puffy  and  his  mother  noted 
that  although  his  urine  looked  the  same,  he  voided  less  than 
usual.  With  each  new  tooth  during  the  next  six  months  his 
eyes  became  puffy  and  he  developed  a moderate  elevation  of 
temperature.  At  13  months  of  age  he  developed  generalized 
edema  and  was  admitted  to  the  local  hospital.  While  there,  his 
urine  was  examined  for  the  first  time,  and  showed  albumin, 
red  cells  and  white  cells.  Mercurials  caused  a temporary  diure- 
sis, but  after  two  and  one-half  months  his  condition  was  essen- 
tially the  same  and  he  was  discharged  from  the  hospital.  At 
home  he  was  given  a high-protein,  low-salt  diet  with  restricted 
fluids.  His  condition  remained  unchanged,  however,  until  two 
days  before  admission  to  Bellevue  Hospital,  when  he  developed 
fever  and  gained  about  four  poutjds  in  weight. 

Examination.  Temperature  was  104.5  F.,  pulse  180,  blood 
pressure  148/100,  weight  38.5  pounds.  Examination  revealed 
an  acutely  ill,  dyspneic,  pale  child.  Both  eyelids  were  swollen 
closed;  nose  and  throat  were  normal;  the  lungs  were  clear 
throughout  but  there  were  rapid  grunting  respirations;  a tachy- 
cardia was  present  (the  heart  was  otherwise  normal)  ; the  ab- 
domen was  greatly  distended  (a  fluid  wave  was  present  and  the 
percussion  note  was  flat  all  over  the  abdomen)  ; there  was  a 
marked  umbilical  hernia,  marked  edema  of  the  genitalia  and 
marked  pitting  edema  of  the  lower  extremities. 

Laboratory  Findings.  The  hemoglobin  was  11.5  grams,  red 
cell  count  was  4.7  million  and  the  white  cell  count  was  22,500 
with  75  per  cent  neutrophiles.  Urinalysis  revealed  a marked 
albuminuria,  1-2  red  cells  (high  power  field)  and  3-4  white 
cells  (high  power  field.)  Specific  gravity  on  admission  was 
1,008.  Blood  studies  revealed  a total  protein  of  3 grams  per 
cent,  an  albumin  of  1.2  grams  per  cent,  a globulin  of  1.8 
grams  per  cent,  a non-protein  nitrogen  of  28  milligrams  per 
cent,  and  a cholesterol  of  365  milligrams  per  cent. 

Clinical  course  and  treatment.  Sulfadiazine  was  started  on 
admission.  Three  liters  of  cloudy  fluid,  specific  gravity  1.010, 
were  removed  by  abdominal  paracentesis.  Type  XXIII  pneu- 
mococcus was  cultured  from  this  fluid.  As  the  child’s  tempera- 
ture returned  to  normal  in  twenty-four  hours  the  sulfadiazine 
was  continued  for  only  four  days.  Following  paracentesis  a 
diuresis  developed,  the  edema  disappeared,  and  by  the  day  of 
discharge  the  child  weighed  only  24  pounds,  a loss  of  14!4 
pounds.  Throughout  his  stay  in  the  hospital  his  urine  contin- 
ued to  show  a great  deal  of  albumin,  a few  red  cells  and 
white  cells  and  the  blood  pressure  remained  elevated.  He  was 
discharged  on  the  eighteenth  hospital  day  greatly  improved. 

Second  admission.  At  home  his  weight  remained  stationary 
for  about  two  months.  At  the  end  of  this  time  he  developed 
a cold  and  slowly  began  to  gain  weight.  He  was  readmitted 
two  months  after  his  first  admission. 

Examination.  Temperature  was  101°  F.,  pulse  136,  blood  pres- 
sure 135/95,  weight  31.5  pounds.  Examination  revealed  an 
acutely  ill  child  with  edema  of  the  entire  body.  The  eyelids 
were  puffy  but  not  as  much  as  upon  the  previous  admission. 
Both  fundi  appeared  normal.  There  was  a serous  discharge 
from  the  nose.  The  oral  pharynx  was  inflamed  moderately  and 
had  a granular  appearance.  The  tonsils  were  moderately  en- 
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larged  and  injected.  The  lungi  were  clear.  The  heart  appeared 
normal,  and  no  murmurs  were  heard.  The  abdomen  was  e.a- 
larged.  There  was  a slight  protrusion  of  the  umbilicus  and  a 
fluid  wave  was  present.  There  was  no  edema  of  the  genitalia. 
There  was  a two  plus  pitting  edema  of  the  lower  extremities. 

Lithorittory  findings.  The  hemoglobin  was  11.3  grams,  red 
cell  count  was  4.2  million,  and  the  white  cell  count  was  23,200 
with  38  per  cent  neutrophiles.  Urinalysis  revealed  a marked 
albuminuria.  2-5  red  cells  (high  power  field),  occasional  white 
blood  cells  and  hyaline  casts  (high  power  field)  and  a specific 
gravity  of  1.014.  Blood  studies  revealed  a total  protein  of 
4.6  grams  per  cent,  an  albumin  of  2.3  grams  per  cent,  a glob- 
ulin of  2.3  grams  per  cent,  a non  protein  nitrogen  of  30  milli- 
grams per  cent  and  a cholesterol  of  470  milligrams  per  cent. 
A few  pneumococci  were  found  in  the  nose  and  throat,  but 
were  not  typed. 

Clinual  course  cind  Ireotment.  Sulfadiazine  was  given  to 
the  child  all  the  time  he  was  in  the  hospital  but  did  not  seem 
to  affect  his  temperature  or  general  condition  very  much.  Tem- 
peratures of  100  plus  occurred  daily.  Abdominal  findings  were 
at  no  time  severe  enough  to  do  a paracentesis.  Daily  urines 
showed  fairly  constant  findings:  3-4-)-  albumin,  a few  white 
blood  cells  and  a few  red  blood  cells  (high  power  field)  . Blood 
pressures  ran  between  130/90  and  130/93.  The  child  was  dis- 
charged on  the  seventh  hospital  day  in  spite  of  his  condition, 
as  we  thought  he  would  be  happier  at  home.  Weight  at  dis- 
charge was  32  pounds,  a gain  of  about  one-half  pound  during 
his  stay  in  the  hospital. 

Third  adnusston.  The  boy's  condition  remained  essentially 
the  same  for  about  three  weeks.  Then  he  developed  a cold 
and  cough.  Two  days  later  his  temperature  rose  to  104  F., 
he  would  not  eat,  became  dyspneic.  and  developed  a diarrhea 
of  five  to  SIX  green  loose  stools  daily.  Fde  was  readmitted  three 
weeks  after  his  second  admission. 

Exciiniiuituin.  Temperature  was  105  , pulse  130,  respiration 
64,  blood  pressure  140/90,  weight  33  pounds.  Examination  re- 
vealed an  acutely  ill,  dyspneic  child.  There  was  no  periorbital 
edema.  The  fundi  were  normal.  The  oral  pharynx  was  moderate- 
ly inflamed  and  the  tonsils  were  moderately  inflamed  and  en- 
larged two  plus.  There  was  dullness  to  percussion  over  both  lung 
bases  posteriorly,  fine  inspiratory  rales  were  heard  over  these 
same  areas  and  there  was  bronchial  breathing  beneath  the  angle 
of  the  right  .scapula.  The  heart  was  of  normal  size,  and  no 
murmurs  were  heard.  The  abdomen  was  quite  distended,  a 
fluid  wave  was  present  and  there  was  shifting  dullness  in  the 
flanks.  The  genitalia  were  edematous  and  there  was  a moderate 
edema  of  the  lower  extremities. 

l.ahoralory  fiidingi.  The  hemoglobin  was  10  grams,  red 
blood  cells  present  were  2.9  million  and  white  blood  cells  were 
14,000  with  33  per  cent  neutrophiles.  Urinalysis  revealed  a 
marked  albuminuria,  an  occasional  white  blood  cell  (high 
power  field),  (no  red  blood  cells  or  casts  were  seen),  and  a 
specific  gravity  ol  1,020  Blood  studies  revealed  a CO.  of 
39  volumes  per  cent,  a total  protein  of  2.9  grams  per  cent, 
an  albumin  of  0.9  grams  per  cent,  a globulin  of  2.0  grams, 
a non-protcin  nitrogen  of  29  milligrams  per  cent,  and  a cho- 
lesterol of  266  milligrams  per  cent. 

Cdiiinnl  iviine  ond  Irenlinenl.  An  immediate  abdominal 
par.icentesis  was  done  and  1600  cc.  of  turbid  fluid  which  cul- 
tured Type  XIV  pneumococcus  was  removed.  The  abdominal 
tap  had  no  effect  on  the  child's  dyspnea.  1 le  was  starteef  on 
sulladiazine  immediately  and  tw'enty  hours  after  admission  was 
also  given  12,000  units  of  anti-pneumococcic  rabbit  serum  in- 
travenously. This  was  followed  hy  10,000  units  every  six  hours. 
1 le  received  a total  of  33,000  units.  On  the  secontf  hospital 
day  his  tempei ,tt lire  began  to  tall,  his  blood  pressure  fell  to 
120/9(1  ,|pj  In-  seemed  more  alert.  Shortly  after  this  he  was 
given  200  cc.  of  curated  type  A hlood  without  immediate  re- 
.iction  Twelve  hours  later  he  became  cyanotic,  semistupoi ous 
and  his  blood  pressure  fell  to  80/62.  1 lis  pulse  became  imper- 

leptible,  and  his  temperature  rose  to  103.2  F.  I lean  sounds  at 
this  time  were  very  l.iint.  ,ind  a g.illop  rhythm  developed.  1 le 
w.is  then  given  one  cat  unit  of  dig. lien  inn .unuscuhirly,  one- 
h.ilt  (.It  null  heing  given  two  hours  later,  .ind  placed  in  an 
o.xygen  box.  1 le  declined  ste.idily,  however,  ,md  died  live  hours 
latei,  on  the  loiirih  hospit.il  day. 


Final  clinical  diagnosis:  Mixed  type  of  hpoid  nephrosis;  bac- 
teremia— type  XIV  pneumococcus;  peritonitis — type  XIV  pneu- 
mococcus; broncholobular  pneumonia. 

Autopsy  fndings.  Anatomical  diagnosis:  lipoid  nephrosis, 
pericardial  effusion,  lobular  pneumonia,  right  and  left  lower 
lobes,  bacteremia,  type  XIV  pneumococcus,  peritonitis,  fibrino- 
purulent.  generalized,  type  XIV  pneumococcus,  hypertrophy  of 
heart. 

The  body  was  that  of  a pale,  well-developed,  well-nourished, 
white  male  child.  There  was  a marked  distension  of  the  entire 
abdominal  wall.  There  was  marked  edema  of  the  extre.Tiities 
and  puffiness  of  the  extremities.  On  opening  the  peritoneal 
cavity  800  cc.  of  grayish  white  purulent  fluid  escaped.  The 
peritoneum  was  covered  in  numerous  areas  by  a thin  fibrinous 
flaking. 

Heart,  The  pericardium  was  edematous.  The  pericardial  sac 
contained  about  30  cc.  of  clear  straw-colored  fluid.  The  heart 
was  of  normal  shape.  There  was  no  enlargeinent  of  any  cham- 
ber of  the  heart.  The  right  ventricle  was  of  normal  thickness. 
All  the  valves  were  normal.  There  was  minimal  enlargement  of 
the  left  ventricular  wall  with  a suggestive  flattening  of  the 
trabeculae  carnae. 

Lungs.  The  surface  of  the  lungs  was  grayish  red.  The 
lower  lobes  felt  firm  and  subcrepitant.  On  section,  both  lower 
lobes  were  a deep  purplish  red  and  subcrepitant. 

Liver.  The  liver  was  of  normal  size  and  brownish  yellow  in 
color.  On  section  it  had  a brownish-yellow  color  with  a well 
preserved  lobular  pattern. 

Spleen.  The  spleen  weighed  30  grams.  On  section  it  was 
a deep  purple  and  the  pulp  was  extremely  firm.  The  follicles 
were  distinct. 

Pancreas.  The  pancreas  was  of  normal  size.  The  lobular 
pattern  was  distinct. 

Adrenals.  The  adrenals  were  normal  in  size,  shape  and  po- 
sition. On  section  the  cortex  and  medulla  were  of  normal  width 
and  sharply  demarcated. 

Kidneys.  There  was  a normal  amount  of  perirenal  fat.  The 
kidneys  were  exceedingly  large,  one  weighing  120  grams  and 
the  other  130  grams.  The  capsule  stripped  with  ease.  The  sur- 
face of  each  kidney  was  pinkish  brown  in  color  and  sharply 
demarcated  from  the  medulla.  The  pelves  and  ureters  were 
normal.  The  bladder  was  of  normal  size  and  the  mucosa 
showed  no  changes. 

Gastro-intestinal  tract.  The  esophagus  was  normal.  There 
were  several  suhmticosal  gastric  hemorrhages,  most  of  them 
occurring  along  the  greater  curvature.  The  small  intestine  was 
normal.  There  were  several  submucosal  hemorrhages  in  the 
rectosigmoid. 

Microscopic  exoiii iiuilion:  Heart.  The  myocardial  fibers  were 
moderately  hypertrophied  in  some  areas. 

Lungs.  There  was  a fibrosis  of  the  pleura.  The  alveolar 
walls  were  congested.  Some  alveoli  were  collapsed.  Others  con 
tamed  an  exudate  of  polymorphonuclear  leukocytes,  lympho- 
cytes, large  mononuclear  cells  and  erythrocytes.  Some  of  the 
bronchi  had  a lymphocytic  infiltration  m the  walls,  and  the 
lumen  contained  erythrocytes.  Liver,  spleen,  pancreas  and 
adrenals  were  normal. 

Kidneys.  There  was  a rare  hyahnized  glomerulus,  and  a few 
glomeruli  showed  thickening  of  basement  membranes.  A rare 
glomerulus  showed  adhesions  and  proliferation  of  the  capsular 
cells  suggestive  of  crescent  formation.  There  was  a slight  in- 
crease in  interstitial  fibrous  tissue  with  an  infiltration  of  lymph- 
ocytes and  plasma  cells.  There  were  numerous  dilated  tuFitiles. 
The  tubular  epithelium  showed  hyaline  droplets.  A few  tubules 
showed  calcifications.  Fat  stains  revealed  fat  m the  epithelium 
of  some  convoluted  tuhtiles  and  glomeruli.  Azo-carmine  stain 
demonstrated  thickened  basement  membranes  in  a very  few 
glomeruli. 

Post  mortem  ciihiire  of  heart's  blood,  pericardial  fluid,  ab- 
dominal fluid  and  lung  all  showed  pneumococcus,  type  XIV. 

I /l.St DSSION 

I'liis  cliild’.s  illne,s,s  wa.s  charactcrizeij  by  clironicity, 
.severe  all'iLimiiuiria,  marked  edema,  oliguria,  low  plasma 
proteins,  liypercliolesterolemia,  normal  nonprotein  nitro- 
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gen,  microscopic  hematuria  on  several  occasions,  hyper- 
tension and  a terminal  broncholobular  pneumonia  and 
pneumococcic  peritonitis.  According  to  a strict  definition 
of  lipoid  nephrosis,  no  case  should  be  included  in  which 
there  is  any  elevation  of  blood  pressure,  impaired  kidney 
function  or  blood  in  the  urine.  The  more  thoroughly 
a patient  is  studied,  however,  the  more  frequently  some 
deviation  from  the  pure  type  of  nephrosis  is  found. 

I0b.n.ll!,17 

At  autopsy,  although  numerous  dilated  kidney  tubules 
were  found,  no  findings  consistent  with  definite  diag- 
nosis of  glomerulonephritis  were  found.’ A few  glom- 
erular capillaries  were  found  to  have  thickened  basement 
membranes.  In  many  cases  of  lipoid  nephrosis  which 
come  to  autopsy,  the  glomeruli  show  no  changes  at  all, 
but  in  others  there  is  patchy  or  diffuse  thickening  of  the 
glomerular  capillary  basement  membranes  and  also  an 
increase  in  the  capillary  endothelium. ‘ Bell  has 
studied  five  cases  of  lipoid  nephrosis  which  started  out 
as  the  pure  type  and  finally  died  in  uremia.’'’  The  so- 
called  pure  nephrotic  kidney  may  then  be  regarded  as 
a form  of  glomerulonephritis  in  which  the  capillaries  are 
damaged  but  are  not  completely  obstructed. ‘ 
The  development  of  hypertension  and  renal  insufficiency 
is  due  to  progressive  thickening  of  the  capillary  walls 
which  brings  about  eventual  obliteration  of  the  glom- 
erular filter.  It  is  not  a primary  tubular  disease. 

’■>.is  changes  in  the  tubules  follow  the  changes  in 

the  glomerular  capillary  basement  membranes. 

Conclusion 

A case  of  lipoid  nephrosis  which  occurred  in  a white 
boy  of  26  months  of  age  is  presented.  The  child,  who 
had  symptoms  for  21  months,  finally  died  of  a terminal 
type  XIV  pneumococcic  peritonitis  and  broncholobular 
pneumonia.  At  autopsy,  the  changes  characteristic  of 
lipoid  nephrosis  were  found  in  the  kidneys.  No  findings 
consistent  with  the  diagnosis  of  glomerulonephritis  were 
seen. 

This  case  and  findings  of  other  authors  presented  in 
this  paper  suggest  that  lipoid  nephrosis  may  be  simply 
a type  of  glomerulonephritis  which  is  due  to  alterations 
in  the  glomerular  filter  allowing  large  amounts  of  albu- 
min to  pass  into  the  urine  and  be  excreted.  These  altera- 
tions consist  in  thickening  of  the  capillary  basement 
membranes  and  increased  capillary  endothelium.  As  the 
disease  progresses,  some  patients  eventually  show  signs 


of  renal  insufficiency  and  hypertension  due  to  further 
thickening  of  the  basement  membranes  and  increased 
capillary  endothelium. 

About  25  per  cent  of  patients  with  lipoid  nephrosis 
recover;  some  die  when  the  stage  of  renal  insufficiency 
and  hypertension  is  reached;  and  some  die  of  intercur- 
rent infection,  most  often  pneumococcic  peritonitis. 
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1949  BIRTH  LEVEL  HIGH 

Births  during  the  first  nine  months  of  1949  continued  at  a high  level,  according  to  fig- 
ures released  by  Oscar  R.  Ewing,  Administrator,  Federal  Security  Agency.  Estimates  for 
the  continental  United  States  prepared  by  the  National  Office  of  Vital  Statistics  of  the 
Public  Health  Service  indicate  that  2,669,000  registered  births  occurred  in  the  first  nine 
months  of  1949.  The  estimated  birth  rate  for  these  months,  on  an  annual  basis,  was  24.1 
per  1,000  population  excluding  the  armed  forces  overseas. 
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Diabetes  Detection  in  North  Dakota* 

E.  A.  Haunz,  M.D.t 
Grand  Forks,  North  Dakota 


II  is  now  well  established  that  approximately  one  mil- 
lion persons  in  the  United  States  have  the  disease 
diabetes  melhtus  and  are  unaware  of  it.  This  startling 
fact  inspired  the  American  Diabetes  Association  to  spon- 
sor nation-wide  "Diabetes  Week,”  which  was  first  in- 
augurated during  the  week  of  December  6 through  12, 
1948.  The  program  was  fully  endorsed  by  the  American 
Medical  Association.  October  10  through  16  was  na- 
tional "Diabetes  Week”  for  1949,  and  several  hundred 
thousand  free  urinalyses  were  performed  throughout  the 
nation  in  various  detection  centers.  This  has  been  made 
possible  through  the  cooperation  of  over  three  hundred 
medical  societies  and  several  hundred  diabetes  detection 
committees.  Thus  far  the  free  testing  for  diabetes  has 
consisted  solely  of  urinalyses,  because  even  the  rapid 
blood  sugar  screening  test  devised  by  Wilkerson-Heft- 
mann  of  the  United  States  Public  Health  Service  is  too 
time-consuming  and  expensive  to  incorporate  in  mass 
surveys.  It  necessarily  follows  that  a considerable  num- 
ber of  diabetics  will  escape  detection,  because  a urinalysis 
is  by  no  means  a fool-proof  detection  device.  However, 
on  the  basis  of  urinalysis  alone,  approximately  one  per 
cent  new  ca.ses  are  being  found  among  the  general  pop- 
ulation. 

The  state  of  North  Dakota  has  taken  an  active  part 
in  diabetes  detection.  During  "Diabetes  Week”  of  1948 
a "pilot  test”  was  carried  out  in  the  city  of  Grand 
Forks,  where  1,810  persons  were  screened,  yielding  a 
total  of  16  proven  cases  of  diabetes  melhtus  which  were 
previously  unknown.  This  incidence  was  comparable 
with  that  reported  from  other  detection  centers  on  a 
nation-wide  basis.  The  success  of  the  Grand  Forks  de- 
tection drive  prompted  the  North  Dakota  State  Med- 
ical A.ssociation  to  endorse  state-wide  participation  m 
diabetes  detection  during  "Diabetes  Week”  for  1949. 

Members  of  the  North  Dakota  State  Diabetes  Detec- 
tion Committee  were  the  following:  Clarence  V.  Bate- 
man, M.D.,  Wahpeton;  H.  A.  LaFleur,  M.D.,  May- 
ville;  R.  W.  Rogers,  M.D.,  Dickinson;  A.  R.  Sorenson, 
M.D.,  Minot;  A.  K.  Johnson,  M.D.,  Williston;  R.  F. 
Gilliland,  M.D.,  Carrington;  Tom  Pederson,  M.D., 
Jamestown;  R.  B.  Radi,  M.D.,  Bismarck;  T.  Q.  Benson, 
M.D.,  Grand  Forks;  G.  W.  Tootney,  M.D.,  Devils 
Lake;  William  A.  Stafne,  M.D.,  and  Lester  Wold, 
M.L).,  Fargo;  O.  W.  Johnson,  M.D.,  Rugby. 

While  final  reports  are  not  available  as  yet  from  the 
ten  district  medical  societies  who  participated  in  the  pro- 
gram, preliminary  reports  indicate  that  approximately 

Read  before  the  annual  meeting  of  llie  Nortli  Dakota  I'ub- 
lic  } lealtli  Assoeialion,  Grand  I'orks,  Nortli  Dakota,  Novem- 
ber II,  1949. 

i C.bairman,  North  Dakota  Diabetes  Detection  Coininittee. 


twelve  thousand  tests  were  performed  and  that  the  inci- 
dence of  new  cases  is  consistent  with  the  national  trend, 
or  approximately  one  per  cent.  The  state-wide  detection 
program  was  executed  as  an  entirely  gratuitous  service 
to  the  public  at  large.  Considerable  expense  was  in- 
volved, but  this  was  borne  by  the  American  Diabetes 
Association  and  constituent  societies  of  the  North  Da- 
kota State  Medical  Association. 

It  is  hoped  that  the  state  of  North  Dakota  will  par- 
ticipate annually  in  national  "Diabetes  Week”  in  retro- 
spect of  the  success  of  the  1949  program.  Furthermore, 
the  American  Diabetes  Association  has  asked  that  dia- 
betes detection  be  carried  on  throughout  the  year  and 
that  all  local  physicians  cooperate  in  performing  free 
urine  tests  for  sugar.  The  public  health  aspects  of  dia- 
betes mellitus  are  of  momentous  import,  as  evidenced  by 
the  following  statistics:  (1)  The  recent  knowledge  that 
one  million  unknown  diabetics  exist  in  this  country 
brings  the  total  of  persons  currently  afflicted  with  this 
disease  to  two  million.  (2)  Spiegelman  and  Marks 
(American  Journal  Public  Health,  vol.  6,  p.  26,  1946) 
of  the  statistical  department  of  the  Metropolitan  Life 
Insurance  Company,  estimate  that  nearly  four  million 
Americans  now  living  will  eventually  have  diabetes. 
This  suggests  that  the  number  of  diabetics  will  increase 
at  a much  greater  rate  than  the  population  and  that  the 
problem  of  diabetes  will  gain  in  importance.  For  exam- 
ple, it  may  be  estimated  that  while  our  total  population 
as  of  1940  will  have  increased  22  per  cent  by  1985,  the 
diabetic  population  will  have  simultaneously  increased 
by  74  per  cent.  (3)  Diabetes  is  thus  a major  chronic 
disease.  In  numbers  affected  it  is  outranked  only  by 
heart  disease  and  its  related  blood  vessel  and  kidney 
disorders  and  by  cancer  and  rheumatism.  Yet  it  is 
unique  in  comparison  with  the  latter  diseases  in  that 
medical  science  has  provided  a specific  means  of  control 
via  insulin  and  diet,  insuring  longevity.  No  comparable 
specific  treatment  is  available  for  any  other  major  chronic 
disease.  Diabetes  detection  should  be  combined  with  dia- 
betes prevention.  Education  of  the  public  in  the  nature 
and  prevention  of  diabetes  should  be  stressed  in  public 
health  programs.  The  importance  of  heredity  and  obesity 
cannot  be  overemphasized.  In  the  words  of  Joslin  "Of 
all  the  inciting  causes  of  diabetes  obesity  stands  fore- 
most.” Heredity  may  be  considered  of  nearly  equal  im- 
portance in  view  of  the  fact  that  one-fourth  of  the  in- 
habitants of  this  country  have  diabetic  relatives.  Doubt- 
less the  incidence  of  diabetic  relatives  is  much  higher, 
but  the  family  history  is  obscured  by  lack  of  informa- 
tion. Intermarriage  of  diabetics  should  be  actively  dis- 
couraged, inasmuch  as  diabetes  is  a Mendelian  recessive 
trait  which  implies  that  100  per  cent  of  children  born 
of  parents  who  are  both  diabetic  are  potential  diabetics. 
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There  is  current  need  for  public  health  officials  to  aid 
in  clarifying  a serious  misconception  created  in  the  recent 
statement  by  Dr.  Michael  Somogyi,  biochemist  at  Jew- 
ish Hospital  in  St.  Louis,  Missouri.  Dr.  Somogyi,  who 
is  not  a doctor  of  medicine,  declared  that  insulin  is  now 
almost  totally  outmoded  by  a new  diet  for  diabetics  and 
that  only  one  per  cent  of  diabetics  require  the  hormone. 
Insulin  was  also  characterized  as  a "poison”  by  Dr. 
Somogyi. 

Unfortunately  this  statement  had  been  released  to  the 
Associated  Press  before  it  could  be  attacked  by  qualified 
specialists  in  diabetes.  Dr.  Howard  F.  Root,  President 
of  the  American  Diabetes  Association,  issued  a counter- 
statement which,  unfortunately,  did  not  enjoy  the  wide- 
spread dissemination  of  the  Somogyi  statement.  In  ef- 
fect, Dr.  Root  stated  that  insulin  is  neither  a poison  nor 
a habit-forming  drug  and  that  the  average  diabetic  re- 
quires insulin  to  prevent  complications  or  even  death. 
Approximately  50  per  cent  of  diabetics  require  insulin. 


Until  a careful  assessment  is  made  of  the  work  of  Dr. 
Somogyi  and  his  associates,  and  until  other  investigators 
confirm  their  findings,  it  is  impossible  to  generalize  about 
elimination  of  insulin  from  the  treatment  program  of 
the  average  diabetic. 

The  United  States  Public  Health  Service  deserves 
high  commendation  for  laying  the  groundwork  as  a 
stimulus  to  discover  the  million  unknown  diabetics.  The 
diabetes  detection  program  in  Oxford,  Massachusetts, 
under  the  direction  of  Dr.  Hugh  L.  C.  Wilkerson,  chief 
of  the  Diabetes  Section  of  the  United  States  Public 
Health  Service,  yielded  the  first  convincing  evidence 
that  approximatly  one  in  every  hundred  persons  has  dia- 
betes which  is  undiagnosed. 

In  conclusion.  Public  Health  Associations,  whether 
national,  state  or  local,  are  in  a most  strategic  position 
to  render  invaluable  public  service  in  diabetes  detection 
and  prevention. 


NUTRITIONAL  USE  OF  IODIZED  SALT 


An  educational  program  to  encourage  the  nutritional 
use  of  iodized  table  salt  is  forecast  in  an  article  written 
by  Dr.  William  H.  Sebrell  appearing  in  a recent  issue 
of  Public  Health  Reports,  a publication  for  professional 
public  health  workers  issued  by  the  Public  Health  Serv- 
ice, Federal  Security  Agency. 

The  campaign  is  being  planned  by  the  major  produc- 
ers of  table  salt,  with  the  advice  and  cooperation  of  the 
medical  profession  and  of  government  nutrition  and 
health  experts. 

The  following  is  a condensed  summary  of  Dr.  Sebrell’s 
facts  about  iodine  and  health: 

The  role  of  iodine  in  the  prevention  of  goiter  has 
long  been  known,  and  iodized  table  salt  has  been  avail- 
able for  many  years.  However,  the  present  campaign, 
while  stressing  goiter-prevention,  is  also  pivoted  on  the 
results  of  medical  research  into  the  significance  of 
"trace”  elements — of  which  iodine  is  one  of  the  most 
important — in  maintaining  general  health  as  well  as  pre- 
venting specific  diseases. 

The  elements  are  these — iron,  copper,  phosphorus, 
zinc  and  many  others  could  be  listed  as  well  as  iodine — 
which  are  found  in  minute  quantities  in  the  soil  and  in 
plants  and  animal  bodies.  It  is  now  known  that  they 
play  essential  roles  in  maintaining  cell  metabolism  and 
regulating  glandular  functions,  and  in  other  ways.  Some- 
times individuals  fail  to  get  enough  of  them  in  their 
food  (sometimes  because  they  are  naturally  absent  from 
the  soil  in  which  the  food  is  grown,  or  have  been  leached 
out  by  erosion) . In  such  cases  serious  illness  can  result — 
but  just  as  often,  or  oftener,  the  result  may  be  lowered 
efficiency,  nervousness,  or  lack  of  energy.  Too  vague  for 
any  specific  diagnosis,  such  a generalized  malaise  may 
weaken  the  individual’s  capacity  throughout  much  or  all 
of  his  lifetime. 

One  of  the  elements  which  is  essential  to  health  is 
iodine.  This  is  because  the  thyroid  gland,  which  con- 
trols so  many  major  bodily  functions,  requires  iodine 


for  its  own  proper  functioning.  When  it  fails  to  get 
enough,  conditions  can  result  ranging  from  goiter  to 
chronic  borderline  malnutrition. 

Failure  of  the  body  to  get  enough  iodine  for  the 
needs  of  the  thyroid  gland  can  occur  for  reasons  as  vari- 
ous as  the  kind  of  soil  and  modern  merchandising  prac- 
tices. The  soil  or  drinking  water,  on  the  one  hand,  may 
be  devoid  of  iodine.  On  the  other  hand,  people  living 
near  seacoasts  should,  theoretically,  get  enough  iodine 
from  the  food  available  in  their  communities.  But  now- 
adays so  much  food  is  produced  far  from  the  areas 
where  it  is  distributed,  that  the  average  housewife  can- 
not be  sure  that  what  she  buys  contains  enough  iodine 
for  her  family’s  needs. 

The  thyroid  gland  takes  up  iodine  from  the  blood- 
stream and  uses  it  to  form  a hormone,  thyroxine.  This 
hormone  in  turn  regulates  such  body  functions  as  heat 
production,  growth  of  hair,  bones  and  skin,  development 
of  the  brain,  and  sexual  maturation  at  puberty. 

The  thyroid  is  a large  U-shaped  gland  in  the  neck 
on  either  side  of  the  windpipe.  Weighing  between  one 
and  two  ounces,  it  is  usually  slightly  larger  in  women 
than  in  men. 

In  function,  the  thyroid  gland  is  both  a factory  and 
a warehouse.  Alone  among  all  the  bodily  tissues,  it  has 
an  affinity  for  iodine,  which  it  absorbs  and  oxidizes.  This 
is  the  beginning  of  a complicated  chemical  process  which 
chemists  have  studied  in  the  thyroid  gland,  the  end- 
result  of  which  is  the  production  of  the  hormone,  thy- 
roxine. This  hormone  is  stored  in  a fluid  inside  the 
gland,  and  released  into  the  bloodstream  as  needed. 

Simple  goiter  is  the  commonest  form.  Although  rare 
along  seacoasts  and  not  evenly  distributed  elsewhere,  it 
is  found  in  all  parts  of  the  world.  It  is  often  associated 
with  periods  like  puberty,  pregnancy  or  lactation,  when 
exceptional  demands  for  thyroxine  are  made  by  the 
body  on  the  thyroid  gland,  and  disappears  afterwards. 
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A Clinical  Evaluation  of  Chlor-Trimeton 

William  Sawyer  Eisenstadt,  M.D. 


Minneapolis, 

Chlor-Trimeton  Maleate*  (S-190)  is  the  maleic 
acid  salt  of  a new  compound  derived  from  the  anti- 
histaminic  substance  Trimeton.  It  has  markedly  in- 
creased pharmacological  activity  as  compared  with  the 
parent  substance,  but  has  substantially  the  same  order 
of  toxicity.  Hence,  for  clinical  application,  it  has  a much 
higher  therapeutic  index.  Aside  from  the  greater  anti- 
histaminic  potency,  the  new  compound  exhibits  several 
interesting  differences  in  pharmacological  properties,  the 
result  of  a single  halogen  substitution  in  the  parent 
molecule. 

Chemistry 

Chlor-Trimeton  Maleate  is  1- (p-chlorophenyl) -1- (2- 
pyridyl) -3-N,  N-dimethylpropylamine  maleate,  the  base 
having  the  structural  formula  as  shown  below.  It  dif- 
fers from  Trimeton  only  in  respect  to  the  chloro-substi- 
tution  in  the  phenyl  group. 

Pharmacology 

In  comparing  the  antihistaminic  activity  of  Chlor- 
Trimeton  with  Trimeton,  the  therapeutic  index  was 
found  to  be  approximately  15  times  that  of  the  latter. 

In  dogs,  the  compound  potentiates  the  increase  in 
blood  pressure  produced  by  epinephrine  and  inhibits  the 
depression  produced  by  histamine.  In  chicks,  the  com- 
pound exerts  a central  stimulating  action  similar  to  that 
of  amphetamine  (Benzedrine),  unlike  some  antihista- 
minic compounds  which  are  depressant. 

Clinical  Study 

A series  of  86  adult  allergy  patients  were  seen  during 
the  1949  fall  ragweed  hayfever  season,  during  the  period 

*Chlor-Tnmeton  Maleate  was  supplied  through  the  courtesy 
of  the  Schering  Corporation,  Bloomfield,  New  Jersey. 


Trimeton 


Minnesota 

of  heaviest  pollination.  Most  of  these  patients  mani- 
fested some  form  of  respiratory  allergy.  Hayfever  alone, 
or  hayfever  with  bronchial  asthma  of  the  seasonal  type 
accounted  for  60  of  the  above  86  cases.  Nonseasonal 
allergic  rhinitis,  bronchial  asthma,  and  urticaria  made 
up  the  other  26  cases.  These  patients  received  either 
preseasonal  or  coseasonal  hyposensitization  for  their 
symptoms  and  were  given  Chlor-Trimeton  because  they 
had  not  received  complete  relief.  The  response  could  be 
evaluated  readily.  If  relief  occurred,  it  was  usually  defi- 
nite within  30  minutes. 

Chlor-Trimeton  was  administered  in  the  experimental 
tablet,  which  was  a 2 mgm.  scored  tablet.  The  patients 
were  instructed  to  take  the  drug  only  when  symptoms 
were  present.  The  dose  generally  used  was  2 to  4 mgms. 
( 1 to  2 tablets)  one  to  four  times  daily,  taken  orally. 
The  amount  of  drug  taken  and  the  number  of  doses 
required  per  day  had  to  be  adjusted  to  the  patient’s  in- 
dividual requirement.  Chlor-Trimeton  is  now  available 
in  a 4 mgm.  scored  tablet.  The  results  were  classified 
as  "Satisfactory  Relief”  or  "No  Relief.” 

The  treatment  of  a group  of  60  patients  with  hay- 
fever was  augmented  with  Chlor-Trimeton  (Table  I). 


Table  I 

Results  of  Treatment  with  Chlor-Trimeton 


No.  of  Satisfactory  No 
Allergic  Condition  Cases  Relief  Relief 

Relieved 

Hayfever  (ragweed) 

60 

51 

9 

85% 

Nonseasonal  allergic  rhinitis 

13 

9 

4 

69%, 

Bronchial  asthma  (intrinsic? 

) d 

0 

4 

0%, 

Chronic  urticaria 

9 

6 

3 

67% 

Chlor-Trimeton 


h'lg.  1.  Structural  formula  of  Chlor-Trimeton  Maleate. 
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Fifty-one,  or  85  per  cent,  of  the  60  patients  received 
satisfactory  relief.  Nine  received  no  relief. 

Thirteen  cases  of  nonseasonal  allergic  rhinitis  were 
treated.  Because  other  forms  of  therapy,  such  as  elim- 
ination of  positive  foods,  avoidance  of  positive  inhalants, 
and  dust  hyposensitization  did  not  give  complete  relief, 
Chlor-Trimeton  was  given.  Nine,  or  69  per  cent,  of 
these  patients  received  satisfactory  relief,  and  four  were 
without  benefit. 

Included  in  this  series  were  four  patients  with  chronic 
bronchial  asthma  marked  by  an  absence  of  positive  skin 
tests,  none  of  whom  were  benefited. 

Nine  cases  of  chronic  urticaria  were  treated  with 
Chlor-Trimeton.  Six,  or  67  per  cent,  were  adequately 
relieved,  three  received  no  benefit. 

Side  effects  occurred  in  eight  of  the  86  cases,  an  inci- 
dence of  9.3  per  cent  (Table  II).  These  reactions  were 


Table  II 

Side  Reactions  with  Chlor-Trimeton — 8 Cases  (9.3%) 


Side  Reaction 

No.  of  Cases 

Headache 

3 

Nervousness  and  excessive  stimulation 

3 

Drowsiness 

1 

Dizziness 

1 

not  severe  and  readily  disappeared  upon  discontinuance 
of  the  drug.  Three  patients  had  headache.  There  were 
three  who  were  excessively  stimulated  and  nervous.  One 
noted  dizziness,  while  there  was  only  one  case  of  drowsi- 
ness. 


Comment 

It  is  evident  from  the  above  observations  that  Chlor- 
Trimeton  is  an  effective  histamine  antagonist  when  used 
as  an  adjunct  to  hyposensitization  therapy  in  the  treat- 
ment of  seasonal  hayfever.  It  has  a relatively  low  inci- 
dence of  side  reactions.  In  nonseasonal  allergic  rhinitis 
it  is  somewhat  less  effective,  while  its  effectiveness  in 
bronchial  asthma  is  negligible.  In  chronic  urticaria,  its 
effectiveness  compares  favorably  with  other  antihista- 
minic  compounds. 

It  must  be  emphasized  that  the  antihistaminic  drugs 
are  palliative  remedies  only.  On  discontinuance  of  the 
drug,  symptoms  recur  immediately.  They  certainly  do 
not  relieve  the  physician  from  attempting  to  recognize 
the  offending  allergens  and  to  eliminate  or  hyposensitize 
against  them.  The  antihistaminic  drugs  are  a valuable 
adjunct  to  specific  hyposensitization  when  the  latter  does 
not  completely  control  symptoms. 

Summary 

1.  Chlor-Trimeton,  a new  antihistaminic  drug,  was 
clinically  effective  in  controlling  symptoms  in  a series 
of  86  allergic  patients. 

2.  Fifty-one  (85  per  cent)  of  60  patients  who  re- 
ceived Chlor-Trimeton  as  an  adjunct  to  specific  hypo- 
sensitization for  hayfever  received  satisfactory  relief. 

3.  Chlor-Trimeton  was  also  effective  in  controlling 
non-seasonal  allergic  rhinitis  (69  per  cent),  and  in 
chronic  urticaria  (67  per  cent) . 

4.  Its  effectiveness  in  chronic  bronchial  asthma  was 
negligible. 

5.  A rather  low  incidence  of  side  effects  (9.3  per 
cent)  was  noted  in  this  series. 
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SWAMP  CAUSES  FUNGUS  INFECTION 

Angle  worms,  a swamp,  and  10  Madison  (Wisconsin)  residents  are  the  clues  Madison 
doctors  are  using  to  trace  a fungus  infection  which  grows  in  the  lung.  Doctors  became  aware 
of  the  fungus  disease  when  x-rays  in  mass  tuberculosis  surveys  showed  spots  on  the  lungs  of 
some  people  who  apparently  did  not  have  tuberculosis.  Although  none  of  the  Madison  pa- 
tients died,  the  disease  they  had  is  known  to  have  caused  severe  illness  and  death  in  patients 
elsewhere  in  the  country. 

When  a disease  similar  to  the  fungus  growth  found  in  Kansas  and  Virginia  patients 
showed  up  in  Madison,  local  physicians,  the  city  health  department,  and  the  University  of 
Wisconsin’s  department  of  preventative  medicine  and  student  health  pooled  their  efforts 
in  a search  for  the  source  of  infection. 

One  clue,  which  links  all  of  the  cases,  is  that  each  patient  has  visited  the  same  swamp 
in  the  outskirts  of  Madison  to  dig  angle  worms  for  fishing.  Evidence  seems  to  free  the 
angle  worm,  so  the  swamp’s  abundant  populations  of  mosquitoes,  rats,  and  pheasants  are 
being  considered  as  possible  sources  in  any  new  outbreaks  next  summer. 
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Editorial 


COMING— OUR  80th  ANNIVERSARY  ISSUE 

On  the  bookshelf  in  the  editorial  office  is  a copy  of 
the  first  issue  of  our  magazine,  published  in  1870,  just 
80  full  years  ago.  The  pages  are  a little  brown  around 
the  edges,  but  the  paper  is  as  firm  and  the  printing  as 
clear  as  when  it  first  came  off  the  press  in  St.  Paul  in 
1870.  The  articles,  prepared  so  long  ago,  are  well  writ- 
ten and  scholarly.  We  are  proud  of  this  first  volume, 
and  prouder  still  of  all  the  79  volumes  of  the  journal 
that  have  appeared  since  that  date.  We  believe  they 
represent  a tangible  and  valuable  contribution  to  the 
history  of  midwestern  medicine. 

Eighteen  hundred  and  seventy  in  Minnesota  . . . what 
was  it  like  here  then?  St.  Paul  was  a bustling  young 
river  port,  St.  Anthony  a village  of  new  frame  houses, 
Minneapolis  a lumber  town  strident  with  sawmills. 
Down  in  Rochester,  William  Worrall  Mayo  was  mak- 
ing his  first  dramatic  and  successful  explorations  of  the 
abdomen.  There  were  the  beginnings  of  a university. 
Farther  west,  in  the  Dakotas,  the  new  settlements  were 
filling  up  rapidly,  all  needing  and  drawing  new  doctors 
from  the  east. 


That  year,  to  serve  the  needs  of  a frontier  territory, 
our  journal,  then  known  as  the  Northwestern  Journal 
of  Medicine  and  Surgery,  made  its  first  appearance. 
Although  our  physicians  were  fewer  in  number,  those 
who  were  here  were  progressive  and  forward  looking, 
and  had  already  organized  their  state  and  county  med- 
ical societies.  These  men  were  our  first  readers  and  sub- 
scribers. Today,  80  years  later,  some  of  their  sons  and 
grandsons  are  constant  and  enthusiastic  readers  of 
Journal-Lancet. 

We  believe  this  80th  anniversary  calls  for  something 
very  special  in  the  way  of  recognition.  To  mark  the 
occasion  properly,  Journal-Lancet  has  prepared  for 
February,  1950  a most  unusual  issue,  with  a handsome 
new  cover,  and  feature  articles  written  by  some  of  the 
most  honored  names  among  the  doctors  of  the  upper 
midwest.  These  articles  will  give  you  the  story  of  medi- 
cine in  the  various  states  of  this  area.  And  other  articles, 
a unique  Then  and  Now  series,  will  demonstrate  enter- 
tainingly and  dramatically,  the  progress  in  the  various 
fields  of  medicine  in  the  past  80  years. 

Watch  for  it.  Celebrate  with  us.  It’s  coming  next 
month — our  80th  anniversary  issue! 


American  College  Health  Association  News 


The  local  sections  of  the  Association  reported  annual 
meetings  in  October  and  November.  It  is  encouraging 
to  note  that  at  least  four  regional  groups  have  held 
meetings  in  1949.  No  information  has  been  received 
from  the  other  local  sections. 

The  Rocky  Mountain  Section  met  at  the  University 
of  Wyoming  in  October.  Dr.  Roger  Whitney,  College 
Medical  Adviser,  Colorado  College,  was  elected  Presi- 
dent. The  question  of  regrouping  of  colleges  in  this 
section  was  discussed  at  some  length.  The  colleges  in 
this  section  are  being  contacted  to  determine  their  wishes 
in  the  matter. 

The  Pacific  Coast  Section  met  at  Claremont,  Califor- 
nia, as  guests  of  The  Associated  Colleges  at  Claremont. 
The  setting  was  ideal  for  the  two-day  conference.  The 
seventy-five  delegates  in  attendance  represented  twenty- 
six  institutions.  A report  of  a survey  of  the  health  pro- 
gram of  nine  State  colleges  was  presented.  The  survey 
was  the  outcome  of  a recommendation  from  this  section 
to  the  State  Department  of  Education,  suggesting  the 
need  for  better  facilities  and  services  in  the  State  col- 
leges. Improvements  in  the  program  of  these  colleges 
are  underway.  Topics  receiving  emphasis  in  papers  and 
discussion  were  "New  Trends  in  College  Health  Serv- 
ices” and  "Contributions  of  the  Health  Educator  to  the 
College  Health  Program.”  Upon  the  invitation  of  Dr. 


Fred  Miller,  University  of  Oregon,  the  Pacific  Coast 
Section  will  meet  at  Eugene,  Oregon,  Thanksgiving, 
1950.  The  officers  elected  for  the  following  year  are: 
President,  Dr.  Fred  Miller,  University  of  Oregon; 
President-elect,  Dr.  Donald  MacKinnon,  University  of 
California  at  Los  Angeles;  Secretary-Treasurer,  Miss 
Ethel  Medley,  San  Francisco  State  College;  Member-at- 
large,  Dr.  Gilbert  Coltrin,  Claremont  Colleges. 


Changes  in  Staff; 

Dr.  Lillian  Warnshuis  is  Director  of  Health  Services 
at  Connecticut  College,  New  London.  Dr.  Warnshuis 
is  a graduate  of  Edinburgh  University  and  has  been 
in  private  practice  in  New  York  and  in  India.  A new 
infirmary  is  under  construction  at  this  institution. 

Dr.  Paul  F.  MacLeod  replaces  Dr.  Dan  G.  Stine  as 
Director  of  Student  Health  Service  of  the  University 
of  Missouri. 

Dr.  Ralph  I.  Canuteson,  University  of  Kansas,  reports 
the  following  new  staff  members:  Dr.  Sigmund  Gundle, 
psychiatrist;  Dr.  Bernard  L.  Harden;  Dr.  R.  W.  Mc- 
Clure; Dr.  W.  C.  Flemming. 

At  a recent  meeting  of  the  American  Ophthalmo- 
logical  Society,  Dr.  Richard  C.  Gamble  was  reappointed 
as  its  representative  on  the  Eye  Health  Committee. 
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Opportunities  Open  Future  Meetings 


MISSISSIPPI  VALLEY  MEDICAL  SOCIETY 
1950  ESSAY  CONTEST 

The  Tenth  Annual  Essay  Contest  of  the  Mississippi  Valley 
Medical  Society  will  be  held  in  1950.  The  Society  will  offer  a 
cash  prize  of  ? 100.00,  a gold  medal,  and  a certificate  of  award 
for  the  best  unpublished  essay  on  any  subject  of  general  med- 
ical interest  (including  medical  economics  and  education)  and 
practical  value  to  the  general  practitioner  of  medicine.  Certifi- 
cates of  merit  may  also  be  granted  to  the  physicians  whose 
essays  are  rated  second  and  third  best.  Contestants  must  be 
members  of  the  American  Medical  Association  who  are  resi- 
dents and  citizens  of  the  United  States.  The  winner  will  be 
invited  to  present  his  contribution  before  the  Fifteenth  Annual 
Meeting  of  the  Mississippi  Valley  Medical  Society  to  be  held 
in  Springfield,  Illinois,  September  27,  28,  29,  1950,  the  So- 
ciety reserving  the  exclusive  right  to  first  publish  the  essay  in 
Its  official  publication — the  Mississippi  Valley  Medical  Journal 
(incorporating  the  Radiologic  Review).  All  contributions  shall 
be  typewritten  in  English  in  manuscript  form,  submitted  in  five 
copies,  not  to  exceed  5000  words,  and  must  be  received  not 
later  than  May  1,  1950.  The  winning  essays  in  the  1949  con- 
test appear  in  the  January  1950  issue  of  the  Mississippi  Valley 
Medical  Journal  (Quincy,  Illinois). 

Further  details  may  be  secured  from  Harold  Swanberg,  M.D., 
Secretary,  Mississippi  Valley  Medical  Society,  209-224  W.  C.  U. 
Building,  Quincy,  Illinois. 


RESEARCH  FELLOWSHIPS 
The  National  Foundation  for  Infantile  Paralysis  announces 
that  it  is  offering  postgraduate  research  fellowships  for  one  to 
three  years  in  the  fields  of  virology,  orthopedic  surgery,  pediat- 
rics, epidemiology,  and  neurology.  These  fellowships  are  avail- 
able to  properly  qualified  candidates  whose  objectives  are  re- 
search and  teaching  in  these  fields. 

Eligibility  requirements  include  United  States  citizenship; 
sound  health;  degree  of  Doctor  of  Medicine  or  Doctor  of 
Pihlosophy;  two  years'  residency  training  in  the  specialty;  and 
a program  of  study  and  detailed  plan  of  investigation. 

Additional  information  and  applications  may  be  obtained 
from  Professional  Education  Division,  The  National  Founda- 
tion for  Infantile  Paralysis,  120  Broadway,  New  York  5,  N.  Y. 


STERILITY  AWARD 

The  American  Society  for  the  Study  of  Sterility  is  offering 
an  Annual  Award  of  Si, 000  known  as  the  Ortho  Award  for 
an  essay  on  the  result  of  some  clinical  or  laboratory  research 
pertinent  to  the  field  of  sterility.  Competition  is  open  to  those 
who  are  in  clinical  practice  as  well  as  to  individuals  whose  work 
is  restricted  to  research  in  basic  fields  or  full  time  teaching  posi- 
tions. The  prize  essay  will  appear  on  the  program  of  the  forth- 
coming meeting  of  the  American  Society  for  the  Study  of  Ster- 
ility, which  is  to  be  held  at  the  Sir  Francis  Drake  Hotel  in 
San  Francisco  on  June  24  and  25,  1950. 

Full  particulars  may  be  obtained  from  the  Secretary,  Dr. 
Walter  W.  Williams,  20  Magnolia  Terrace,  Springfield,  Massa- 
chusetts. Essays  must  be  in  his  hands  by  April  1,  1950. 


EXAMINATION  FOR  SCIENTIST 

A competitive  examination  for  appointment  of  officers  as 
Scientists  (Bacteriologists)  to  the  Regular  Corps  of  the  United 
States  Public  Health  Service  will  be  held  on  March  20,  21, 
and  22,  1950.  Examinations  will  be  held  at  a numher  of  points 
throughout  the  United  States  located  as  centrally  as  possible 
m relation  to  the  homes  of  candidates.  Applications  must  be 
received  no  later  than  February  20,  1950. 


Minnesota  is  embarking  upon  an  extensive  five-year 
program  of  state-wide  professional  postgraduate  educa- 
tion. Doctors,  dentists,  nurses,  and  pharmacists  have 
been  invited  to  a series  of  district  seminars  devoted  to 
heart  disease,  cancer,  and  psychosomatic  medicine. 

Each  seminar  consists  of  eight  consecutive  weekly 
meetings,  with  two  lecturers  usually  appearing  for  one 
hour  each.  There  are  six  lectures  devoted  to  heart  dis- 
ease, six  to  cancer,  and  four  to  mental  health. 

The  Minnesota  Department  of  Health  is  planning 
and  organizing  the  programs  with  the  assistance  of  the 
University  of  Minnesota  Schools  of  Medicine,  Dentis- 
try, Nursing,  and  Pharmacy;  the  Minnesota  State  Med- 
ical Association,  the  Minnesota  State  Dental  Associa- 
tion, the  Minnesota  Nurses  Association,  and  the  Min- 
nesota State  Pharmaceutical  Association. 

The  first  of  the  seven  seminars  scheduled  for  the 
1949-1950  season  has  been  successfully  completed  at 
Bemidji  with  an  average  attendance  of  twenty-five  phy- 
sicians and  thirty  nurses  at  each  meeting.  Fergus  Falls, 
the  second  site  chosen  for  a seminar,  is  currently  in 
progress  and  the  first  six  sessions  have  attracted  an 
average  of  thirty-five  physicians,  fifty  nurses,  and  thirty 
dentists  for  each  meeting. 

A course  in  pediatrics  for  general  physicians  also  will 
be  presented  at  the  Center  on  January  26-28,  1950.  The 
course  will  be  divided  into  three  major  divisions.  The 
first  period  will  be  devoted  to  the  importance  of  heredi- 
tary and  genetic  factors  in  understanding  pediatric  prob- 
lems; the  second  will  emphasize  common  dermatological 
problems  seen  in  infants  and  children;  common  infec- 
tious diseases  will  be  considered  in  tbe  third  portion  of 
the  course. 

A continuation  course  in  cancer  will  be  presented 
on  February  16  to  18,  1950.  This  course  is  sponsored 
by  the  Minnesota  State  Medical  Association,  the  Min- 
nesota Division  of  the  American  Cancer  Society,  and 
the  Cancer  Control  Division  of  the  Minnesota  Depart- 
ment of  Health. 


NOTICE  OF  ANNLJAI.  MEETING 
June  24-25,  1950,  The  American  Society  for  the 
Study  of  Sterility,  Sir  Francis  Drake  Hotel,  San  Fran- 
cisco, California,  Secretary-Treasurer,  Walter  W.  Wil- 
liams, M.D.,  20  Magnolia  Terrace,  Springfield  8,  Mass. 


NATIONAL  CONFERENCE  ON  HEART 
DISEASE  IN  JANUARY' 

A National  Conference  on  Cardiovascular  Diseases 
will  be  held  January  18-20,  1950,  at  the  Mayflower 
Hotel,  Washington,  D.  C.  The  conference  is  jointly 
sponsored  by  the  National  Heart  Institute  and  the 
American  Heart  Association. 
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News  Briefs 


North  Dakota 

Physicians  from  Bismarck,  Beach,  Hettinger,  Dick- 
inson and  Mott  met  in  Mott  on  November  12  for  their 
Southwestern  District  medical  meeting.  Dr.  Radi  of 
the  Quain  and  Ramstad  clinic  of  Bismarck  was  the  prin- 
cipal speaker  and  spoke  on  "Progress  in  Medicine.”  Dr. 
Dukart  of  Dickinson  was  the  presiding  officer. 


The  third  annual  North  Dakota  cerebral  palsy  clinic 
was  held  in  Minot,  with  the  Northwest  Clinic  serving 
as  host,  on  Dec.  5 and  6.  Guest  director  for  the  clinic 
was  Dr.  Meyer  A.  Perlstein,  nationally  known  pediatri- 
cian and  specialist  on  cerebral  palsy.  Approximately  30 
cerebral  palsy  children  from  throughout  North  Dakota 
participated  in  the  teaching-demonstration. 


Dr.  S.  B.  Seitz,  formerly  of  Barnesville,  Minnesota, 
has  arrived  in  Richardton  to  organize  a clinic  for  the 
new,  modern,  ^100,000  Richardton  Memorial  hospital 
scheduled  for  occupancy  by  January  1.  The  doctor  is 
a 1936  graduate  of  the  Northwestern  university  medical 
college. 

Dr.  Ellis  A.  Canterbury  of  Peoria,  Illinois,  a for- 
mer Grand  Forks  physician,  is  one  of  three  Northwest- 
ern university  allergy  experts  who  have  devised  skin 
tests  to  determine  the  potential  value  of  new  anti-hista- 
mine  drugs. 

Formation  of  all-inclusive  organizations  to  handle 
community  health  was  urged  by  Dr.  F.  S.  Crockett  of 
Chicago,  chairman  of  the  committee  on  rural  health  of 
the  American  Medical  association  at  closing  day  session 
of  the  sixth  annual  convention  of  the  North  Dakota 
Public  Health  associations  at  Grand  Forks  on  Novem- 
ber 19. 

Irma  Bloch  of  Bottineau  was  named  vice  president 
at  the  closing  business  session  and  Q.  D.  Gonser  of  Bis- 
marck, secretary.  New  council  members  for  two  years 
are  Dr.  R.  O.  Saxvik  and  Lynn  Byrne,  Willis  Van 
Heuvelan  and  Laura  Smith  for  one  year.  President 
Melvin  E.  Koons  of  Grand  Forks  and  Treasurer  Milla 
Tollefson  of  Bismarck  hold  office  for  another  year. 


Dr.  Felix  F.  Vonnegut,  Emmons  county  doctor,  re- 
cently walked  out  of  a delivery  room  at  Linton  after 
bringing  his  2500th  baby  into  the  world,  and  headed  for 
a long  vacation  on  the  West  Coast. 

The  veteran  physician  was  a medical  student  in  Ger- 
many at  the  outbreak  of  World  War  I and  spent  the 
war  years  as  an  enemy  alien  in  Germany.  He  began  his 
practice  in  North  Dakota  at  Hague  in  August,  1922, 
and  remained  there  for  over  21  years.  He  moved  to 
Linton  in  October,  1943. 


Some  aspects  of  colon  surgery  were  discussed  by  Dr. 
B.  Marden  Black,  Mayo  clinic  surgeon,  at  the  Novem- 
ber 9 meeting  of  the  Grand  Forks  district  medical  so- 
ciety in  the  Dacotah  hotel  at  Grand  Forks. 


Dr.  Robert  G.  Rogers,  staff  surgeon  with  the  Da- 
kota Clinic,  Fargo,  was  notified  this  week  he  had  passed 
final  examinations  and  had  been  designated  a diplomate 
of  the  American  Board  of  Surgery.  Two  other  Fargo 
physicians,  Dr.  L.  G.  Pray  of  Fargo  Clinic  and  Dr.  B. 
A.  Mazur  of  Dakota  Clinic,  pediatricians,  attended  a 
meeting  of  the  American  Academy  of  Pediatrics  at  San 
Francisco,  November  14-17. 


An  oral  cancer  symposium  was  held  in  the  Gard- 
ner hotel  in  Fargo  on  December  3 sponsored  by  the 
North  Dakota  State  Dental  Association,  the  Southeast 
District  Dental  Society,  and  the  State  Cancer  Society. 
Dentists,  interested  physicians,  and  pathologists  attended 
the  meeting. 

A nurses’  station  on  the  third  floor  of  Trinity  hos- 
pital at  Minot  has  been  established  as  a memorial  to 
Dr.  Andrew  Carr,  who  was  active  in  the  founding  of 
the  institution. 

Dr.  Carr  was  born  near  Logansport,  Indiana,  June  7, 
1854,  and  when  2 years  old  moved  with  his  family  to 
Fillmore  county,  Minnesota,  by  covered  wagon.  He 
lived  in  Minnesota  24  years,  then  moved  to  Nelson 
county,  Dakota  territory. 


Four  Devils  Lake  physicians,  who  have  served  the 
community  for  an  aggregate  of  188  years,  were  honored 
at  the  annual  dinner  meeting  of  the  Devils  Lake  Cham- 
ber of  Commerce  in  the  Great  Northern  Hotel  Empire 
Room  December  15. 

The  four  doctors  are  Dr.  W.  F.  Sihler,  who  started 
practice  at  nearby  Grand  Harbor  in  1899;  Dr.  G.  F. 
Drew,  who  started  practice  at  Crary  in  1901;  Dr.  Clin- 
ton Smith,  who  came  here  in  1903;  and  Dr.  G.  J.  Mc- 
Intosh, who  opened  his  office  here  in  1905.  Dr.  Smith 
is  spending  the  winter  at  Miami,  Florida,  but  will  re- 
ceive the  same  honors  as  the  others. 

Dr.  W.  A.  Wright,  Williston,  president  of  the  North 
Dakota  Medical  Society,  was  invited  to  pay  the  prin- 
cipal tribute. 


Arrangements  now  are  completed  for  Dr.  Bohdan 
Hordinsky  to  begin  an  internship  at  St.  Michael’s  hos- 
pital at  Grand  Forks.  Dr.  Hordinsky  is  a displaced 
person,  38  years  old,  who  received  his  medical  training 
in  Poland  and  who  practiced  in  hospitals  in  that  country 
for  nine  years.  He  has  been  in  the  United  States  for 
some  time  and  has  spent  a year  with  St.  James  hospital 
in  Newark,  N.  J. 
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Dr.  Thomas  H.  Sheldon  of  Rochester,  Minnesota, 
was  installed  recently  as  president  of  the  American 
Association  of  Blood  Banks. 

The  Tri-County  Medical  society  met  at  Eibner’s  in 
New  Ulm,  on  November  D.  The  society  is  composed 
of  the  Nicollet-LeSueur,  Brown-Redwood,  and  Blue 
Earth  counties. 

Dr.  R.  C.  Radabaugh  of  Hastings  was  awarded  a 
medal  for  the  best  case  report  presented  at  the  annual 
meeting  of  the  Southern  Minnesota  Medical  association 
held  in  Red  Wing  in  September.  The  medal  was  sent 
to  Dr.  Radabaugh  by  Dr.  W.  A.  Merritt,  secretary- 
treasurer  of  the  association. 

Dr.  S.  a.  Slater,  interviewed  on  Sunday,  November 
20,  on  the  weekly  health  hour  sponsored  by  the  auxiliary 
of  the  Southwestern  Minnesota  Medical  Society,  assessed 
the  results  of  30  years  of  operation  of  the  Southwestern 
Minnesota  sanatorium.  Outstanding  is  the  fact  that  the 
'56-bed  institution,  now  serving  ten  counties  instead  of 
the  original  eight,  is  operating  at  only  half  capacity. 

Duluth’s  medical  fraternity  was  praised  for  "its  fine 
spirit  of  science  and  research”  by  Dr.  Gosta  Dohiman, 
Swedish  surgeon,  recently.  Dr.  Dohiman,  who  presented 
the  first  David  Tilderquist  memorial  lecture  before  the 
St.  Louis  County  Medical  society,  is  professor  at  the 
University  of  Lund,  Sweden. 

Dr.  R.  O.  Sather  spoke  on  "Arthritis  and  Rheumatic 
Fever”  at  the  Crookston-Parnell  Farm  Bureau  meeting 
Wednesday  at  school  district  181. 

Medicine  m southeastern  Minnesota  before  the  turn 
of  the  century  was  the  topic  at  the  November  7 meeting 
of  the  Medical  Historical  society  at  the  Mayo  Founda- 
tion in  Rochester.  Mrs.  Nora  Guthrie  was  the  prin- 
cipal speaker. 

About  8:30  on  the  morning  of  November  26  Don  H. 
Sleeper,  operator  of  an  amateur  radio  station  in  Fair- 
haven,  Massachusetts,  heard  radio  amateurs  broadcast- 
ing from  Munich,  Germany,  an  appeal  to  American 
radio  hams  to  try  to  reach  Dr.  H.  L).  Good  of  Minne- 
apolis. The  Munich  report  said  Dr.  Good  was  needed 
to  help  Kathleen  Epperson,  daughter  of  an  Army  ser- 
geant, and  the  doctor’s  patient  before  her  mother  took 
her  overseas. 

The  Munich  station  said  transatlantic  telephone  calls 
had  failed  to  get  through  to  the  doctor.  Mr.  Sleeper 
and  a New  Bedford  friend,  Clarence  Whittaker,  took 
over  the  message  delivery  and  reached  a Minneapolis 
ham,  who  got  in  touch  with  the  doctor.  The  doctor’s 
advice  was  relayed  to  Mr.  Sleeper,  who  sent  it  on  to 
Munich. 


Dr.  Anderson  C.  Hilding,  Duluth  physician  and 
surgeon,  presented  a paper  at  the  50th  anniversary  meet- 
ing of  the  Chicago  Otological  society  December  5 in 
Chicago. 

The  Bethesda  hospital  building  fund  campaign  in 
Crookston  passed  the  ^100,000  mark  in  a single  sweep 
as  the  special  gifts  committee  reported  at  a dinner 
meeting  at  the  Crookston  hotel  on  November  4. 

Governor  'i'oungdahl  has  named  Dr.  Mellvin  E. 
Lenander  of  St.  Peter  to  membership  on  the  Minnesota 
state  board  of  medical  examiners  for  a term  ending 
May  1,  1954. 

Dr.  Francis  W.  Lynch  of  the  University  of  Minne- 
sota Medical  school  was  elected  vice  president  of  the 
American  Academy  of  Dermatology  and  Syphilology 
on  December  8. 


Dr.  W.  E.  Macklin  is  locating  in  Willmar,  where  he 
will  specialize  in  his  work  as  a roentgenologist  through 
the  Rice  Memorial  Hospital. 


Deaths 


Services  for  Dr.  Jakob  Hvoslef,  84,  former  chief  of 
staff  at  Deaconess  hospital,  were  held  November  17. 

Dr.  Hvoslef,  who  practiced  medicine  in  Minneapolis 
from  1892  until  his  retirement  in  1923,  had  been  asso- 
ciated with  the  hospital  many  years  and  also  took  an 
active  part  in  building  the  present  hospital. 

He  was  the  son  of  Fredrik  Waldemar  Hvoslef,  bishop 
of  Tromso,  Norway,  and  later  bishop  of  Bergen,  Nor- 
way. 

Dr.  Hvoslef  studied  medicine  at  University  of  Oslo. 
He  came  to  the  LJnited  States  in  1892. 

He  was  a member  of  Hennepin  County  Medical 
society  and  American  Medical  association. 

Dr.  Thayer  C.  Davis,  62,  practicing  physician  in 
Wadena  since  1922,  died  November  18  of  a heart  at- 
tack. He  was  a.ssociated  in  the  Davis  Clinic  with  his 
brother,  L)r.  Thomas  IDavis. 

Dr.  William  I, owe,  who  practiced  medicine  until 
two  years  ago,  died  at  Madison,  S.  D.,  November  15 
at  the  age  of  88. 

Dr.  George  R.  Dunn,  62,  Minneapolis  surgeon, 
died  December  11,  in  his  home  following  a long  illne.ss. 

He  was  born  in  Princeton,  Minn.  He  was  a graduate 
of  Ffamhne  university,  St.  Paul,  and  Johns  Hopkins 
university,  Baltimore,  Md. 

Dr.  Dunn  had  served  as  clinical  assistant  professor  of 
surgery  at  University  of  Minnesota  and  was  president 
of  the  surgical  staff  of  Northwestern  hospital  in  1941. 
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announcing 


Roniacul  Tartrate  does  not  produce 
tolerance.  It  can  therefore  be  given 


significant  factor  in  the  treatment 
I of  peripheral  vascular  diseases. 
Available  in  scored  50-mg  tablets. 

1 

1 HOFFMANN -LA  ROCHE  INC  • NUTLEY  10  • N.  J. 


Roniacol  Tartrate 

tablets 


brand  of  beta-pyridyl  carbinol  tartrate 


vasodilator 


a new 


A new  peripheral  vasodilator, 
Roniacol  Tartrate  offers  clinically 
valuable  advantages.  Its  action  is 
more  prolonged  than  that  of  nicotinic 
acid  yet  there  is  less  likelihood 
of  severe  flushing  or  side  reactions. 


^Roche' 


T.M. — Roniacol 
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Book  Reviews 


Intracranial  Tumors,  2nd  Ed.,  by  Percival  Bailey,  M.D. 
Chas.  C.  Thomas  Co.,  478  pages,  155  ills.,  16  plates,  ^10.50. 


This  work  on  intracranial  tumors  comprises  one  of  the  most 
systematic  and  clearly  presented  treatises  ever  written  on  this 
subject.  Actually,  the  title  of  this  book,  namely,  hitracranial 
Tumors,  is  a little  modest.  Dr,  Bailey  has  subtly  interwoven 
in  his  presentation  a fairly  adequate  discussion  of  neurophysi- 
ology and  clinical  neurology. 

The  first  three  chapters  of  this  book  are  devoted  to  a gen- 
eral discussion  of  a "few"  fundamental  anatomical  and  physio- 
logical concepts,  including  such  subjects  as  arterial  and  venous 
supply  of  the  brain,  cerebral  cytoarchitectonics,  cerebrospinal 
fluid  flow  and  the  ventricular  systems,  cortical  representation. 
These  chapters  are  followed  by  a separate  discussion  of  the 
more  common  intracranial  neoplasms.  The  method  chosen  by 
the  author  for  his  discussion  is  a little  unusual  In  texts  but  cer- 
tainly makes  for  added  interest.  Each  tumor  type  is  introduced 
by  one  or  two  case  histories  presented  as  if  a clinic  were  being 
given.  These  cases  are  used  as  an  introduction  to  a more  de- 
tailed discussion  of  the  clinical  and  pathological  aspects  of  the 
individual  tumor  types.  All  descriptions  and  discussions  have 
been  kept  simple,  brief  but  complete  in  every  respect.  Operative 
techniques  have  been  reduced  to  a minimum  and  concentrated 
m a single  small  chapter  at  the  end  of  the  book.  The  illustra 
tions  are  a little  unusual.  In  order  to  avoid  the  glare  of  most 
photographs,  the  author  has  used  drawings  to  illustrate  the 
book.  At  first  one  may  be  a little  disappointed  in  these  illustra- 
tions but  further  study  of  them  makes  one  feel  more  and  more 
satisfied  with  them. 

This  book  can  be  highly  recommended  to  everyone  in  the 
profession  as  an  example  of  excellency  in  medical  writing.  It 
can  be  particularly  recommended  to  every  student  in  the  neuro- 
logical sciences  as  a "must"  in  his  reading  and  an  invaluable 
addition  to  his  library.  A.B.B. 


Failures  in  Psychiatric  Treatment,  edited  by  Paul  H. 

Hoch,  M.D.  New  York:  Grune  and  Stratton,  241  pages, 

^4.50,  1948. 

Th  is  book  IS  a published  record  of  the  symposium  on  failures 
in  psychiatric  treatment  which  comprised  the  proceedings  of 
the  37th  annual  meeting  of  the  American  Psychopathological 
Association  held  in  New  York  in  1947.  It  is  essentially  a scries 
of  papers  discussing  the  limitations  and  failures  in  the  major 
divisions  of  psychiatric  practice  and  m the  more  specific  thera- 
pies, such  as  insulin  and  electroshock. 

The  introductory  chapter  is  by  Nolan  D.  C.  Lewis,  with  a 
discussion  by  Samuel  W.  Hamilton.  Other  chapters  and  dis- 
cussions are  by  equally  authoritative  and  well-known  authors. 
A summary  of  the  symposium  findings  by  the  editor  concludes 
the  book.  The  chapter  on  psychoanalysis  by  Clarence  Obern- 
dorf  is  concerned  chiefly  with  a discussion  of  the  type  of  cases 
best  treated  by  this  method.  The  chapter  on  psychobiology  by 
Muncie  and  Renee  gives  the  principles  of  this  methodology. 
The  short  chapter  on  group  psychotherapy  by  John  Cotton  is 
an  excellent  discussion  of  this  new  form  of  treatment.  The 
chapters  on  insulin  and  electroshock  offer  many  practical  con- 
clusions on  the  indications  and  contraindications  of  these  thera- 
pies. Other  subjects  discussed  are  hypnosis,  child  psychiatry, 
treatment  of  criminals,  psycho.somatic  therapy,  lobotomy,  epi- 
lepsy, central  nervous  system,  syphilis,  and  .social  case  work. 
The  presentations  for  each  subject  arc  rather  general  and  the 
various  therapies  arc  evaluated  on  a personal  basis  rather  than 
by  the  presentation  of  definite  statistics.  This  is  explained  by 
J.  McVicker  Hart  in  his  discussion  on  failures  in  social  case 
work  as  being  due  to  lack  of  common  criteria  in  cither  success 
or  failure  of  individual  cases.  Other  authors  place  the  difficulty 
in  nomenclature  and  delineation  of  clear-cut,  diagnostic  entities 
as  a major  handicap  in  compiling  accurate  statistics.  The  hook 
IS  valuable  in  that  it  presents  in  a brief  fashion  an  over-all  pic- 
ture of  the  indications  and  limitations  of  the  common  forms  of 
therapy  in  psychiatric  practice.  W.C. 


Rehabilitation,  Its  Principles  and  Practice,  by  John  E. 
Dairs,  M.D.  New  York:  A.  S.  Barnes  and  Co.,  Inc.,  264  pp. 


In  this  bulk  the  author  discusses  the  problems  of  rehabilita- 
tion of  the  phys' • and  mentally  til.  He  emphasizes  the  fact 

that  good  rehaL  m must  be  aggressive  and  aimed  away 

from  merely  hospitalizing  a patient  in  order  to  protect  society. 
It  must  be  directed  at  utilizing  the  patient’s  needs,  interests, 
and  capacities  with  the  view  of  returning  the  individual  to  so- 
ciety as  a functioning  component.  In  order  to  institute  practical 
rehabilitation  the  author  discusses  the  importance  of  correlating 
the  various  techniques  and  approaches  developed  by  the  psy- 
chologist, psychiatrist,  vocational  and  recreational  specialists. 

The  author's  philosophy  is  certainly  plausible  and  well  han- 
dled. This  volume  should  be  of  value  to  the  various  groups 
who  are  participating  in  the  rehabilitation  of  these  emotionally 
ill  individuals.  A.B.B. 
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eent  opportunity 

Wanted,  EENT  M.D.  in  Minnesota  Clinic  group  of 
four.  Salary  first  year  with  percentage  or  partnership  the 
second  year.  Madison  Clinic,  Madison,  Minnesota. 

COLLEGE  PHYSICIAN  WANTED 

Wanted — Physician,  full-time,  Kansas  State  College, 
Manhattan.  7,000  students.  Good  hospital,  clinic,  and 
working  conditions.  Adequate  salary.  Write  credentials. 
Director,  Student  Health  Service. 

OFFICE  FOR  RENT 

Good  location  for  general  practice  in  Anoka.  Office 
for  rent  on  ground  floor — downtown  on  Main  Street. 
Can  make  money  if  willing  to  work.  Equipment  for  sale 
includes  good  X-ray — reasonable.  George  H.  Schlessel- 
man,  M.D.,  3 20  E.  Main  St.,  Anoka,  Minn. 

FOR  RENT 

Suitable  for  medical  or  dental  clinic,  second  floor  of 
brick  building,  up  to  2,000  square  feet,  divided  into  two 
units  of  four  rooms  each;  two  separate  water  connections. 
Bright  and  cheerful  corner  location  facing  Mississippi 
River  and  University  of  Minnesota  on  Minneapolis-St. 
Paul  car  line.  Box  894. 


ASSISTANCE  AVAILABLE 
Woodward  Medical  Personnel  Bureau  ( formerly  Aznoes 
— Established  1896)  have  a great  group  of  well  trained 
physicians  who  are  immediately  available.  Many  desire 
assistantships.  Others  are  specialists  qualified  to  head 
departments.  Also  Nurses,  Dietitians,  Laboratory,  X-Ray 
and  Physiotherapy  Technicians.  Negotiations  strictly 
confidential.  For  biographies  please  write  Ann  Wood- 
ward, Woodward  Medical  Personnel  Bureau,  185  North 
Wabash,  Chicago. 


ABBOTT  OFFERS  THENYLENE-A.P.C. 

Thenylenc-A.P.C.  ( Methapyrilene,  Aspirin,  Phenacetin 
and  Caffeine,  Abbott)  is  indicated  for  use  in  accordance  with 
recent  reports  that  annoying  symptoms  of  the  common  cold  are 
aborted  by  administering  an  antihistaminic  drug  in  the  initial 
phase  of  the  attack.  It  offers  a proved  antihistaminic  com- 
pound and  a well-established  analgesic-antipyretic  A.P.C.  com- 
bination. Each  capsule  contains  Thenylene  Hydrochloride 
(Methapyrilene  Hydrochloride,  Abbott),  25  mg.;  acetylsalicylic 
acid  (aspirin),  230  mg.  (31'  grs.)  ; phenacetin  (acetopheneti- 
din),  150  mg.  (2';  grs.),  and  caffeine,  30  mg.  {Vi  gr.)  This 
is  to  he  dispensed  only  by  or  on  the  prescription  of  a physician. 


Advertisers ’ Announcements 


FEBRUARY,  1950 


Volume  LXX,  No.  2 


IN  THIS  ISSUE 


Foreword  .............  35 

MAURICE  B.  VISSCHER,  M.D. 

An  Outline  of  Minnesota’s  Medical  History  ......  36 

EDWARD  L.  TUOHY,  M.D. 

A Brief  Sketch  of  North  Dakota  Medicine  ......  40 

F.  L.  WICKS,  M.D. 

Medicine  in  South  Dakota  — 1870  to  1950  ......  43 

WILL  E.  DONAHOE,  M.D. 

Wisconsin  Medicine  in  Retrospect  ........  46 

ERWIN  H.  ACKERKNECHT 

Pioneer  Medicine  in  Manitoba  . ........  49 

J.  D.  ADAMSON,  M.D. 

The  History  of  the  Medical  School  of  the  University  of  Minnesota  . . 51 

E.  T.  BELL,  M.D. 

Meet  Our  Contributors  ..........  55 

Cerebrospinal  Meningitis  ..........  57 

ALEXANDER  R.  MacLEAN,  M.D. 

Eighty  Years  of  Progress  in  Pediatrics  . . . . . . . 61 

IRVINE  McQUARRIE,  M.D. 

The  Odyssey  of  Proctology  ..........  65 

WALTER  A.  FANSLER,  M.D. 

Endemic  and  Epidemic  Diseases — 1870  to  1950  ......  69 

GAYLORD  W.  ANDERSON,  M.D. 

Eighty  Years  of  Progress  in  Surgery  . . . . . . . . 73 

OWEN  H.  WANGENSTEEN,  M.D. 

M.  C.  Woodworth,  Pioneer  Eye  Specialist  .......  79 

FRANK  E.  BURCH,  M.D. 

Osteitis  Condensans  Ilii  ..........  81 

WALTER  H.  UDE,  M.D. 

Editorials: 

An  Eighty- Year  Perspective  .........  84 

J.  A.  MYERS,  M.D. 

The  Importance  of  Medical  History  .......  85 

E.  L.  TUOHY,  M.D. 

American  College  Health  Association  News  ......  86 


PREPARATION  OF  MANUSCRIPTS 


JOURNAL-LANCET  extends  an  invitation  to  the 
profession  for  articles  with  the  understanding  that  they 
are  original  contributions  not  previously  published. 

Manuscripts  arc  to  be  typed  on  one  side  of  the  paper 
with  double  spacing.  Illustrations  must  be  in  the  form 
of  glossy  prints  or  drawings  in  black  ink.  Please  do 
not  attach  legends  to  the  pictures.  A reasonable  num- 
ber (two  or  three)  illustrations  are  published  free  of 


cost:  special  arrangements  must  be  made  for  excess  or 
highly  finished  illustrations  or  tables. 

Bibliographic  references  should  be  at  the  end  of  the 
manuscript  and  not  in  footnotes.  Each  reference  should 
include  the  following  information  in  the  order  indi- 
cated: Name  of  author  with  initials;  title  of  article: 

name  of  periodical:  volume,  page  and  year.  Reprints 
are  prepared  on  order. 


Copyright  1950  by  Lancet  Publications,  Inc.,  Publication  Office.  5 14  Essex  Building.  84  So.  10th  St..  Minneapolis  3. 
Entered  as  second-class  matter  at  the  postoffice  at  Minneapolis  under  the  act  of  March  3,  1879.  This  issue  5,000 

Published  monthly.  Single  Copies  35c.  One  Year  $'i 


Minn 

copies 


That  vitamin  A in  aqueous  solution  is  more  readily  and  more  fully  absorbed  and 
utilized  than  vitamin  A in  oily  solutions  (such  as  percomorph  liver  oils)  is  now 
amply  confirmed.* 

Substantially  higher  blood  and  liver  levels  are  obtained  with  aqueous  solutions  of 
vitamin  A,  while  loss  through  fecal  excretion  is  only  l/5th  that  of  vitamin  A given 
in  oil  solution. 


vi-syneral  vitamin  drops 


100%  natural  vitamins  D and  A 
in  aqueous  solution  . . . 
the  original  aqueous 
n lulti-vita  m in  solu lion 
marketed  since  19 AS. 


Each  0.6  cc. 
as  marked  on  dropper 
supplies: 


Vitamin  A 

5,000  U.S.P.  Units 

Vitamin  D 

1,000  U.S.P.  Units 

Ascorbic  Acid 

50  mg. 

Thiamine 

1 mg. 

N iacinamide 

5 mg. 

Riboflavin 

0.1,  mg. 

Pyridoxine 

0.1  mg. 

Pantothenic  Acid 

2 mg. 

In  aqueous  solution  . . . contains  no  alcohol 

Perfect  miscibility  with  infant's  formula, 
milk,  etc.;  no  fish  taste  or  odor. 


*Send  for  sample  and  literature 

u.  s.  vitamin  corporation 

casimir  funk  laboratories,  inc.  (affiliate) 

250  E.  43rd  St..  New  York  17.  N.Y. 


Foreword 

THE  FIRST  EIGHTY  YEARS  — AND  THE  NEXT 

The  Journal-Lancet  has  demonstrated  by  its  growth  through  eight  decades  that  it 
has  served  and  is  serving  important  needs  of  the  medical  profession  in  a large  area  of  the 
country.  A medical  journal  is  a social  institution,  and  as  such  has  an  obligation  to  examine 
periodically  its  record,  its  policies  and  its  potential  effectiveness  to  do  its  job  to  determine 
whether  it  is  on  the  right  track. 

This  journal  has  lived  through  the  days  of  the  frontier,  the  early  settlements  and  the 
growth  of  the  cities.  It  has  seen  the  transitions  from  the  doctor  who  was  trained  by  the 
preceptor  method,  through  the  diploma  mills  and  proprietary  medical  schools,  to  the  system 
of  scientific  medical  education  which  is  mainly  responsible  for  the  high  quality  of  training  of 
physicians  in  1950.  The  character  of  the  practice  of  medicine  has  undergone  a revolution 
since  1870. 

The  Journal-Lancet  has  attempted,  with  a fair  measure  of  success,  to  meet  the  needs 
of  a changing  medical  world  in  its  first  eighty  years.  It  has  a challenge  in  the  years  ahead 
to  meet  the  needs  of  the  future.  One  need  not  be  a prophet  to  be  able  to  predict  the  direc- 
tion of  the  changes  the  medical  world  will  see,  because  many  changes  are  now  in  progress. 
The  application  of  chemistry  and  physics  to  medicine  is  well  under  way,  but  it  has  only 
begun.  The  tantalizing  hints  we  now  have  of  the  role  endocrinology  may  play  in  the  con- 
quest of  diseases  ranging  from  rheumatic  fever  to  allergies  only  serve  to  emphasize  the  tre- 
mendous possibilities  of  medical  chemistry.  Likewise  in  physics  the  present  points  to  future 
gains.  As  to  both  fields  medical  journalism  has  a great  opportunity  for  service  because  med- 
ical journals  are  the  primary  tools  for  informing  the  profession  about  advances. 

The  Journal-Lancet  has  an  important  part  to  play  in  helping  the  medical  profession 
make  and  utilize  the  advances  which  the  next  years  are  bound  to  see.  Its  publishers  and  its 
editors  recognize  the  challenge  and  intend  to  meet  it. 

Maurice  B.  Visscher,  M.D. 
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An  Outline  of  Minnesota’s  Medical  History 

Edward  L.  Tuohy,  M.D.* 

Duluth,  Minnesota 


Many  young  men  in  medicine  would  throw  history 
out — adopting  the  cynical  assay  of  Tallyrand — 
"History  teaches  chiefly  that  it  teaches  nothing.”  Ob- 
viously this  appraisal  holds  much  fact.  The  youth  of 
every  land  make  the  best  revolutionaries;  they  have  the 
most  time  to  gamble  with  life.  The  molding  of  every 
professional  group  enforces  a degree  of  singleminded- 
ness. "The  power  that  comes  with  membership  of  a 
great  professional  cast,”  Sean  O’Faolain  points  out  in 
discussing  the  Irish  clergy:  "In  short,  the  Priest  while 
apparently  not  of  this  world  is  tn  it  up  to  his  neck.” 

In  a series  of  headings  largely  unsupported  by  either 
argument  or  statistical  data,  I aim  to  give  some  of  the 
explanation  of  what  we  may  call  this  explosive  and  dy- 
namic development  in  Minnesota.  In  point  of  fact  I 
have  some  right  to  comment  because  I have  lived 
through  nearly  three-quarters  of  a century  of  this  de- 
velopment and  shall  refer  to  it  later. 

1.  The  region  under  discussion  was  ready  for  develop- 
ment. It  offered  security  to  those  people  capable  of 
fighting  for  it;  endowed  solely  with  their  native  intelli- 
gence and  skill  with  which  to  meet  up  with  the  fertile 
wilderness  and  capture  from  the  earth  its  vast  munifl- 
cence.  Toynbee,  the  current  apostle  of  historical  concepts 
and  interpretation  says  that,  "History  arises  out  of  a 
series  of  challenges  and  responses.”  This  challenge  and 
this  response  should  lead  us  to  ponder  deeply  upon  our 
further  Minnesota  development  and  how  we  may  safe- 
guard it. 

2.  The  equipment  of  those  early  Minnesota  settlers 
included  more  than  physical  prowess.  We  may  illustrate 
with  R.  G.  Colhngwood’s  concept  of  history — "History 
proper  is  the  history  of  tlniught;  there  are  no  mere 
events  in  history.”  This  gives  us  a hint  as  to  why  the 
study  of  history  has  been  unpopular:  too  much  about 

battles,  events,  deeds  and  names  of  the  conspicuous  folks 
of  the  periods.  The  news  about  Minnesota  had  pene- 
trated into  many  of  the  European  homelands.  Famine, 
economic  turmoil,  political  and  landlord  oppression  and 
religious  discrimination  had  produced  a type  of  think- 
ing that,  like  Kettering’s  idea  of  invention  "begins  as  a 
thought  process,”  gave  unity  of  purpose  of  mind  and 
heart  to  a wide  variety  of  racial  groups.  That  "way  of 
life”  without  coercion  or  dictation  was  to  exemplify 
again  the  glorious  story  of  the  seed  falling  on  fallow 
ground. 

3.  A few  words  about  fallow  ground.  The  most  in- 
delible of  all  history  is  written  in  the  rocks.  The  suc- 
cessive over-running  of  five  glacial  drifts  apportioned 
and  provided  for  this  glorious  land — its  lakes  and  rivers; 

I roin  the  Department  of  Medicine,  The  Duluth  Clinic, 
IDuluth,  Minnesota. 


woods  and  prairies;  unexampled  fertile  soil;  indeed  the 
priceless  rocks  and  minerals  under  the  soil  which  in  turn 
gives  timber;  the  unparalleled  waterways;  the  fisheries; 
the  fur-bearing  animals  and  wild  game — -the  perfect  set- 
up for  immediate  sustenance  even  though  the  rapid  ex- 
haustion of  these  our  prehistoric  inheritances  represent 
a challenge  for  the  future  (conservationism) . 

4.  The  right  kind  of  emigrants  came  to  this  right 
kind  of  land  fully  prepared  to  deal  with  its  adverse 
attributes  and  the  "know-how”  to  develop  orderly  com- 
petitive existence.  With  the  cold  wind  of  the  cold  war 
blowing  at  us  through  the  microphones  of  many  broad- 
casters, It  is  timely  to  remark  that  white  men  and  women 
were  going  to  Siberia  at  the  same  time,  and  before,  the 
Minnesota  area  was  being  populated.  The  selfsame  ice 
ages  had  contributed  to  vast  areas  of  northern  Asia  in 
fertility  and  promise  equal  to  that  in  Minnesota.  We 
should  remember  also  that  not  only  did  the  Russians 
give  their  name  to  the  water  connection  between  Asia 
and  North  America  hut  they  even  penetrated  and  built 
forts  in  California  before  they  were  displaced  by  the 
Spanish  conquistadores  from  the  south.  But  the  name 
Minnesota  was  euphonious  and  inspiring;  Siberia  con- 
noted chains,  solitude  and  segregation.  The  Muscovite 
thought  processes  are  no  different  today  in  Czechoslova- 
kia than  they  were  when  Peter  the  Great  sent  Colonel 
Behring  across  Siberia  to  North  America. 

“y.  America  was  warming  up  for  the  industrial  age. 
The  groundwork  had  already  been  laid;  New  England 
had  two  centuries  of  progress,  trial  and  experiment,  and 
many  had  already  heard  of  the  fabulous  middle  west. 
Some  came  because  of  their  health  and  the  climate  of 
Minnesota  was  said  to  cure  consumption.  The  lines  of 
communication  with  the  East  were  becoming  better  and 
better  established;  there  was  a market  for  every  worth- 
while product;  the  railroads  and  the  waterways  were  soon 
at  hand  for  shipment.  European  investments  had  built 
up  great  "dollar  surplus.”  Liverpool  millers  and  mer- 
chants financed  the  northwest  wheat  grower.  Chicago 
boomed  and  mushroomed  and  very  soon  every  farm  boy 
had  either  "McCormick”  or  "Deering”  imprinted  on 
the  seat  of  his  pants.  The  days  of  hand  cultivation  of 
the  .soil  with  bare  subsistence  in  return  did  not  obtain 
for  long.  Priceless  individual  skills  like  weaving,  car- 
pentry or  stone-masonry  were  soon  to  be  discarded  after 
Henry  Ford  and  Sears,  Roebuck  led  the  mass  production 
schedules. 

Furthermore,  people  came  in  consolidated  units  in 
succeeding  waves,  where  the  later  comers  found  fellow 
country  folk  eager  to  share,  with  unheard-of  enthusiasm, 
a country  where  they  could  actually  own  their  own  land 
and  select  their  own  methods  of  government.  The  less 
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said  about  the  displacement  of  the  native  Indians  the 
better  for  our  pride.  It  was  one  of  the  many  historical 
inevitables.  Indian  medical  lore  was  as  impractical  for 
the  white  man  as  the  latter’s  way  of  life  was  for  the 
red  man.  The  two  races  were  separated  by  a wall  of  at 
least  one  thousand  years;  based  less  upon  intelligence 
than  upon  Collingwood’s  thought  processes.  Living  the 
tribal  way,  the  area  was  crowded  when  the  whites  came. 
With  self-sacrifice  beyond  compare,  the  early  Christian 
missionaries  were  all  too  few  in  numbers  to  adequately 
compete  for  the  souls  of  the  Indians  the  while  their 
bodies  were  so  thoroughly  diseased  (smallpox  and  syph- 
ilis) by  the  debauching  white  explorers  and  traders. 

The  Momentum  oe  Migration  and  Men 

This  was  the  natural  background,  to  which  was  added 
a concatenating  set  of  events  and  sequences  unparalleled 
in  recent  times.  Between  1850  and  the  turn  of  the  cen- 
tury medicine  in  terms  of  distribution  and  service,  the 
development  of  medical  education,  provision  of  hospitals 
for  the  insane  and  handicapped  as  well  as  for  the  routine 
care  of  the  fit  and  sturdy  was  to  keep  well  in  advance 
of  facilities  such  as  roads,  bridges,  terminals,  docks,  rail 
connections,  telegraph  and  telephone — all  of  which  knit 
together  the  Minnesota  we  know.  Minnesota  medicine 
owes  a great  debt  to  the  colleges  and  universities  in  our 
eastern  states  and  to  the  provinces  of  Canada  for  the 
many  pioneer  physicians  who  came  into  Minnesota  after 
1850.  It  might  be  supposed  that  among  the  great  num- 
bers who  came,  especially  from  the  Scandinavian  coun- 
tries and  Germany,  that  a considerable  number  of  for- 
eign trained  physicians  would  come  with  the  respective 
national  groups;  but  that,  with  a few  exceptions,  did 
not  prove  to  be  the  case.  In  the  year  of  territorial  desig- 
nation (1849)  there  was  said  to  have  been  only  five 
thousand  white  people  censused;  but  in  1860,  there  were 
172  thousand.  To  indicate  the  Scandinavian  influx: 
there  was  said  to  be  only  12  of  that  origin  in  1850, 
increasing  to  12  thousand  in  1860  but  in  1890  there  were 
100  thousand  Swedes,  102  thousand  Norwegians  and 
14  thousand  Danes.  Between  1850  and  1860  German 
born  increased  from  147  to  18  thousand!  In  1920  it  was 
estimated  that  the  foreign  born  and  their  children  made 
up  64  per  cent  of  Minnesota’s  population.  The  manner 
in  which  they  came  here  and  settled  is  too  long  a story 
for  this  record;  the  motivating  purposes  and  agencies 
have  already  been  inferred.  Much  medical  history  has 
already  been  written  dealing  with  this  period  up  to  1900. 
Most  of  it  has  been  written  up  and  published  in  the 
numbers  of  Minnesota  Medicine  (the  official  journal  of 
the  Minnesota  State  Medical  Society)  since  the  society 
designated  "an  historical  committee’’  in  1928.  To  this 
record  I shall  presently  refer,  but  before  doing  so  I 
desire  to  give  some  of  the  reasons  that  occur  to  me  why 
we  need  more  readers  of  medical  history  because  without 
them  the  worthwhileness  that  should  redound  to  the 
profession  will  not  be  forthcoming. 

Techniques  oe  Historical  Writing 

Publishing  medical  history  has  been  a labor  of  love 
as  the  representative  of  Paul  B.  Hoeber  told  me  in  the 


year  1928.  Dr.  Hilding  Berglund  led  me  up  to  the 
publisher’s  booth  at  a national  medical  meeting  and  said, 
"Buy  all  the  back  volumes  and  subscribe  for  the  Annals 
of  the  Hsitory  of  Medicine.”  I did  so  and  I have  never 
made  a better  investment.  LJnhappily  this  great  journal 
was  one  of  the  World  War  II  casualties.  One  of  the 
first  articles  I chanced  upon  on  opening  the  uncut  vol- 
umes held  in  essence  this  bit  of  advice,  "Do  not  try  to 
engulf  medical  history  chronologically  or  en  masse; 
pick  out  an  item,  a man,  a disease  or  a period,  follow  it 
back  source  by  source  to  original  documents,  copies 
thereof,  sources  of  any  kind  anywhere  available.”  We 
see  that  wonderfully  exemplified  in  the  sequence  of  the 
lives  of  William  Osier  and  Harvey  Cushing  and  now  in 
the  brilliant  biography  of  the  latter  by  John  Fulton. 
The  tie  that  links  all  these  men  together  is  the  study 
of  the  life  and  writings  of  Andreas  Vesalius;  but  what 
a wealth  of  medical  history  is  unearthed,  classified  and 
incorporated  into  brilliant  writing  to  stimulate  in  turn 
countless  others. 

Minnesota  was  invaded,  as  it  were,  by  the  Great 
Waterways  (the  Great  Lakes  and  the  Mississippi  river). 
Grace  Nute’s  "The  Voyageurs”  beautifully  outlines  the 
former  as  did  Lovelace’s  "Early  Candlelight”  the  latter. 
The  early  settlements  were  military  forts  soon  to  be  fol- 
lowed by  the  erection  of  docks,  storehouses  and  the  other 
facilities  wherever  traffic  is  broken  and  the  inland  is 
traversed  by  other  routes,  canoe  trails,  stage  lines,  dirt 
roads,  rail  lines  and  ultimately  the  surfaced  highways 
that  were  to  carry  the  enormous  motor  traffic  we  know 
today.  The  Chicago,  Milwaukee  and  St.  Paul  Railroad 
came  to  Winona  in  1872,  and  the  river  traffic  to  St.  Paul 
from  Galena  was  made  obsolete  when  at  the  end  of 
1872  "Minnesota  had  1900  miles  of  railroad.”  From 
the  standpoint  of  medical  history  in  Minnesota  this  lively 
expansion  may  be  sensed  but  not  fully  appreciated. 
As  the  railroads  extended  their  tracks  they  dotted  the 
lines  every  six  or  eight  miles  with  stations.  A good  his- 
torical topic  would  be  an  analysis  of  the  growth  and 
development  and  later  shrinkage  as  many  of  the  settle- 
ments* dried  up.  In  fact  the  process  is  still  going  on. 
The  point  to  remember  is  that  most  of  these  way  sta- 
tions, even  in  early  days,  had  medical  service,  at  least 
of  a type;  and  we  begin  to  recognize  what  it  meant  to 
give  this  service  at  a time  when  saddle  bag  "doctoring” 
yielded  to  the  various  types  of  carts  and  buggies  and  the 
cartoonist  version  of  the  stork  leading  out  ahead  of  the 
tired  horses  the  while  the  distracted  physician  toiled 
through  the  mud  at  anywhere  from  two  to  four  miles 
an  hour!  The  tracing  of  the  lives,  the  origins  and  the 
accomplishments  of  these  early  doctors  has  been  the  task 
of  those  men  and  women  writing  up  the  story  of  early 
medicine  in  Minnesota.  The  early  doctors  moved  about  a 
great  deal  as  did  many  of  the  early  settlers.  No  one  has 
traced  their  peregrinations  quite  as  fully  and  as  vividly 


*Nora  Guthrey  points  out  that  a Dr,  Golbrcath  located  in 
Orinoco  and  a Dr.  Cole  in  Marion  at  least  two  years  before 
five  people  assembled  in  the  crossroad — Rochester — that  was  to 
become  the  world’s  medical  mecca.  Orinoco  is  six  miles  north 
and  Marion  four  miles  south  of  Rochester  on  paved  highway  53. 
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as  Mrs.  Nora  H.  Guthrey  of  Rochester,  Minnesota. 
Mrs.  Guthrey’s  researches  and  reportings  may  all  be 
found  in  the  volumes  of  Minnesota  Medicine  of  the  past 
20  years.  Since  I grew  up  in  Olmsted  county  her  de- 
tailed accounting,  through  avid  studies  of  old  news- 
papers, legal  documents  and  the  results  of  personal  in- 
terviews, has  made  me  one  of  her  enthusiastic  fans. 
Writings  and  reports  of  a similar  nature  have  been  made 
for  St.  Louis  and  surrounding  counties  by  Dr.  Richard 
Bardon  and  Dr.  Owen  Parker  and  others;  while  for 
Hennepin  county  and  Ramsey,  the  late  Drs.  A.  W. 
Hamilton  and  John  Armstrong  have  inspiring  accounts. 
For  the  western  half  of  the  state  a great  deal  of  work 
IS  still  to  be  done.  Clapesattle’s  "The  Doctors  Mayo” 
you  have  all  read  and  needs  no  reminder  here.  Dr. 
Monte  C.  Piper  of  the  Mayo  Clinic  staff,  chairman  of 
the  historical  committee  of  the  Minnesota  State  Medical 
Society,  has  been  untiring  in  his  pushing  of  this  work 
and  the  support  of  Mrs.  Guthrey’s  great  work  has  re- 
sulted in  part  from  his  enlistment  of  interest  on  the  part 
of  the  great  Mayo  Clinic  and  Foundation.  This  issue 
of  Journal-Lancet  is  fortunate  in  having  a review  of 
the  history  of  Minnesota’s  Medical  School  given  by  the 
distinguished  professor  of  pathology.  Dr.  E.  T.  Bell. 
He,  perhaps  more  than  any  other  man,  has  helped  in 
molding  and  preparing  for  medicine  the  sons  of  the 
Minnesota  pioneers  who  have  entered  the  field  since  the 
turn  of  the  century.  Many  of  our  best  doctors  are  the 
sons  of  Scandinavian  ministers. 

It  must  occur  to  many  that  a story  of  the  founding 
and  growth  of  a typical  town  that  developed  in  this  area 
would  furnish  a fascinating  saga.*  Such  an  inspiration 
came  to  Margaret  Snyder.  What  was  my  delight  in 
November,  1948,  to  have  at  hand  just  such  a book,  and 
of  all  things  written  about  "my  home  town”!  Miss 
Snyder,  a former  teacher  in  Chatfield,  wrote  "the  story 
of  a pioneer  town”  and  gave  it  the  name  "The  Chosen 
Valley.”  There,  to  my  joy  and  amazement,  was  the 
story  of  my  own  people;  our  neighbors,  our  Norwegian, 
Bohemian  and  German  communities,  and  the  small  oasis 
of  Irish  entirely  surrounded  by  Scandinavians!  I was 
born  just  23  years  after  Chatfield  was  located — a land 
office  post.  Within  the  30  or  33  years  in  which  it  may 
be  assumed  that  I acquired  awareness  there  must  have 
been  a great  clatter  of  hammers  and  axes  because  the 
town  was  then  covering  as  much  area  as  it  does  now. 
But  most  of  all  was  the  account  (supplementing  Mrs. 
Guthrey’s  story)  of  the  Drs.  Augustus  and  "Met”  Trow 
— father  and  son.  The  father  attended  my  mother  in 
her  nine  confinements  and  I was  her  eighth  child. 

Despite  the  editor’s  threat  and  limitation  of  space, 
I just  must  say  something  about  the  first  doctor  I met 
in  Minnesota,  Augustus  Trow.  He  was  born  in  1832 
and  Margaret  Snyder  writes  that  he  came  from  a med- 
ical college  in  Vermont.  As  did  many  doctors  of  his 
vintage,  he  doubled  in  his  duties  and  was  an  ordained 
Baptist  lay  minister.  Miss  Snyder  writes,  "May  21, 

*Transfer  names  and  a few  items  of  dates  and  local  land- 
marks and  the  story  covers  that  of  a thousand  such  foundings 
in  this  mid-continent  empire. 


1836,  fourteen  people  then  and  there  signed  the  cov- 
enant establishing  a Baptist  society  in  Chatfield.”  Keep- 
ing in  mind  the  muddy  roads  of  his  day  and  the  toiling 
of  horses  she  adds  later,  "Dr.  Trow  was  later  read  out 
of  the  society  because  of  his  persistent  profanity.  It  just 
seemed  like  he  could  not  keep  from  swearing  at  the 
critters.”  I recall  a bout  with  the  son  "Met”  when  I 
was  about  13  years  old.  My  mother  took  me  to  see  him 
when  I had  bumps  over  my  shin  bones.  He  gave  me  a 
dark  liquid  to  paint  on  and,  since  there  were  no  direc- 
tions when  to  stop,  I kept  it  up  until  I had  developed 
over  each  shin  area  an  excellent  equivalent  of  army  put- 
tees. In  due  time  these  dropped  off,  leaving  a nice  pink 
skin  and  I am  wondering  whether  we  have  any  better 
treatment  at  this  date  for  what  was  probably  erythema 
nodosum.  My  mother  retained  the  pioneer’s  thrifty  ways 
of  saving  anything  that  might  be  useful  and  certainly 
that  included  any  medicine.  Some  years  later  "Met”, 
on  fumbling  through  her  medicine  cabinet,  took  a look 
at  this  bottle  of  "puttee”  fame,  put  it  up  to  the  light 
and  with  true  deference  to  his  father’s  training  said, 
"that’s  the  best  G — d — iodine  I ever  saw.  They  don’t 
make  it  that  good  any  more.”  My  excuse  for  putting 
this  in  is  to  add  the  personal  touch  without  which  his- 
torical narrative  becomes  encyclopedic  and  dull.  In  fact, 
I have  borrowed  the  technique  of  Mrs.  Guthrey  because 
in  one  of  her  delightful  passages  she  mentions  an  early 
doctor  of  the  period  of  the  War  of  the  States  and  the 
threat  of  smallpox.  He  abjured  his  readers  as  a method 
of  defense  to  strictly  avoid  whiskey  and  the  democratic 
party — splendid  advice  even  today. 

I have  reserved  for  the  last,  reference  to  one  of  the 
best  possible  methods  of  writing  medical  history;  and  to 
the  charming  book  just  at  hand  from  the  vivid  and  facile 
pen  of  Dr.  Jay  Arthur  Myers — "Invited  and  Con- 
quered.” * This  IS  a book  which  you  must  read  and  keep 
at  hand  for  reference.  While  Dr.  Myers  has  been  too 
lavish  in  his  praise  of  some  who  figured  in  the  anti- 
tuberculosis campaign,  he  has  been  all  too  sparing  in 
outlining  his  own  great  deeds.  He  has  supplied  a com- 
pendium of  "Who  has  been  whom”  in  our  midst.  To- 
gether with  his  able  co-workers  he  has  presented  what 
really  is  a great  review  of  Minnesota  medicine. 

The  field  lies  open  for  many  such  historical  sagas. 
The  growth  of  our  hospitals  (lay  and  religious) ; the  life 
of  men  such  as  the  late  Charles  N.  Hewitt,  our  first 
great  prototype  of  the  Pasteur  school;  the  evolution  of 
roads  and  how  they  have  put  doctors  into  concentrated 
areas  in  close  association  with  clinics  and  hospitals — in 
fact,  the  implementing  of  the  basic  resources  of  our  state 
(soil,  timber,  iron  mines,  and  an  indomitable  citizenry) 
into  the  great  American  surge  of  mass  production.  We 
are  in  it  up  to  the  roots  of  our  hair;  farms  are  getting 
larger  and  fewer  men  can  work  them,  as  horses  give 
way  to  tractors;  wingless  chickens  and  hybrid  cows  with 
selected  pigs  fed  on  hybrid  corn,  the  farmer  is  more  of 

*It  is  the  story  of  a health  resort  state  giving  free  hand  access 
of  men  and  cattle  to  the  invading  tubercle  bacillus;  the  slow 
tedious  fight  to  contain  this  great  modern  plague.  Most  of  the 
figures  I have  quoted  arc  from  this  enlightening  book. 
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I'  a geneticist  than  the  doctor.  Our  aging  population  gravi- 
f tate  into  the  larger  cities  and  become  geriatric  problems. 
[ You  may  ask  me  why  I have  avoided  naming  many  of 
I our  great  figures  in  medicine  in  Minnesota.  Well,  there 

I are  two  reasons:  in  the  first  place,  I am  giving  you  the 

references  where  you  will  find  what  you  should  read; 
and  secondly  the  only  heroic  historical  figure  so  far  suc- 
cessfully battling  the  age  is  Paul  Bunyan. 

' Suggestions  for  Reading 

The  volumes  of  Minnesota  Medicine,  historical  articles  men- 
tioned in  the  text,  especially  1930  to  date. 


And  these  books  for  background; 

The  Voyageurs,  by  Grace  Nute,  Appleton-Century,  1931. 

Early  Candlelight,  by  Maude  H.  Lovelace,  University  of  Min- 
nesota Press,  re-issued  1949. 

The  Seven  Iron  Men  (Story  of  the  Iron  Range) , by  Paul 
DeKruif,  Harcourt-Brace  & Co.,  1929. 

The  Doctors  Mayo,  by  H.  B.  Clapesattle,  University  of  Min- 
nesota Press,  1941. 

Invited  and  Conquered,  by  Jay  A.  Myers,  Webb  Publishing 
Co.,  St.  Paul,  1949. 

The  Chosen  Valley,  Margaret  Snyder,  Norton,  1948. 

The  Irish,  Sean  O'Faolain,  Devin-Adair,  1949. 
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CHRONIC  CATARRH 

Catarrh,  or  more  definitely,  post-nasal  catarrh,  is  the  most  common  affection  of  this 
climate.  It  prevails  extensively  in  this  as  well  as  all  other  Northern  states,  and  the  public 
mind  having  of  late  been  much  called  to  it,  we  constantly  hear  the  remark  that  it  is  so  much 
more  frequent  now  than  in  years  past. 

It  affects  all  ages,  and  when  once  established,  is  annoying  during  all  seasons. 

The  cause  can  readily  be  found  in  the  sudden  and  extreme  changes  of  temperature 
to  which  we  are  subjected  in  winter,  and  the  general  introduction  of  coal  and  air-tight  stoves 
IS  the  reason  why  the  disease  is  so  much  more  common  than  it  was  thirty  or  forty  years  ago. 
To  pass  from  a room,  heated  by  a furnace  to  a temperature  of  70  degrees,  into  the  open  air 
at  zero,  or  below;  or  to  step  from  a close,  highly  heated  railroad  car  upon  an  exposed  plat- 
form, where  the  cold,  piercing  wind  chills  you  through,  must  do  injury  to  the  delicate  mucous 
membrane  of  the  nose  and  throat. 

As  developed,  that  injury,  in  the  majority  of  cases,  becomes  catarrh.  Often  we  have 
at  once  all  the  symptoms  of  an  active  inflammation,  viz.:  a chilly  sensation,  followed  by  fever, 
aching  of  the  limbs  and  back;  pain  over  the  eyes;  a sense  of  stuffing  in  the  ears,  and  dryness 
in  the  nose  and  throat.  After  twenty-four  or  more  hours,  there  is  generally  a free  effusion 
of  serum;  the  nose  runs  freely,  and  the  extremity  of  suffering  is  relieved.  Often,  however, 
before  this  takes  place,  there  has  been  an  extension  of  the  inflammation  along  the  eustachian 
tubes  to  the  internal  ear,  and  violent  catarrh  is  set  up  there.  This  frequently  ends  in  sup- 
puration, and  rupture  of  the  membrane  tympani 

T reatment.  Should  a case  of  catarrh  be  seen  in  the  forming  stage,  it  is  possible  to  cut 
it  short  by  rest,  warmth,  and  the  proper  use  of  opium.  The  patient  must  remain  quiet  in  a 
warm  room,  use  a hot  foot-bath,  and  at  bed-time  take  a teaspoonful  of  paregoric,  a quarter 
of  a grain  of  morphia,  or  ten  grains  of  Dovers  powder.  It  is  worse  than  useless  to  use  any 
kind  of  snuff  or  wash  in  this  stage.  In  twenty-four  hours  he  will  usually  be  free  from  his 
catarrh,  but  with  such  remaining  sensibility  that  exposure  may  readily  start  another.  He 
should  therefore  remain  comparatively  quiet  for  a few  days  longer. 

D.  W.  Hand,  M.D.:  Chronic  Catarrh. 
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A Brief  Sketch  of  North  Dakota  Medicine 

F.  L.  Wicks,  M.D. 

Valley  City,  North  Dakota 


Because  of  the  limitations  of  this  article  only  a few 
of  the  many  rugged  individuals  who  toiled  success- 
fully for  our  profession  in  North  Dakota  can  be  men- 
tioned. However  much  this  is  to  he  regretted,  those 
active  today  can  be  left  in  hands  of  later  historians. 

The  first  individual  engaged  in  medical  practice  in 
Dakota  Territory,  of  which  our  state  was  then  a part, 
was  Dr.  William  Jayne  of  Springfield,  Illinois,  who  was 
appointed  by  President  Abraham  Lincoln  as  the  first 
governor  of  the  territory. 

The  original  pioneer  physician  of  our  part  of  the  West 
was  the  army  doctor  and  the  first  to  come  here  for  duty 
was  Dr.  W.  D.  Dibbs.  He,  and  others  in  like  capacity, 
came  with  the  troops  as  escorts  to  civilians  who  sought 
livelihood  and  adventure  because  of  the  finding  of  gold 
in  Montana  and  Idaho  in  the  early  sixties.  Dr.  J.  S. 
Weiser,  an  army  physician,  was  one  of  those  who  met  a 
tragic  death  from  Indian  gunfire. 

It  was,  however,  at  a later  period  when  the  railroads 
pushed  through,  bringing  settlers  into  the  territory  in 
great  numbers  that  the  doctors  arrived  to  stav.  For  the 
most  part  these  early  doctors  were  self-reliant,  coura- 
geous, versatile,  men  of  integrity.  Many  of  them  had 
splendid  cultural  educations  as  well  as  professional  de- 
grees. Some  became  pharmacists,  some  publishers,  others 
came  to  hold  high  political  offices  and  of  course  many 
engaged  in  ranching  or  farming  or  entered  business. 

Growth  of  the  Medical  Societies 
Even  in  territorial  days  boards  of  health  had  been 
created  to  protect  the  health  of  its  citizens  and  these 
boards  had  much  to  do  with  the  granting  of  licenses  to 
those  who  wished  to  practice  as  doctors. 

The  first  settlements,  of  course,  were  most  numerous 
along  the  railways — the  Northern  Pacific  and  the  Great 
Northern — and  in  the  Red  River  valley.  So  it  came 
about  that  the  first  medical  society  was  formed  in  the 
locality  of  Fargo,  followed  by  societies  at  Grand  Forks, 
Northwood,  Valley  City  and  New  Rockford,  and  in 
still  other  cities  as  settlement  swept  to  the  west. 

Some  medical  organization  had  taken  place  in  terri- 
torial days  for  the  Golden  Jubilee  meeting  for  the  Da- 
kotas was  held  in  Aberdeen,  South  Dakota,  in  1931. 
Dr.  A.  Carr  was  our  North  Dakota  president. 

Perhaps  first  agitation  for  a North  Dakota  state  med- 
ical as.sociation  came  as  a result  of  several  get-together 
meetings  in  the  Grand  Forks-Larimore  area.  For,  said 
these  men,  "the  profession  must  organize  if  it  is  to  pro- 
gress” and  "we  have  now  fully  one  hundred  doctors  m 
the  state  and  we  can  have  good  meetings.” 

A draft  of  a constitution  and  by-laws  was  made  fol- 
lowing a meeting  m Grand  Forks  in  1X8X.  At  a sub- 


sequent meeting  in  Larimore,  May  22,  1889,  with  about 
twenty-five  doctors  in  attendance,  this  draft  was  adopt- 
ed, officers  were  elected,  and  thus  the  state  medical  asso- 
ciation was  born. 

According  to  the  early  records  of  the  army  doctors  in 
the  territory,  the  chief  conditions  they  were  called  to 
treat  were  scurvy,  fractures,  gunshot  wounds,  accidental 
trauma  and  tonsillitis  "when  the  thaws  came.”  In  con- 
trast to  this  regime  consider  the  program  presented  at 
the  Jamestown  meeting  (the  second  annual  meeting)  in 
1890  when  over  fifty  members  were  in  attendance: 

The  President’s  Address 
Progressive  Medicine 

Practical  Points  for  the  Country  Surgeon 
The  Status  of  Feeble  Minded  and  Imbecile  Chil- 
dren of  North  Dakota 
Paranoia 

The  Country  Midwife 
Puerperal  Septicemia 
A Laparotomy 
Fracture  of  the  Skull 
The  New  Hypnotics 
Mastoid  Disease 

Dr.  J.  G.  Millspaugh  had  been  elected  president  of 
the  early,  informal  meeting  and  was  re-elected  to  the 
same  office  for  the  following  two  years.  A complete  list 
of  Association  presidents  follows,  together  with  dates 
and  places  of  the  annual  meetings: 


Year 

President 

Place 

I 887 

1 887-8 

J.  G.  Millspaugh 

Grand  Forks 

1888-9 

J.  G.  Millspaugh 

- Larimore 

1889-0 

J . G.  Millspaugh  . 

J amestown 

1890-1 

Henry  W.  Coe 

. -Fargo 

1891-2 

W.  C.  Shurlock 

- Ljrand  horks 

1 892-3 

A.  P.  Rounsevell 

- . - J amestown 

1893-4 

I N.  Wear 

- Valley  City 

1 894-5 

A B Herrick 

Fargo 

I 895-6 

H.  M.  Wheeler 

Wahpeton 

1896-7 

J.  P.  Aylen 

Grand  Forks 

1897-8 

Aug.  Eggers 

Jamestown 

1 898-9 

F.  R.  Smythe 

Fargo 

1 899-0 

Geo.  F*.  Bates 

Grand  Forks 

1 900-1 

H . J . Rowe  . . 

Fargo 

1901-2 

H D.  Quarry 

Grand  Forks 

1 902-3 

G.  A.  Carpenter 

Bismarck 

1903-4 

W.  H.  Bodenstab 

Fargo 

1904  5 

J.  A.  Rankin 

Grand  Forks 

1 905-6 

Paul  Sorkness 

Fargo 

1906-7 

R L>.  Campbell 

Minot 

1 907-8 

Chas.  MacLachlan 

Orand  Forks 

1 908-9 

H.  A.  Beaudeaux 

Fargo 

1 909-0 

J E.  Countryman 

Grand  Forks 

1910-1 

H H.  Hoaly 

Fargo 

1911-2 

C.  E.  Spicer 

Valley  City 

1912-3 

A.  J.  McCannel 

Minot 

191  3-4 

M.  MacGregor 

Grand  Forks 

1914-5 

R H Bcek 

Bismarck 

191  5-6 

V H.  Stickney 

Oevils  L.ake 

19  16-7 

V J LaKose 

New  Rockford 

19  17-8 

G.  M Williamson 

Fargo 

1918-9 

H.  A.  Pray 

Grand  Forks 

1919-0 

W.  P Baldwin 

Minot 

1920-1 

Fred  Ewing 

F'arg© 

I92I-2 

H.  H.  French 

J amestown 

1922-3 

K P Quain 

(jrand  Forks 

1 92  3 4 

James  Grassick 

Bismarck 

February,  1950 


41 


1924-5 

W.  C.  Fawcett 

Fargo 

1 

1926-7 

..  N.  O.  Ramstad 

Grand  Forks 

1 927-8 

Devils  Lake 

1 928-9  - 

W.  F.  Sihler 

Fargo 

1929-0...  . 

John  Crawford 

..  Bismarck 

1930-1 

1931-2 

Henry  M.  Waldren,  Sr.  . 

..  ..  Grand  Forks 

1932-3 

1933. 4 

Jesse  W.  Bowen 

Fargo 

1 934-5 

1 935.6  . 

A.  D.  McCannel  ..  

J amestown 

1936-7  - 

W.  A.  Gernsh 

. .Grand  Forks 

1 937-8 

Bismarck 

1 938-9  .. 

W.  H.  Long  

Fargo 

1 939-0 

Minot 

1 940-1  . 

C.  J . Glaspel  - 

Grand  Forks 

1 94  1-2  ... 

F.  W.  Fergusson 

. . Jamestown 

1942-3.  - 

A.  R.  Sorenson  . 

Bismarck 

1 943-4 

Frank  I.  Darrow  . 

Fargo 

1944-5 

F.  L.  Wicks 

Valley  Gty 

1 945-6 

Bismarck 

1 946-7  . .. 

A.  E.  Soear  

Fargo 

I 947-8 

Philip  G.  Arzt  

J amestown 

1 948.9 

W.  A.  Liebelcr  

. . Minot 

1949-0 

W.  A.  Wright  

Secretaries  of  the  Association,  perhaps  because  of  the 
nature  of  their  office,  have  served  for  longer  periods. 
Dr.  J.  Montgomery  was  the  first  secretary,  in  1887,  fol- 
lowed by  J.  E.  Engstad,  1888;  C.  D.  Conkey,  1889; 
George  McIntyre,  1890;  George  E.  Jackson,  1891;  D.  E. 
Moore,  1892;  G.  A.  Carpenter,  1893;  R.  D.  Campbell, 
1897;  Paul  Sorkness,  1900;  E.  C.  Branch,  1901;  C.  L. 
Brimi,  1903;  E.  C.  Wheeler,  1904;  H.  J.  Rowe,  1905; 
A.  J.  McCannel;  J.  G.  Lament,  1926;  Charles  Mac- 
Lachlan,  1929;  A.  W.  Skelsey,  1930;  L.  W.  Larson, 
1940;  and  O.  A.  Sedlak,  1947  to  date. 

The  first  treasurer,  was  also  Dr.  J.  Montgomery,  in 
1887,  followed  by  A.  P.  Rounsevell  in  1888;  George  Mc- 
Lain, 1891;  J.  A.  Rankin,  1893;  W.  H.  Phillip,  1902; 
J.  D.  Taylor,  1905;  Frank  J.  King,  1910;  C.  S.  Crane, 
1913;  W.  F.  Sihler,  1917;  J.  P.  Aylen,  1920;  W.  W. 
Wood,  1922;  E.  J.  Larson,  1947  to  date. 

This  was  the  era  of  the  small  town  physician,  working 
more  or  less  alone  in  isolated  communities.  Moved  by  a 
desire  to  share  information  and  experience,  and  a fra- 
ternal urge  to  meet  with  their  fellow  physicians,  here 
and  there  these  doctors  formed  small  medical  groups, 
which  in  time  became  the  component  societies  and  coun- 
selor districts  of  the  state  organization. 

At  the  present  time  the  association  is  composed  of 
12  component  societies,  with  representation  by  elected 
delegates  to  the  house  of  delegates,  now  presided  over 
by  a speaker.  Ten  councilor  districts  give  representa- 
tion in  the  council.  The  society  has  the  usual  officers, 
17  standing  committees,  5 special  committees  besides 
local  groups  which  handle  the  details  in  the  place  of 
annual  meeting.  For  the  past  several  years  the  society 
has  profited  from  employment  of  Attorney  E.  F.  Enge- 
bretson,  as  executive  secretary. 

Through  the  years  our  organization  has  had  strong 
and  forceful  representation  in  the  house  of  delegates  of 
the  American  Medical  Association. 

Our  society  also  is  aided,  supported,  benefitted  and 
complemented  through  the  formation  of  the  Woman’s 
Auxiliary,  which  was  organized  in  1947. 

At  the  last  annual  meeting  of  the  Association,  a num- 
ber of  men  who  have  practiced  medicine  in  North  Da- 
kota for  the  preceding  half-century  were  elected  to  mem- 
bership in  the  Fifty-Year  Club.  Noteworthy  is  the  fact 


that  several  of  these  pioneers,  who  according  to  the  cal- 
endar might  have  retired  some  time  ago,  are  still  in 
active  practice  today. 

Public  Health 

The  territorial  legislature  of  1885  had  provided  for 
territorial  and  county  boards  of  health  and  in  conformity 
thereto.  Dr.  E.  M.  Darrow  of  Fargo  was  appointed  first 
superintendent  of  health  for  North  Dakota.  Each  terri- 
tory had  its  own  superintendent  of  health  and  these  men 
with  their  assistants  constituted  the  examining  body  for 
those  wishing  to  enter  practice.  Our  present  department 
of  health  is  a direct  descendant  of  the  territorial  board, 
with  its  powers  and  duties  defined  by  the  revised  codes 
of  1905.  In  1907  a bureau  of  vital  statistics  was  added. 

Up  to  1921  the  superintendent  of  health  had  but  a 
very  meager  salary  and  budget  with  which  to  work. 
When  Dr.  H.  E.  French,  in  later  years  dean  of  the 
medical  department  of  our  university,  took  over  the 
health  office  he  campaigned  vigorously  for  a full-time 
health  officer  who  would  correlate  all  public  health 
agencies.  This  work  resulted  in  the  enactment  of  a law 
in  1923  creating  a state  department  of  health  and  a 
public  health  advisory  council,  and  since  that  time  the 
growth  and  usefulness  of  the  department  has  kept  pace 
with  the  progress  of  medicine.  One  provision  of  law 
stipulated  that  the  health  officer  was  to  be  a physician 
and  that  he  have  adequate  training  in  public  health. 

At  the  legislative  session  of  1907  our  profession  was 
fortunate  in  having  one  of  its  members  in  the  senate — 
Dr.  J.  D.  Taylor,  of  Grand  Forks.  It  was  he  who  spon- 
sored the  vital  statistics  act  and  also  one  for  the  creation 
of  a public  health  laboratory  to  be  established  at  the 
university  and  to  be  placed  under  competent  manage- 
ment. Both  measures  passed  and  through  the  years  since 
then  the  laboratory  has  been  of  greatest  aid  to  our  prac- 
titioners of  medicine. 

At  one  time,  for  instance,  the  laboratory  furnished  in- 
formation to  the  Federal  Public  Health  Association  re- 
garding the  isolation  of  the  bacillus  anthracis  from  Jap- 
anese shaving  brushes  found  here  in  North  Dakota. 
Later  a national  embargo  was  placed  on  these  brushes. 
Another  great  benefit  to  our  people  resulted  from  the 
blood  plasma  program  first  started  in  1944. 

Medical  Examining  Boards 

It  has  been  mentioned  that  previous  to  statehood  the 
licensing  of  doctors  was  one  of  the  duties  of  the  super- 
intendent of  health  and  his  assistants.  As  early  as  the 
first  year  of  organized  medicine  (1889)  a meeting  was 
called  by  the  state  medical  association  to  plan  a bill  for 
this  specific  purpose.  This  hill,  which  became  law,  pro- 
vided for  the  appointment  of  board  members  by  the 
governor.  This  procedure  was  followed  until  a later  law 
directed  the  appointment  of  members  by  the  governor, 
but  from  those  men  recommended  by  the  association. 

At  their  midyear  meeting  in  1907,  the  board  adopted 
a resolution  placing  the  minimum  educational  require- 
ment for  admission  to  the  medical  examination  the  same 
as  required  by  the  university  for  admission  to  its  med- 
ical school,  namely  two  years  of  college  work.  The 
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length  of  the  medical  course  was  to  be  four  years.  These 
requirements  placed  North  Dakota  with  the  top  leaders 
of  our  states  so  far  as  preliminary  education  was  con- 
cerned. 

The  medical  law  of  1911  made  requirements  still  more 
stringent  by  adding  oral  and  practical  features  to  the 
medical  examination.  Reciprocity  was  legalized  as  a 
means  of  registration.  Those  who  while  working  under 
the  "old”  law  worked  hardest  for  the  ' new”  law  of 
1911,  were  said  to  have  been  Dr.  H.  M.  Wheeler,  sec- 
retary of  the  board.  Dr.  Smyth  of  Bismarck,  and  Dr. 
Aylen  of  Fargo.  Since  those  days  our  examining  boards 
have  fought  for  much  and  against  much  in  the  interests 
of  medical  safety.  Of  the  board  members,  no  one  has 
been  more  valiant  or  hardworking  than  the  secretary 
and  executive  officer  for  many  years,  George  M.  Wil- 
liamson, M.D. 

Other  Health  Organizations 

We  are  fortunate  in  North  Dakota  in  having  a num- 
ber of  societies  composed  of  both  medical  practitioners 
and  members  of  the  laity,  which  are  active  in  health 
work  and  in  the  spreading  of  health  education.  Perhaps 
the  first  of  these  was  the  North  Dakota  Tuberculosis 
Association,  which  came  into  existence  in  1909,  with 
J.  Grassick,  M.D.,  as  president  and  Fannie  Dunn  Quain, 
M.D.,  as  secretary.  Working  closely  with  our  committee 
on  tuberculosis,  this  group  has  placed  in  the  field  the 
mobile  x-ray  unit  which  has  treversed  the  state  m screen- 
ing activities. 

Others  to  be  commended  for  their  work  are  the  North 
Dakota  Public  Health  Association,  the  Crippled  Chil- 
dren’s Society,  the  Cerebral  Palsy  Council,  and  like 
agencies. 

Other  societies  whose  members  are  specialists  but 
whose  programs  are  always  open  to  colleagues  are  those 
on  ophthalmology,  obstetrics  and  gynecology  and  pedi- 
atrics. 

The  Governor’s  Health  Planning 
Committee 

In  July  1944,  Governor  Moses  called  together  repre- 
sentatives of  many  groups  and  from  these  individuals 
a committee  was  formed  to  study  health  conditions  in 
our  state.  Hospital,  professional,  farm,  labor  and  other 
groups  were  represented  together  with  welfare  agencies, 
the  legislature  and  the  health  department.  Mr.  Haslerud, 
extension  director  of  the  state  college,  has  been  chairman 
of  the  committee  since  its  inception. 

This  committee  has  sponsored  bills  for  requirements 
for  nursing  and  hospital  licensure  and  has  supported  the 
expansion  program  of  our  medical  school.  It  has  made 
studies  on  rural  health  and  has  been  able  to  recommend 
where  new  hospital  beds  should  be  provided. 

Legislation  tor  Health  Care 

Fhrough  the  committee  on  medical  economics,  which 
had  made  a long  study  of  many  various  plans,  a bill 
was  presented  to  the  legislature,  which  would  allow  our 


state  association  to  engage  in  the  business  of  furnishing 
certain  medical  care  on  a prepayment  basis.  This  bill 
was  passed. 

After  much  more  work  and  study,  schedules  were 
perfected  and  the  plan  launched  in  Cass  County.  The 
plan  is  set  up  to  provide  care  in  cases  of  surgery,  frac- 
tures and  obstetrics.  It  has  been  a success  and  is  spread- 
ing to  the  territory  of  other  societies.  This  Physicians 
Service  or  Blue  Shield  plan  can  be  associated  with  the 
Blue  Cross  plan  and  gives  our  people  the  same  advan- 
tages as  are  given  by  the  medical  associations  of  other 
states. 

The  Veterans  Medical  Service  Division 

Such  a division  has  been  created  within  our  associa- 
tion and  is  being  found  agreeable  to  those  veterans  who 
wish  to  be  treated  in  their  home  towns  and  by  their 
own  doctors. 

Emphasis  has  recently  been  put  on  the  diabetic  detec- 
tion drive  among  the  laity  and  it  is  hoped  with  much 
benefit. 

University  Medical  Center 

Legal  status  has  been  given  to  the  Medical  Center 
Advisory  Council  which  will  be  advisory  to  the  Board 
of  Higher  Education  in  its  connection  with  the  Uni- 
versity Medical  School.  The  state  constitution  was 
amended  to  allow  a one  mill  levy  on  all  taxable  prop- 
erty within  the  state,  to  produce  a fund  for  the  medical 
center  at  the  University  of  North  Dakota. 

Some  new  building  is  being  done  on  the  campus  and 
it  is  in  the  mind  of  the  council  to  enlarge  the  curriculum 
to  provide  nursing  courses  on  collegiate  basis,  to  provide 
for  degree  courses  for  medical  technologists,  and  to 
study  expansion  of  the  present  two-year  to  a four-year 
course  in  medicine.  Doctors  who  have  been  members 
of  the  legislature  have  always  given  our  as.sociation  splen- 
did support  and  our  committee  on  legislation  has  ap- 
proved all  measures. 

In  Summary 

The  progress  of  medicine  since  territorial  days  has 
come  about  as  a result  of  the  sum  total  of  activity  of 
all  practitioners. 

Tho.se  who  have  been  placed  in  office  have  had  the 
unified  support  of  their  colleagues  at  all  times  and  they 
would  be  among  the  last  to  claim  particular  credit. 

North  Dakota  has  adequate  hospital  beds,  with  a 
steady  increase  in  their  number.  Telephones  are  every- 
where. Our  highways  are  rapidly  being  improved. 

It  is  the  desire  and  intention  of  our  practitioners  to 
furnish  the  very  highest  type  of  medical  and  surgical 
care  to  our  citizens  and  our  residents  will  receive  just 
that  kind  of  care  provided  that  the  work  of  doctors  is 
not  made  to  suffer  through  unnecessary  regulation. 

Reference 
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Medicine  in  South  Dakota — 1870  to  1950 

Will  E.  Donahoe,  M.D. 

Sioux  Falls,  South  Dakota 


Eighty  years  is  a long  period  of  service  and  surely 
something  for  us  to  meditate  upon  a little.  That  is 
what  I have  been  doing  since  receiving  the  assignment 
to  write  a history  of  medicine  in  the  state  of  South 
Dakota  for  the  anniversary  number  of  the  Journal- 
Lancet.  My  mind  wanders  oflF — picturing  the  ambition 
and  effort  put  forth  by  a few  physicians  when  this  pub- 
lication was  first  started.  I think  every  physician  could 
gain  much  from  a little  meditation,  reviewing  the  con- 
ditions under  which  it  began,  the  type  of  practice  carried 
on  by  the  physicians  of  that  day;  what  they  meant  to 
their  communities;  and  the  advances  since  made  in  medi- 
cine. Congratulations  to  the  present  editors  for  carry- 
ing on  the  Journal  in  the  form  in  which  we  have 
known  it  throughout  many  years — but  congratulations 
seem  hardly  sufficient  or  meaningful  enough. 

With  the  thought  that  such  history  had  already  been 
compiled,  I was  surprised  to  learn  from  the  office  of 
our  state  historian,  as  well  as  from  the  officers  of  our 
State  Medical  Association  and  other  physicians,  that  no 
such  material  had  ever  been  gathered  and  recorded. 
I wrote  to  four  or  five  of  the  earlier  practitioners  in 
various  areas  of  the  state,  such  as  Dr.  Mayer,  of  Aber- 
deen, our  State  Secretary;  Dr.  Fdare  and  Dr.  Jackson, 
in  the  Black  Fdills  area;  Dr.  Riggs,  of  Pierre;  and  Dr. 
Hohf,  of  Yankton,  all  of  whom  replied  with  a little  of 
the  medical  lore  of  their  section  and  expressed  them- 
selves strongly  that  now  would  be  an  opportune  time 
to  compile  a medical  history  of  our  state.  Because  of 
their  expressions  I am  going  to  continue  the  effort  to 
gather  all  the  information  possible  during  the  coming 
months,  with  the  idea  of  compiling  such  a history.  Most 
of  the  information  will  have  to  come  from  the  early 
practitioners  of  medicine,  and  the  earlier  residents  of 
various  sections  of  the  state.  We  are  a young  state,  and 
every  community  still  holds  some  of  its  earliest  settlers, 
or  their  children,  who  should  be  able  to  convey  .some- 
thing. If  this  can  be  carried  out  to  a successful  conclu- 
sion, the  Journal-Lancet  can  receive  full  credit  for 
giving  us  the  idea  and  stimulus  for  such  an  endeavor. 
Therefore,  at  this  time,  general  comment  shall  be  made, 
pertaining  to  the  medical  care  received  by  our  people, 
and  its  progress  and  development.  Statements  shall  be 
made  which,  it  is  hoped,  will  regale  the  memories  of 
many  physicians  in  our  state  to  the  point  of  criticism, 
correction,  and  addition,  all  of  which  shall  make  for 
more  material  from  which  to  compile  a correct  and 
credible  history  of  medicine  in  South  Dakota. 

In  the  anniversary  issue  of  the  Journal-Lancet, 
February,  1931,  there  was  an  excellent  review  of  the 
minutes  of  the  South  Dakota  State  Medical  Association. 
A most  complete  and  interesting  sketch  was  given  by 


Dr.  J.  F.  D.  Cook,  who  had  served  for  years  as  its 
secretary.  To  mention  a few  items  brought  out:  The 

Dakotas  came  into  corporate  existence  in  1860,  as  Da- 
kota Territory,  and  in  1861  President  Lincoln  appointed 
the  first  governor.  Dr.  William  Jayne,  a practicing  physi- 
cian of  Springfield,  Illinois.  South  Dakota  came  to 
statehood  in  1889 — 19  years  aftet  the  Journal-Lancet 
had  been  started  in  St.  Paul,  Minnesota. 

On  June  3,  1882,  physicians  from  the  eastern  part  of 
the  state  met  in  Milbank,  South  Dakota,  and  organized 
the  "Dakota  Medical  Association”  for  the  purpose  of 
appointing  delegates  to  represent  Dakota  Territory  at 
the  meeting  of  the  American  Medical  Association  in 
St.  Paul  June  6,  1882.  At  a meeting  in  August,  1882, 
credentials  of  four  physicians  were  presented  from  the 
Black  Hills  Medical  Society,  indicating  that  a society 
had  already  been  formed  in  the  Black  Hills,  and  in  1887 
the  Aberdeen  Medical  Society  affiliated  with  them.  In 
1888  the  first  scientific  paper  is  recorded,  "Surgery 
among  the  Sioux  Indians.”  In  1897  the  first  attempt  to 
legalize  the  practice  of  osteopathy  was  passed  by  Con- 
gress but  the  bill  was  not  signed  by  the  governor.  In 
1901  there  was  much  ado  about  an  epidemic  of  a pustu- 
lar skin  condition  among  the  Indians  and  whites  vari- 
ously called  "Cuban  itch,”  "Puerto  Rican  itch,”  "measles” 
and  "smallpox”.  It  was  finally  diagnosed  as  smallpox 
and  vaccination  and  quarantine  regulations  were  estab- 
lished. In  1891  the  society  became  incorporated  as  the 
South  Dakota  State  Medical  Society.  In  1906  the 
Journal-Lancet  became  the  official  publication.  As 
early  as  1882  the  meetings  were  concerned  with  regulat- 
ing the  practice  of  medicine  through  license,  enacting 
public  health  measures.  State  Board  of  Health,  etc. 

Medical  care  in  the  state  of  South  Dakota  probably 
was  similar  to  that  of  the  other  states  in  pioneer  days. 
The  Indians,  who  were  here  first,  had  their  own  medi- 
cine men  in  whom  they  probably  had  the  same  trust  and 
confidence  that  we  have  today  in  our  physicians. 
I imagine  the  period  when  the  Indians  were  placed  on 
reservations,  taken  out  of  their  tepees  and  put  in  poorly 
constructed  huts  or  shanties,  was  about  the  time  that 
tuberculosis  came  to  be  associated  with  them.  Physicians 
were  provided  later  to  administer  care,  hospitals  were 
built  and  probably  better  living  conditions  and  better 
care  were  afforded  to  them.  As  they  were  put  in  re- 
straint and  under  control,  legal  misdemeanors  brought 
many  Indians  to  our  jails,  where  close  confinement  for 
any  length  of  time  meant  tuberculosis.  It  has  been 
clearly  established  that  Lewis  and  Clark  were  the  first 
to  come  into  the  state,  in  1804,  but  there  is  no  record 
that  any  medicine  men  accompanied  them.  This  is  prob- 
ably in  contrast  to  the  missionaries  coming  out  of  Mex- 
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ico,  usually  accompanied  hy  troops  of  soldiers  and  Hav- 
ing a physician,  undoubtedly,  as  a member  of  the  party. 
Within  a few  years  fur-trading  posts  were  established. 

It  would  seem  that  the  early  settlers  coming  in  were, 
in  a large  way,  able  to  care  for  themselves.  Our  pioneer 
mothers  were  most  able  and  the  forms  and  methods  of 
treatment  in  vogue  at  the  time  could  be  administered 
by  them.  Herbs,  poultices,  and  local  applications  made 
up  much  of  the  home  treatment.  One  recollects  fresh 
cow  dung  was  not  an  uncommon  poultice  and  urine  was 
used  for  earaches  and  skin  conditions.  Later,  benefits 
from  these  were  considered  to  be  due  to  the  heat  con- 
tained but  later  research  is  bringing  out  other  reasons. 
What  a headache  green  apples  were  to  the  mothers  in 
those  earlier  days  and  what  consternation  was  caused 
when  they  later  became  the  cure  for  diarrhea.  In  all 
communities  there  was  always  a woman  who  became 
known  as  the  neighborhood,  or  community,  nurse  and 
one  to  be  sought  out  at  the  time  of  any  sickness.  She 
was  not  only  sought  after  hut  she  was  always  willing  to 
go  where  there  was  any  sickness  and  distress.  Such 
neighborliness  as  was  known  then  is  almost  unbelievable 
in  this  day.  This  same  type  of  women  became  the  mid- 
wives of  a later  day  with  the  coming  of  the  physicians. 
They  were  most  capable  and  took  great  pride  in  the 
valiant  service  they  gave  to  new  mothers  and  their  babies 
and  families.  No  eight-hour  duty  then! 

With  the  establishment  of  early  settlements  and  the 
arrival  of  the  soldiers  came  the  physicians.  The  life  of 
the  physician  in  that  day  was  unusually  difficult.  Dr. 
Jackson  writes  of  the  trials  and  tribulations  of  the  doctor 
in  the  Hills  who  had  that  vast  territory  between  him  and 
the  river  to  look  after.  Distance  between  physicians  was 
great  and  transportation,  necessarily,  had  to  be  by  foot, 
horseback  or  team.  With  no  means  of  communication 
it  was  equally  difficult  to  obtain  the  services  of  a physi- 
cian, necessitating  travel  on  the  part  of  the  patient  or  his 
family.  Even  though  the  doctors  carried  a supply  of 
medicines,  many  had  to  be  obtained  from  the  drug- 
store and  the  druggist  contributed  his  share  with  willing 
service  night  and  day.  Physicians,  in  order  to  give 
better  care,  took  over  small  homes  to  serve  as  hospitals. 
These  later  developed  into  fine  institutions.  One  inter- 
esting item  from  a Pierre  newspaper  concerns  itself  with 
what  was  probably  some  of  the  first  surgery  done  in  the 
state.  In  1880  a rancher,  attending  a party  which  became 
quite  wild,  received  a bullet  in  his  leg.  The  leg  was  am- 
putated by  two  "doctors”,  who  were  at  least  good  at 
prognosis  because  they  were  not  sure  that  he  would  live, 
so  they  sent  the  patient  off  to  Sioux  City,  Iowa,  where 
he  died  three  days  later.  It  developed  that  the  two 
"doctors”  were  the  local  druggist  and  barber! 

Some  comment  shall  be  made  as  it  had  to  do  with  my 
own  section.  My  parents  had  settled  here  in  1876  and 
I always  heard  much  of  the  medical  lore  (and  gore) 
of  the  early  days.  I remember  going  in  the  night  for 
the  doctor,  his  calling  to  me  from  out  the  window  and 
then  accompanying  me  hack  to  my  home.  We  had 
occasions  to  arouse  the  druggist  in  the  night  as  well 
but  I think  these  night  calls  were  of  emergency  or  dire 
necessity.  In  1902  I contracted  diphtheria  myself,  and 


was  told  something  of  its  diagnosis  and  treatment.  Dr. 
Schwartz,  a young  physician,  coming  from  Iowa  Univer- 
sity about  1897,  had  brought  the  first  antitoxin  and  our 
senior  physician  of  today.  Dr.  T.  J.  Billion,  who  had 
just  begun  practice,  had  the  first  incubator  and  was  able 
to  culture  the  causative  organism. 

I began  the  practice  of  medicine  in  1913,  a time 
which,  I think,  was  most  auspicious  because  I saw  the  , 

passing  of  the  horse  and  buggy  days  and  the  coming  I 

of  the  automobile.  The  joke  of  the  half  century  "get  ) 
a horse”  was  meaningful  then.  Most  small  communities 
had  a physician,  but  with  the  coming  of  the  motor  car, 
when  life  was  made  a little  easier,  the  people  also  ob-  ! 
tained  cars  and  would  drive  to  the  larger  community  for  j 
their  services.  With  such  loss  of  practice  the  physician 
likewise,  had  to  go  in  many  instances,  to  the  larger  1 
communities. 

I heard  much  of  previous  typhoid  epidemics  and  ty-  • 
phoid  was  not  uncommon  at  this  time.  As  I look  back 
in  connection  with  these  two  diseases,  I recall  particu- 
larly, in  filling  out  insurance  forms  you  would  frequently 
get  the  family  story  of  from  several  to  eight  or  ten 
brothers  and  sisters  having  succumbed  to  typhoid  or 
diphtheria.  How  seldom  we  hear  that  now.  How  seldom, 
too,  we  record  families  even  that  size!  Aside  from  anti- 
toxin for  diphtheria,  vaccinations  for  smallpox,  and  mer- 
cury for  syphilis,  there  were  few  specific  medications. 
Patent  medicines  had  a great  play  and  every  fall  drug 
store  windows  were  full  of  red  flannel-lined  leather  chest 
protectors  to  be  worn  for  the  prevention  of  colds  and 
pneumonia.  Asafetida  was  still  being  worn  about  the 
necks  of  children  for  the  prevention  of  colds. 

In  1913  Sioux  Falls  had  a poulation  of  about  15,000 
people  with  about  28  physicians,  the  old,  little,  frame, 
two-story  hospital  and  a small,  modern  one  which  had  j 

just  been  opened.  In  1870,  when  the  Journal-Lancet  | 

was  started,  Sioux  Falls  had  two  physicians,  one  of  ■ 
whom  did  not  practice,  hut  came  here  with  the  town  site  | 
company.  In  1864  he  had  been  appointed  justice  of  the 
peace  hy  the  governor  of  Minnesota,  as  this  part  of  the 
Dakota  Territory  was  then  part  of  Minnesota.  j 

In  1907  the  state  university  added  a two-year  medical 
course,  which  has  since  enjoyed  an  enviable  reputation. 

Its  students  have  always  ranked  high  in  the  classes  to 
which  they  went  to  complete  their  medical  course.  The 
state  early  established  a hospital  for  the  insane  at  Yank- 
ton; a school  for  subnormal  or  feeble-minded  children, 
as  it  was  called,  at  Kedfield;  a school  for  the  deaf  and 
mute  at  Sioux  Falls;  a school  for  the  blind  at  Gary; 
and  a hospital  for  the  care  of  tuberculosis  at  Sanator. 

The  federal  government,  for  a number  of  years,  had  a 
hospital  for  insane  Indians  (and  I think  the  only  one 
in  the  LJnited  States)  at  Canton.  At  present,  a large 
hospital  for  Indians  with  tuberculosis  is  located  at  Rapid  ! 

City.  The  federal  government  has  also  established  hos-  , 

pitals  for  the  care  of  veterans  at  Sturgis,  Hot  Springs,  ' 

and  Sioux  Falls.  j 

Schools  of  nursing  have  been  carried  on  in  a cred-  I 

itable  fashion  in  the  larger  hospitals  of  the  state.  One  I 

cannot  speak  of  medicine  in  South  Dakota  without  re-  i 
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ferring  also  to  two  large,  non-medical  clinics  at  Canis- 
tota  and  Marion.  About  the  turn  of  the  century  two 
farmers  had  attained  a reputation  as  bone  setters.  They 
built  up  office  accommodations  and,  in  recent  years,  have 
cared  for  as  many  as  1100  patients  a day.  Earlier,  there 
was  a Father  Kruger  who  gained  quite  a wide  reputation 
as  a diagnostician  and  physician  and  he  built  up  a large 
institution  in  Epiphany,  South  Dakota.  Special  trains, 
buses  and  wagons  had  to  be  run  to  carry  people  to  and 
from  his  place.  For  many  years  after  he  discontinued 
this  practice,  relatives  supplied  the  mail  order  requests 
for  pills  and  medicine. 

The  depression  days  of  the  dust  bowl  area  should  cer- 
tainly be  recounted  in  any  review  of  medical  practice  in 
South  Dakota.  This  was  a time  when  the  federal  gov- 
ernment had  to  come  in  to  insure  some  sort  of  medical 
attention  to  the  farmers  and  the  larger  communities 
were  hard  put  to  furnish  proper  care  to  their  people. 
The  physicians  suffered  economically  during  these  days. 
Savings  and  investments  dwindled,  and  insurance,  in 
many  instances,  was  lost.  Resources  were  sometimes  so 


low  that  house  calls  could  not  be  made  unless  gas  was 
furnished  for  the  car.  Many  successful  physicians  were 
reduced  to  dire  want. 

The  population  of  the  state  had  never  exceeded  that 
of  the  Twin  Cities.  Now,  since  the  war,  and  the  return 
of  better  living  conditions,  and  the  development  of  local 
institutions.  South  Dakota  is  seeing  a return  of  well- 
trained  physicians.  The  larger  cities  have  had  them, 
but  with  the  development  of  community  hospitals,  many 
are  locating  in  smaller  communities.  The  physicians  of 
the  state  have  always  been  of  high  caliber,  well-trained, 
and  have  kept  abreast  of  medical  advances,  and  have 
tried  to  serve  their  people  well. 

In  the  early  days  the  physician  was  one  of  the  few 
men  of  learning,  and  he  was  outstanding,  not  only  as  the 
family  doctor,  but  as  the  family  adviser  as  well,  and  a 
leader  in  community  affairs.  At  the  present  time,  we 
see  the  physician  returning  to  the  smaller  communities 
trained  and  well  equipped  to  give  general  and  complete 
medical  care  to  the  family,  and  the  general  welfare  and 
sanitation  will,  in  every  instance,  be  bettered. 


f Reprinted  from  ^ 
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AMYL  NITRATE  FOR  ANGINA  PECTORIS 

Death  of  Sir  James  Y.  Simpson. — It  is  with  profound  grief  that  the  pleasure  of  see- 
ing our  new  enterprise  fairly  commenced,  is  marred  by  the  fact  that  we  are  called  upon  to 
record  in  its  first  issue  the  death  of  one  of  the  greatest  and  noblest  men  our  profession  has 
ever  possessed. 

We  learn  from  our  foreign  exchanges,  that  although  first  prostrated  by  his  old  enemy, 
rheumatism,  great  hopes  were  entertained  of  his  recovery  until  he  was  seized  with  "angini- 
form  symptoms,”  (Angina  Pectoris).  Apropos  to  the  cause  of  his  death  comes  the  remem- 
brance of  an  incident  happening  when  we  were  enjoying  the  hospitality  of  his  house  some 
two  years  since.  The  subject  of  new  anaesthetics  having  been  introduced  while  at  table.  Sir 
James  spoke  of  the  nitrate  of  ammyl,  and  some  interesting  experiments  he  was  trying  with  it. 
Calling  for  a sheet  of  blotting  paper,  he  twisted  it  into  a cone,  folding  down  the  apex;  he 
then  poured  from  a small  vial  a couple  of  drops  of  the  nitrate  into  the  cone  and  passed  it 
to  a young  clergyman  who,  having  chanced  to  call  with  some  ladies  a few  minutes  before, 
was  sitting  at  his  right  hand.  The  clergyman  was  naturally  very  florid,  with  hair  of  the 
brightest  auburn.  The  merriment  of  all  the  guests  can  easily  be  imagined,  for  upon  removal 
of  the  cone  after  a few  respirations,  his  face  naturally  bright,  was  now  of  the  intensest  red, 
even  to  the  roots  of  the  hair,  and  the  gentleman  himself  entirely  unconscious  of  the  cause 
of  our  laughter,  until  catching  a glimpse  of  his  face  in  the  mirror,  he  showed  his  appreciative 
power  by  joining  us  heartily.  We  all  then  tried  it  in  succession,  each  new  experiment  causing 
a renewal  of  the  mirth.  Sir  James  then  briefly  explained  the  physiology  of  its  action,  and 
remarked  that  in  it  he  expected  to  find  "a  specific  for  that  troublesome  affection.  Angina 
Pectoris.” 


Northrvestern  Medical  and  Surgical  Journal  1:17,  1870 
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Wisconsin  Medicine  in  Retrospect 

Erwin  H.  Ackerknecht* 

Madison,  Wisconsin 


For  thousands  of  years  medicine  was  dispensed  by 
the  Indian  medicine  man  in  the  forests  of  what  is 
now  Wisconsin.  Up  to  the  1870s  even  frontier  people 
would  occasionally  resort  to  his  services.  The  only  white 
doctors  in  the  region,  previous  to  large  scale  white  settle- 
ment which  occurred  only  after  the  Black  Hawk  War 
of  1832,  were  the  regimental  surgeons  of  the  successive 
French,  English  and  American  army  installations. 

It  is  an  historical  paradox  that  one  of  the  most  out- 
standing events  in  Wisconsin  medical  history  falls  into 
this  early  period.  In  1829-30  William  Beaumont,  who 
was  stationed  in  1826-28  at  Fort  Howard  (Green  Bay) 
and  in  1828-32  at  Fort  Crawford  (Prairie  du  Chien), 
performed  a series  of  '36  experiments  upon  Alexis  St. 
Martin,  the  Canadian  trapper  with  the  stomach  hstula. 
It  IS  well  known  that  Beaumont’s  experiments  represent 
one  of  the  milestones  of  gastric  physiology,  and  one  of 
the  most  famous  medical  contributions  of  the  LJnited 
States.  Among  the  early  Wisconsin  physicians  another 
scientist  of  international  reputation  is  to  be  remembered: 
the  ornithologist  Philo  R.  Hoy,  born  in  Ohio  in  1816, 
who  came  to  Racine  in  1846  and  practiced  there  until 
his  death  in  1893. 

When  in  the  1830’s  immigration  into  Wisconsin  be- 
came a mass  phenomenon,  numerous  medical  men  en- 
tered the  state.  As  a matter  of  fact  the  ratio  of  physi- 
cians to  general  population  then  probably  reached  an 
all-time  high.  By  1846,  for  instance,  no  le.ss  than  32 
physicians  had  come  within  a decade  to  Milwaukee 
which  had  a population  of  10,000  in  1846.  Small  won- 
der then  that  many  of  these  early  practitioners  had  to 
abandon  their  profession  in  favor  of  biisine.ss  or  politics. 
Others  moved  on  west,  or  died  young.  Proficiency  in 
hunting  was  an  asset  to  the  pioneer  physician  as  in  the 
case  of  Danish-born  and  trained  Christian  Linde  (Osh- 
kosh 1842-87)  who  thus  gained  the  respect  and  confi- 
dence of  the  Indians  to  the  point  where  they  submitted 
to  vaccination  from  his  hands. 

The  usefulness  of  the  frontier  physician,  his  inventive- 
ness and  wisdom,  his  heroism,  the  hardships  he  suffered 
have  been  described  so  often  that  further  elaboration  of 
these  positive  and  romantic  aspects  seems  unnecessary. 
That  the  frontier  attracted  also  i^uite  a number  of  un- 
scrupulous and  Ignorant  individuals,  is  suggested  by  com- 
plaints in  early  medical  society  proceedings.  That  strange 
therapeutic  procedures  were  cultivated  even  by  the  best, 
IS  evidenced  by  the  application  of  a split  puppy  to  a 
fistula  of  the  epigastrium  by  a prominent  Milwaukee 
doctor  in  1848. 

From  die  Department  of  llistory  of  Medicine,  University 
of  Wisconsin  Medical  School. 


Most  of  the  early  doctors,  like  most  of  the  early  set- 
tlers, were  Yankees,  that  is  native  Americans  from  New 
England  or  New  \’ork  state,  with  a generous  sprinkling 
of  men  from  the  British  islands.  In  the  forties  Scandi- 
navian and  especially  German  doctors  appeared  in  quan- 
tities. Probably  no  more  than  one  fifth  of  the  medical 
practitioners  of  the  period  were  graduates  of  medical 
schools.  To  what  extent  the  prominence  of  the  school 
graduates  and  native-born  in  the  surviving  records  (most- 
ly medical  society  records)  reflects  actual  medical  superi- 
ority, or  to  what  extent  this  fact  is  due  to  the  political 
abilities  of  this  group  is  hard  to  judge. 

One  of  the  finest  representatives  of  this  early  genera- 
tion of  Wisconsin  physicians  was  Erashis  B.  Wolcott. 
Born  in  1804  in  western  New  York,  he  settled  in  1839 
in  Milwaukee  (population  then  700).  He  was  surgeon 
general  of  the  state  from  1842  to  his  death  in  1880  and 
rendered  signal  service  during  the  Civil  War.  The  most 
famous  of  his  many  surgical  accomplishments  is  the  re- 
moval of  a tumorous  kidney  in  1861,  the  first  nephrec- 
tomy on  record.  In  1869,  Dr.  Wolcott  married  Laura 
Ross,  one  of  the  earliest  women  physicians  of  the  state. 
The  earliest  was  probably  Mrs.  Grace  McPherson  Grant 
( 1807-1883)  who  settled  in  Ottawa  in  1842. 

It  is  consistent  that  in  this  frontier  and  Civil  War 
situation,  at  a time  shortly  after  the  discovery  of  anes- 
thesia and  antisepsis  that  Wisconsin’s  early  physicians 
should  be  most  proficient  in  the  held  of  surgery.  Ger- 
man-born Ferdinand  Rosenthal  of  Milwaukee  and  New- 
foundland-born J.  Coldy  (Watertown  1846-94)  used  in 
1848  and  1866  respectively  what  might  well  be  described 
as  aseptic  methods.  E.  L.  Griffin  from  New  Hampshire 
(Fond  du  Lac  18'35-92)  did  the  hrst  cesarean  in  Wis- 
consin in  1872.  "Listerism”  was  propagated  in  the  state 
society  as  early  as  1869  by  the  Milwaukee  surgeon  Solon 
Marks.  The  greatest  hgiire  of  what  might  be  called 
Wisconsin’s  second  medical  generation,  Nicholas  Senn, 
was  again  a surgeon.  Born  in  Switzerland  in  1844,  he 
came  with  his  parents  in  1832  to  Ashford,  Wisconsin. 
He  practiced  in  Ashford  from  1868  to  1873,  in  Mil- 
waukee from  1873  to  1893.  In  1893  he  moved  to  Chi- 
cago where  he  died  in  1908.  Senn  was  primarily  a plas- 
tic surgeon.  He  made  a hne  record  in  the  Spanish- 
American  War,  and  was  a prohhc  writer  and  great 
traveler. 

Wisconsin  suffered  from  the  cholera  epidemics  of 
1832  and  1849.  It  was  visited  bv  smallpox  in  the  1840s, 
70s  and  90s.  Malaria  was  quite  frequent  in  the  begin- 
ning but  disappeared  spontaneously  with  frontier  con- 
ditions in  the  1870s.  Typhoid,  diphtheria,  and  tubercu- 
losis took  still  a very  heavy  toll  at  the  end  of  the  cen- 
tury. This  pathology  made  Wisconsin’s  early  physicians 
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public  health  conscious.  Their  demands  for  a perma- 
nent state  board  of  health  was  fulfilled  eventually  in 
1876.  The  enthusiasm  of  the  early  LaFollette  area  of 
Progressivism  and  the  abilities  of  state  health  officer 
Cornelius  Fdarper  (in  office  1902-48)  caused  Wisconsin 
to  father  a number  of  pioneer  institutions  in  public 
health  in  the  first  quarter  of  the  20th  century,  such  as 
the  State  Laboratory  of  Fdygiene  in  1903  and  the 
Wisconsin  Psychiatric  Institute  in  1915.  An  active  state- 
supported  antituberculosis  campaign  started  in  1901,  pro- 
moted through  the  years  especially  by  Dr.  H.  E.  Dear- 
holt  and  Dr.  Rock  Slyster.  (Dr.  Rock  Slyster  was 
A.M.A.  president  in  1939,  the  only  Wisconsin  man  to 
hold  this  office.)  It  is  probably  due  to  this  general  en- 
thusiastic atmosphere  that  the  Wisconsin  State  Medical 
Society  went  on  record  in  1916  as  favoring  compulsory 
health  insurance. 

The  situation  of  the  insane  became  untenable  in  the 
1850s  with  hundreds  of  mental  patients  being  jailed,  and 
the  first  asylum  for  these  patients  was  opened  near 
Madison  in  1860  and  a second  on  Lake  Winnebago  in 
1873.  Director  of  the  latter  was  Walter  Kempster,  an 
international  authority  in  neuropathology. 

Fielding  H.  Garrison  has  rightly  stated  that  "the 
medical  history  of  these  (that  is  Midwestern)  states  is 
largely  a history  of  medical  education  and  legislation, 
including  the  formation  of  schools  and  the  foundation 
of  societies.”  The  role  of  the  medical  society  in  this 
type  of  environment  was  tremendous:  it  had  to  create 
professional  standards  in  a chaos  of  practitioners  of  all 
descriptions,  maintain  cohesion  and  cooperation  among 
men  addicted  rather  to  rugged  individualism  and  com- 
petition, disseminate  medical  knowledge,  and  advise  the 
legislature  in  the  direction  of  sound  health  and  educa- 
tional laws. 

The  Wisconsin  State  Medical  Society  derives  directly 
from  a thirteen-man  Territorial  Medical  Society,  incor- 
porated in  1841.  To  attend  the  annual  meetings  was  no 
mean  task  in  pre-railroad  days.  For  instance,  for  Dr. 
Harmon  van  Dusen  (born  1803  in  Connecticut,  Mineral 
Point  1847-85)  one  of  the  most  faithful  and  disinterest- 
ed promoters  of  the  State  Society,  it  always  meant  two 
three-day  trips  with  a buggy.  In  1848,  the  year  when 
the  society  became  the  State  Medical  Society,  delegates 
from  district  and  county  societies  were  noticed.  The 
progress  of  the  society  was  slow  (48  members  in  1855 
out  of  several  hundred  doctors  in  the  state)  and  no 
meeting  could  be  held  from  1861  to  1867.  After  a re- 
organization in  1868  under  van  Dusen  the  society  has 
developed  strongly  and  steadily.  It  sponsored  a good 
many  useful  laws  and  institutions.  Women  doctors  were 
admitted  in  1885.  LJp  to  the  1870s  it  was  almost  obsessed 
with  the  danger  of  homeopathy.  Since  the  early  30s  the 
society  has  become  increasingly  absorbed  by  the  problem 
of  so-called  "socialized  medicine.”  Much  of  its  activity 
in  this  direction  has  been  executed  by  the  lay  secretaries 
that  the  society  has  had  since  1923.  Wisconsin  has  now 
over  3500  doctors,  and  ranks  among  the  three  healthiest 
states  of  the  Union. 

Since  the  1880s  Wisconsin  doctors  tended  more  and 
more  to  be  Wisconsin-born — another  sign  that  the  fron- 


tier period  was  over.  Yet  for  quite  a while  most  of 
them  had  still  to  leave  the  state  to  obtain  their  medical 
education.  It  may  be  partly  due  to  the  educational  sit- 
uation that  Wisconsin  that  prides  itself  as  the  birthplace 
of  such  men  as  F.  G.  Benedict,  Frank  Billings,  W.  B. 
Cannon,  H.  B.  Favill,  L.  Hektoen,  J.  B.  Murphy,  A.  J. 
Ochsner,  E.  C.  Rosenow,  B.  W.  Sippy,  and  G.  Weaver, 
lost  these  and  other  able  medical  sons  to  the  great  med- 
ical centers  of  the  East.  It  was  not  until  1893  that  the 
first  medical  school,  the  Wisconsin  College  of  Physicians 
and  Surgeons,  was  founded  in  Milwaukee,  and  only 
through  fusion  with  another  Milwaukee  school  and  affi- 
liation with  Marquette  University  in  1907  did  the  Mil- 
waukee school  obtain  its  present  standing.  From  1920 
to  1947  Marquette  Medical  School  enjoyed  the  leader- 
ship of  Dean  Eben  J.  Carey, , equally  outstanding  as 
an  anatomist  and  an  administrator. 

Medical  education  in  the  University  of  Wisconsin  de- 
veloped very  slowly.  Premedical  biological  courses  were 
instituted  in  1887.  In  1907  the  medical  school  opened, 
but  due  to  the  lack  of  clinical  facilities  it  could  give 
only  the  first  two  years  of  the  course.  The  creation  of 
clinical  facilities  (in  the  form  of  Student  Health  Serv- 
ice, opened  in  1910,  and  the  State  of  Wisconsin  Hos- 
pital) was  violently  opposed  by  some  members  of  the 
profession  as  "socialized  medicine.”  Only  in  1925  were 
these  obstacles  overcome  to  the  extent  that  a full  course 
could  be  offered.  One  of  the  features  of  the  new  school, 
the  preceptorial  system,  has  received  nationwide  atten- 
tion. The  strength  of  the  school  have  been  its  science 
departments,  almost  twice  the  age  of  the  clinical  ones. 
Outstanding  scientists  like  Ch.  R.  Bardeen,  the  first 
dean  of  the  school,  W.  Snow  Miller,  A.  S.  Loevenhart, 
to  mention  only  those  deceased,  have  served  for  decades 
on  its  staff.  Biochemical  work,  especially  on  vitamins, 
done  in  the  University  by  men  like  E.  McCollum,  E.  B. 
Hart,  H.  Steenbock,  C.  Elvejhem  and  K.  P.  Link,  has 
been  of  great  impact  to  American  medicine  as  a whole. 

Of  great  importance  for  the  maintenance  of  medical 
standards  in  Wisconsin  were  the  legalization  of  dissec- 
tion in  1868,  the  establishment  of  a State  Board  of 
Medical  Examiners  in  1897,  and  the  promulgation  of 
the  basic  science  law,  in  1925,  a procedure  that  was 
followed  in  many  other  states. 

The  first  hospital  in  the  state  was  apparently  St. 
Mary’s  in  Milwaukee,  opened  in  1848;  and  the  first 
school  for  nurses — the  Wisconsin  Training  School  of 
Milwaukee,  opened  in  1888.  The  founding  of  an  Eye 
and  Ear  Infirmary  in  Milwaukee  in  1870  announced  the 
coming  of  specialism  to  Wisconsin.  Most  of  the  226 
hospitals  and  sanitaria  in  the  state,  which  has  the  same 
hospital  bed-population  ratio  as  New  York,  have  grown 
up  in  the  20th  century.  In  the  same  period  the  well 
known  midwestern  tendency  towards  group  clinics,  grow- 
ing often  out  of  the  partnership  of  physicians  related  by 
blood,  has  been  manifest  in  many  of  the  cities  of  the 
state. 

Wisconsin  medicine  has  followed  the  general  pattern 
of  American  medicine  in  general,  and  of  its  midwestern 
neighbors  in  particular.  It  has  had  its  frontier  period 
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with  a well  developed  surgery,  and  it  has  increasingly 
contributed  to  the  medical  sciences  in  the  20th  century. 
Its  most  specific  contributions  so  far  have  been  probably 
such  departures  in  "state  medicine”  as  were  made  under 
the  general  influence  of  the  "Wisconsin  idea”  in  the  first 
quarter  of  the  20th  century. 
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TRANSACTIONS  OF  THE  WISCONSIN  STATE  MEDICAL  SOCIETY 
MILWAUKEE,  MORNING  SESSION,  JUNE  22,  1871 

Society  convened  pursuant  to  adjournment  and  was  called  to  order  by  President  Strong 
at  8:30  A.M. 

Before  proceeding  to  regular  business.  Dr.  Marks  brought  before  the  Society  an  interest- 
ing case  of  carious  disease  of  the  bones  about  the  ankle-joint  in  a young  man,  the  result 
of  a sprain  received  several  years  since. 

The  minutes  of  last  evening’s  session  were  read  by  the  Secretary  and  approved. 

Dr.  Stone,  delegate  from  the  Minnesota  State  Medical  Society,  was  then  introduced  to 
the  convention  and  briefly  but  happily  addressed  it,  conveying  the  greetings  of  his  State 
Society,  and  expressing  the  hope  that  there  might  in  the  future  be  more  close  and  fraternal 
relations  between  the  two  associations. 

The  Board  of  Censors  made  a report  recommending  for  membership: 

Dr.  J.  B.  Woodruff,  of  Fox  Lake,  graduate  of  Berkshire  Medical  College,  Pittsfield, 

1848;  Dr.  G.  F.  Hunt,  of  West  Bend,  graduate  of  University  of  New  York,  1856;  Dr. 

N.  Monroe  Dodson,  of  Berlin,  graduate  of  University  of  Iowa,  1857. 

On  motion  the  recommendation  of  the  Censors  was  adopted,  and  the  above  named 
gentlemen  were  admitted  to  membership 

The  report  of  the  standing  committees  being  called  for.  Dr.  Marks,  Chairman  of  the 
Committee  on  Surgery,  read  a paper  on  the  treatment  of  fractures,  based  on  cases  which 
had  passed  under  his  observation  during  the  past  year.  Following  this  report  and  suggested 
by  It,  there  arose  a somewhat  animated  discussion  of  the  uses  of  Carbolic  Acid  in  the  treat- 
ment of  wounds,  which  was  participated  in  by  Drs.  Meachem,  Van  Norstrand,  Witter,  Mar- 
tin, Brown,  Waterhouse  and  Reynolds. 

Some  of  these  members  had  been  in  the  habit  of  using  it  in  varying  proportions,  to 

wounds  of  all  classes, — others  had  used  it  only  in  cases  where  the  appearance  of  the  tissues 

was  unhealthy. 

At  this  point  Dr.  Van  Norstrand  took  the  chair  and  Dr.  Strong  took  the  floor,  an- 
nouncing himself  as  a little  old  fogyish  in  this  matter.  Thinks  granulations  a necessary 
process  in  suppurating  wounds,  and  when  this  process  is  proceeding  in  a healthy  manner, 
believes  that  the  application  of  Carbolic  Acid  is  injurious, — thinks  it  sometimes  retards  the 
process,  and  aggravates  the  wound.  Would  use  the  acid  where  wounds  were  assuming  an 
unhealthy  appearance,  but  would  not  use  it  when  there  were  healthy  granulations. 
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Pioneer  Medicine  in  Manitoba 

J.  D.  Adamson,  M.D.* 

Winnipeg,  Canada 


The  recorded  history  of  that  part  of  this  continent 
now  known  as  the  province  of  Manitoba  commenced 
in  the  most  productive  period  of  England’s  history,  the 
days  of  Elizabeth,  Shakespeare,  Bacon,  Raleigh,  Drake 
and  Harvey.  In  that  day  adventurous  seamen  dreamed 
of  fame  and  discovery;  princes  and  monarchs  saw  visions 
of  vast  possessions;  speculators  felt  that  fabulous  wealth 
was  just  around  the  corner  of  the  earth.  Mystery  and 
vague  rumors  fed  the  belief  that  an  easy  sea  route — the 
Northwest  Passage — could  be  found  through  or  around 
this  continent  to  the  other  side  of  the  world  and  to  un- 
told opulence  of  mystical  Cathay.  This  passage  was  not 
accomplished  for  over  200  years  during  which  time  fifty 
grueling  attempts  had  failed.  Most  of  the  early  discov- 
eries in  northern  Canada  and  in  the  Hudson  Bay  were 
incidental  to  these  futile  efforts.  In  1610  (one  year 
after  his  discovery  of  the  Hudson  River) , Hudson  made 
his  way  into  James  Bay  where  he  was  abandoned  in  an 
open  boat  by  his  crew.  In  1612  a searching  expedition 
landed  at  the  mouth  of  the  Nelson  River  (York  Fac- 
tory) . These  were  the  first  white  men  known  to  have 
come  to  what  is  now  Manitoba.  The  first  direct  ref- 
erence to  a medical  man  to  appear  in  the  literature  of 
this  period  is  found  in  the  record  of  Captain  Thomas 
James  who  spent  the  winter  of  1631  and  1632  on  an 
island  in  James  Bay.  In  his  account  of  his  preparation 
to  set  up  winter  quarters  on  shore  he  says:  "Betimes  in 
the  morning  I caused  the  chirurgeon  to  cut  off  my  hair 
short  and  to  shave  away  all  the  hair  off  my  face,  for  it 
became  intolerable,  and  because  it  would  be  frozen  so 
great  with  icicles.”  ^ This  was  the  first  surgical  opera- 
tion known  to  have  been  undertaken  in  the  Hudson  Bay. 

Soon  it  became  apparent  that  these  northern  regions 
possessed  enormous  potential  wealth  in  furs.  The  hope 
of  easy  wealth  appealed  to  a group  of  "gentlemen  ad- 
venturers” in  London  and  in  1670,  led  by  Prince  Rupert, 
they  formed  the  Hudson  Bay  Company  and  received 
a charter  from  Charles  II.  This  company  was  given 
almost  complete  dominion  over  all  that  part  of  North 
America  draining  into  the  Hudson  Bay.  They  built  a 
number  of  "forts”  or  "factories”  on  the  shores  of  James 
Bay  and  Hudson  Bay  through  which  they  established 
a prosperous  trade  with  Indians  and  Eskimos.  They 
penetrated  inland  very  slowly  and  none  of  their  traders 
explored  as  far  south  as  the  Red  River  (the  present  site 
of  Winnipeg)  until  1800. 

During  this  period  of  exploitation  and  exploration, 
little  information  of  medical  interest  has  come  down 
to  us.  A "chirurgeon”  was  usually  among  the  ship’s 
company  and  often  was  second  in  command,  but  none 

*From  the  Department  of  Medicine,  the  University  of 
Manitoba,  Winnipeg,  Manitoba. 


remained  in  the  country  more  than  a few  months.  Their 
records  are  a catalogue  of  devastating  scurvy,  ship  fever, 
starvation  and  incredible  suffering  from  exposure.  All 
this  was  met  by  the  stubborn  courage  and  stolid  persist- 
ence of  English  seamen,  the  breed  that  put  the  Anglo- 
Saxon  stamp  on  most  of  the  first  settlements  of  this 
continent. 

The  central  part  of  the  province — that  is,  the  Red 
River  Valley — was  first  discovered  by  La  Verendrye  in 
1738.  When  the  St.  Lawrence  River  Basin  was  still  a 
French  colony,  he  made  his  way  by  canoe  to  Lake  Win- 
nipeg and  thence  up  the  Red  River.  This  1500-mile 
canoe  route  along  the  Ottawa  River,  Lake  Michigan, 
Lake  Superior,  Rainy  River,  Lake  of  the  Woods  and 
Winnipeg  River  remained  the  channel  of  communica- 
tion between  the  Red  River  Valley  and  the  East  until 
sternwheelers  began  to  ply  from  the  end  of  steel  at 
Moorhead,  Minnesota,  over  a hundred  years  later  ( 1860). 
During  this  period  a large  and  lucrative  fur  trade  was 
built  up  along  this  route  by  French  companies  with 
headquarters  in  Montreal. 

The  first  effort  to  found  a permanent  settlement  came 
in  1812.  The  Earl  of  Selkirk,  a Scottish  peer  and  an 
idealist,  aspired  to  the  creation  of  American  colonies  to 
relieve  the  distress  of  Highland  crofters.  In  order  to 
further  his  plans  he  purchased  a controlling  interest  in 
the  Hudson  Bay  Company  and  from  them  received  a 
large  grant  of  land  in  the  Red  River  valley  which  ex- 
tended well  down  into  what  is  now  North  Dakota  and 
Minnesota.  During  three  years  he  transported  several 
hundred  persons — tenant  farmers  and  artisans  with  their 
families — to  the  region  about  the  junction  of  the  Red 
and  Assiniboine  rivers,  now  the  site  of  Winnipeg.  Pos- 
sibly no  other  race  but  the  hardy  Scottish  highlanders 
could  have  survived  the  rigors  of  that  transplantation. 
The  voyage  through  the  Hudson  Bay,  even  today  with 
modern  ships,  is  hazardous;  the  trip  in  crudely  con- 
structed row  boats  down  the  tortuous  water  course 
(Hayes  River  and  Lake  Winnipeg)  through  a rugged 
wilderness  appears  to  us  an  incredible  feat,  especially 
when  we  consider  that  women  and  children  were  in  the 
company.  This  small  colony  existed  as  a remote,  isolated 
settlement  for  over  fifty  years.  During  this  time  they 
were  twice  driven  out  by  hostile  fur  interests;  had  their 
settlement  twice  destroyed  by  floods  (1826  and  1852); 
had  thir  crops  consumed  by  plagues  of  grasshoppers  on 
several  occasions;  were  driven  by  acute  food  shortage  to 
spend  several  winters  in  Pembina  where  pemmican  could 
be  purchased  from  the  natives  and  Metis;  were  harassed 
by  severe  winters  and  epidemics.  Contact  with  the  out- 
side world  came  once  a year  through  the  Hudson  Bay 
and  during  the  summer  by  fur  traders  from  Montreal 
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growing  centers  up  the  river  in  North  Dakota  and  Min- 
nesota. Beginning  about  1821  this  trade  route  developed 
rapidly  and  at  one  time  there  were  DOO  Red  River  carts 
on  the  trail  between  St.  Paul  and  the  Red  River  during 
the  summer.  Later  the  traffic  was  largly  taken  over  by 
sternwheelers  paddling  north  from  Moorhead. 

The  first  medical  man  known  to  have  been  stationed 
in  the  settlement  was  James  White.  The  record  tells  us 
nothing  e.xcept  that  he  was  murdered  with  twenty  other 
settlers  and  another  medical  man  by  hostile  fur  traders 
in  1815.  Occasional  references  are  made  to  other  pioneer 
doctors  who  visited  or  resided  in  the  settlement.  No 
doubt  most  of  them  were  inspired  by  the  spirit  of  adven- 
ture and  the  hope  of  wealth  rather  than  any  great  in- 
terest in  medicine.  Their  primitive  training  was  that  of 
the  ships’  surgeons  and  their  capacities  were  rather  those 
of  hardy  navigators  than  of  physicians.  This  is  well  at- 
tested by  the  following  extract  from  notes  written  in 
1819; 

"About  twelve  o'clock  p.m,,  m consequence  of  dre.idful 
shouting,  I went  upon  deck,  and  found  every  one  m the 
greatest  consternation  and  terror;  it  appeared  we  had  got 
in  among  shoals,  and  that  we  had  now  not  more  than  four 
fathom  water;  in  a short  time,  however,  we  got  into  ten 
fathom,  when  we  cast  two  anchors.  On  these  depended  all 
our  safety;  if  they  gave  nothing  would  have  saved  us  from 
being  driven  on  shore,  when  we  must  inevitably  have  per- 
ished; fortunately,  however,  they  held  fast.  About  ten 
o clock  a m.,  Mrs.  McClain  was,  to  the  great  joy  of  all  on 
board,  safely  delivered  of  a daughter.'  - 

The  first  record  of  any  official  interest  m public  health 
IS  in  1834  when  the  Donald  Ross  correspondence  con- 
tains the  note:  ' Dr.  Bunn  is  beginning  to  vaccinate 
since  hearing  of  your  foresight  and  success  at  Norway 
House.”  ' 

The  history  of  the  colony  until  its  incorporation  as 
a province  in  1870  is  punctuated  by  a number  of  heroic 
episodes  of  dramatic  rather  than  medical  interest.  One 
of  the  earliest  and  not  the  least  of  these  was  the  coming 
of  the  Grey  Nuns  in  1844.  Four  devout  young  women 
volunteered  from  among  the  Sisters  of  Charity  of  Mon- 
treal tt)  give  their  lives  to  the  welfare  of  the  far  colony. 
Under  the  supervision  of  Hudson  Bay  employees  the 
15(H)  mile  canoe  trip  was  accomplished  in  two  months, 
by  the  same  route  originally  followed  by  La  Verendrye. 
m 1847,  'I  'ffopital  General  de  St.  Boniface”  opened 
Its  door  to  all  tiuise  afflicted  in  mind,  body  or  estate, 
rills  was  not  a hospital  in  the  present  sense  of  the  word; 
it  was  the  residence  of  the  Sisters  from  which  they  dis- 
pen.sed  home  nursing  services  and  gave  shelter  to  the 
destitute.  The  record,  among  other  things  tells  ol  vac- 
cinating 5,232  people  m 1870.  The  first  building  de- 
voted entirely  to  the  care  of  the  sick  was  erected  m 
1871;  this  beginning  has  now  increased  to  provide  beds 
for  over  1200  patients  in  three  large  institutions. 

In  1870  the  fludson  Bay  rule  was  terminated  when 
the  province  oi  Manitoba  became  a part  of  the  Domin- 
ion of  Canada.  Dm  mg  the  political  storms  incident  to 
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medical  men  in  the  community  took 
A medical  act  was  among  the  first  to 
pass  the  new  legislature  and  the  standards  for  practice 
have  since  then  kept  at  a high  level. 

With  the  coming  of  the  railway  from  Duluth  via 
Moorhead,  Minnesota,  in  1878,  the  province  entered 
into  a "boom”  and  within  ten  years  the  population  was 
well  over  100,000.  In  1881  the  Canadian  Pacific  Rail- 
way connected  Winnipeg  with  eastern  Canada  and  in 
1885  the  line  was  completed  from  coast  to  coast.  From 
that  time  all  the  old  fur  trade  routes  were  abandoned 
and  general  development  has  paralleled  that  of  the  mid- 
dle west  states. 

In  1883  the  medical  school  was  organized  by  the  per- 
sonal efforts  and  contributions  of  members  of  the  med- 
ical profession  who  had  come  to  the  young  province 
from  the  older  parts  of  Canada.  Teaching  was  on  a 
voluntary  basis  until  1902  when  the  University  under- 
took the  pre-clinical  subjects.  In  1919  the  college  relin- 
quished Its  private  charter  and  became  the  Faculty  of 
Medicine  in  the  University  of  Manitoba.  The  course 
has  been  lengthened  from  time  to  time  until  now  three 
pre-medical  and  five  medical  years  are  required.  The 
final  year  is  spent  in  residence  in  an  approved  hospital 
and  the  final  examination  is  the  licentiate  examination 
by  the  Medical  Council  of  Canada.  From  the  original 
class  of  six  graduates,  the  number  has  grown  so  that 
now  about  65  are  graduated  each  year.  In  all  over  2000 
have  been  graduated,  the  majority  of  whom  have  taken 
up  practice  m the  province.  A large  number  have  gone 
to  the  western  provinces,  especially  to  Saskatchewan, 
where  there  is  no  medical  school.  Between  10  per  cent 
and  15  per  cent  have  emigrated  to  the  United  States, 
especially  to  Minnesota  and  the  Dakotas.  It  is  of  in- 
terest to  note  that  few  graduates  from  American  schools 
have  at  any  time  come  to  the  prairie  provinces  to  prac- 
tice, though  small  numbers  still  come  from  eastern 
Canada  and  the  old  country. 

Since  the  opening  of  the  Medical  School  the  history 
of  medicine  in  the  province  has  been  the  spread  of  its 
influence  as  settlement  has  penetrated  to  the  more  remote 
parts.  Medical  men  are  still  pioneering  at  the  periphery 
of  expanding  colonization.  In  contrast,  in  Winnipeg, 
where  almost  one  half  of  the  population  is  concentrated, 
all  the  amenities  of  modern  medicine  have  developed. 
Hospitalization,  public  Jiealth  activities,  research  and 
postgraduate  activities  are  all  progressing  with  the  times. 
The  structure  of  the  medical  world  has  become  as  com- 
plex as  that  of  society  itself  and  the  history  of  its  mod- 
ern development  would  require  much  more  space  than 
is  available  here.  In  general,  it  has  been  very  similar  to 
what  has  taken  place  in  the  states  of  the  middle  west. 

ReI  ERl  NOES 

Can.ida.  I oronto;  Tlic 


I Bui  pec,  I . J : Tlie  discovery  of 
Mariiiillan  Co.  of  Canad.i,  Ltd.,  044. 

2.  MiKeevor,  I'liom.us  M.,  M l).: 

Bay  during  the  summer  of  IK  1 5. 

5.  Mitrliell,  Ro.ss,  M.D.:  Rublic  health 
J Ruh.  Health  26,  No.  2,  hehruary,  1655. 


A voyage  to  Hudson 


Ma 


Fkbruary,  1950 


51 


The  History  of  the  Medical  School 
of  the  University  of  Minnesota 

E.  T.  Bell,  M.D.* 

Minneapolis,  Minnesota 


The  story  of  the  Medical  School  from  its  establish- 
ment in  1888-89  until  September,  1910,  is  taken 
from  documents  in  the  custody  of  the  Minnesota  State 
Historical  Society.  The  account  of  events  from  Septem- 
ber, 1910,  when  I first  joined  the  medical  faculty, 
through  1949  is  based  upon  my  own  observations  and 
experience.  I have  tried  to  appraise  the  various  men 
who  have  played  important  roles,  in  terms  of  their  con- 
tributions to  medical  education  and  their  influence  on 
the  medical  school.  It  has  been  necessary  at  times  to  be 
unkind,  but  a historian  must  tell  the  truth  as  he  sees  it. 
During  the  past  two-score  years  the  Medical  School  has 
developed  from  a second-class  teaching  unit  to  one  of 
the  foremost  research  institutions  of  the  country,  and 
it  is  my  task  to  show  how  this  remarkable  change  has 
been  brought  about.  The  strength  of  a medical  school 
is  proportionate  to  the  number  of  recognized  leaders  of 
medical  thought  on  its  faculty.  Good  teaching  is  neces- 
sary and  not  incompatible  with  investigation;  but  only 
research  men  make  a university  famous.  The  primary 
purpose  of  a medical  school  is  to  train  young  men  and 
women  to  be  competent  physicians;  but  it  has  also  the 
obligation  to  advance  medical  knowledge.  A department 
which  does  not  encourage  investigative  work  soon  stag- 
nates, and  even  its  teaching  deteriorates.  The  Medical 
School  took  its  first  step  forward  in  1913  when  Dr. 
Clarence  M.  Jackson  was  made  professor  of  anatomy. 
Under  Dr.  Jackson’s  guidance  the  department  of  anat- 
omy soon  became  the  foremost  in  the  country,  and  its 
prestige  stimulated  research  in  other  divisions  o f the 
Medical  School.  From  1913  onward  there  has  been  con- 
tinuous progress  in  most  departments  due  to  the  ap- 
pointment and  promotion  of  outstanding  men. 

In  1888  three  of  the  four  medical  schools  in  the  Twin 
Cities  offered  their  charters  and  their  resources  to  the 
university  to  establish  a medical  ^hool.  This  offer  was 
accepted  by  the  regents  and  for  tne  next  five  years  the 
Medical  School  occupied  a small  building  near  Asbury 
Hospital  donated  by  the  Minnesota  Hospital  College. 
Thereafter  campus  buildings  were  used  as  a hospital 
until  the  Elliott  Hospital  was  completed  in  1911.  In 
March,  1908,  the  medical  department  of  Hamline  Uni- 
versity was  fused  with  the  university,  and  since  that 
time  there  has  been  only  one  medical  school  in  the  state. 

The  Institute  of  Pathology  and  Public  Health  was 
completed  in  1906-7,  the  Anatomy  Building  and  Mil- 
lard Hall  in  1912.  The  University  Hospital  was  en- 
larged by  the  addition  of  the  Todd  Hospital,  and  in 

‘■Tormer  Director,  Department  of  Pathology,  University  of 
Minnesota  Medical  School  (retired,  June  1949). 


1923  by  the  erection  of  the  Cancer  Institute.  The  Med- 
ical School  occupies  a part  of  the  Medical  Science  Build- 
ing in  which  the  School  of  Dentistry  is  located.  _ The 
funds  are  now  available  for  the  erection  of  the  Mayo 
Memorial  Building,  and  when  this  is  constructed  the 
Medical  School  will  be  provided  with  ample  space.  For 
many  years  the  University  has  used  the  facilities  of  the 
Minneapolis  General  Hospital  and  the  Ancker  Hospital 
in  St.  Paul  for  clinical  teaching,  and  these  institutions 
have  played  an  important  role  in  the  training  of  young 
physicians.  The  clinical  and  laboratory  material  at  the 
Minneapolis  Veterans’  Hospital  is  now  being  utilized 
for  teaching  and  research. 

The  Presidents  and  the  Deans 

The  development  of  the  Medical  School  has  been 
greatly  influenced  by  its  deans  and  by  the  presidents  of 
the  university.  Obviously  when  a major  appointment 
must  be  made  the  executive  officers  have  a great  respon- 
sibility. President  Cyrus  Northrop,  1884-1911,  was  a 
successful  administrator  for  the  university  when  it  was 
young  and  needed  popular  support,  but  toward  the  end 
of  his  administration  it  became  apparent  that  he  was  a 
poor  judge  of  scholarship  and  measured  men  by  their 
social  graces  rather  than  by  their  scholarly  attainments. 
The  building  program  advanced  during  his  administra- 
tion, but  otherwise  there  was  no  progress. 

President  George  Vincent,  1911-1917,  had  the  difficult 
task  of  changing  the  University  of  Minnesota  from  a 
college  to  a true  university.  He  tried  to  bring  in  cre- 
ative scholars  to  head  the  various  departments.  He  ex- 
hibited great  courage  and  was  in  a large  measure  suc- 
cessful. In  the  spring  of  1913  the  regents  directed  the 
reorganization  of  the  Medical  School.  The  advisory 
committee  consisted  of  F.  F.  Wesbrook,  Charles  L. 
Greene,  and  J.  E.  Moore  of  the  medical  faculty  and 
three  loyal  alumni,  Drs.  L.  B.  Wilson,  Edward  L. 
Tuohy  and  Theodore  Bratrud.  Dr.  C.  M.  Jackson  was 
recommended  to  head  the  department  of  anatomy  and 
Dr.  E.  P.  Lyon  as  head  of  physiology.  Other  changes 
were  made,  requiring  great  courage  on  the  part  of  the 
president  but  it  was  the  beginning  of  a new  era  for  the 
Medical  School. 

Another  major  disturbance  during  the  Vincent  ad- 
ministration was  brought  about  by  the  affiliation  with  the 
Mayo  Clinic  in  1915.  President  Vincent  was  strongly 
in  favor  of  the  affiliation.  Although  it  affected  only  the 
graduate  school  directly,  it  was  bitterly  opposed  by 
many  of  the  clinical  teachers,  and  some  of  them  resigned 
from  the  faculty,  notably  Dr.  Charles  L.  Greene,  then 
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head  of  internal  medicine,  and  Dr.  George  Douglas 
Head.  The  resignation  of  Dr.  Head  was  a serious  loss 
to  the  medical  school. 

No  important  changes  occurred  during  the  administra- 
tion of  President  Marion  L.  Burton,  1917-20;  hut  we 
are  indebted  to  him  in  that  he  prevented  a group  of 
faculty  men  supported  by  one  prominent  regent  from 
forcing  the  resignation  of  Dean  E.  P.  Lyon. 

The  Medical  School  made  continuous  progress  during 
the  administration  of  Lotus  D.  Coffman,  1920-1938. 
During  the  greater  part  of  his  long  term  in  office,  Coff- 
man followed  the  sound  advice  of  Dean  Lyon  and  many 
good  appointments  were  made,  but  on  occasions  he  pre- 
vented the  dean  from  making  some  desirable  changes. 
On  the  whole  his  administration  was  excellent  from  the 
standpoint  of  the  medical  school. 

The  medical  school  has  prospered  during  the  adminis- 
trations of  Presidents  Ford,  Coffman  and  Morrill. 

Dean  Perry  Millard  (1888-97)  and  Dean  Park  Ritchie 
(1897-1906)  appear  to  have  been  competent  men  who 
did  a good  job  with  the  resources  at  their  disposal.  Dean 
Frank  Wesbrook  (1906-13)  was  a man  of  pleasing  per- 
sonality but  he  had  little  interest  in  scientific  medicine. 
He  actually  discouraged  research  work.  Dean  E.  P. 
Lyon  (1913-31)  was  a Ph.D.,  and  doubt  was  expressed 
at  the  time  of  his  appointment  that  a non-medical  man 
could  he  a successful  dean  of  a medical  school.  But  he 
had  high  ideals  in  education  and  his  administration  was 
on  the  whole  successful.  He  believed  in  scholarship  and 
research  and  made  many  good  appointments. 

Dean  Richard  Scammon  served  from  1931  to  1935. 
Dr.  Scammon  was  a brilliant  scientist  and  teacher,  loved 
by  all  his  students  and  colleagues;  but  his  brilliant  mind 
was  not  adapted  to  administrative  work. 

Dean  Harold  Diehl  ( 1935-  ) was  director  of  the 

Student  Health  Service  when  he  was  appointed  as  dean. 
The  fourteen  years  of  his  administration  have  been 
highly  successful.  He  has  maintained  high  standards  of 
teaching  and  research  among  the  faculty.  It  is  in  large 
measure  due  to  the  untiring  efforts  and  faith  of  Dean 
Diehl  that  we  now  have  funds  available  for  the  Mayo 
Memorial  Building. 

The  Several  Dfpariments 

Anatomy.  The  teaching  in  the  Department  of  Anat- 
omy was  first  put  upon  a full-time  basis  in  1908  with 
Dr.  Thomas  G.  Lee  as  head  of  the  department.  Dr. 
Lee’s  chief  contribution  was  the  planning  of  the  Anat- 
omy Building  which  was  completed  in  1912.  Prior  to 
that  time  the  department  was  housed  in  what  is  now 
called  Wesbrook  Hall  and  dissection  was  done  in  one  of 
the  campus  houses.  In  1913  Dr.  Lee  was  replaced  by 
Dr.  C.  M.  Jackson.  The  period  of  Dr.  Jackson’s  admin- 
istration was  the  golden  age  of  anatomy.  Among  the 
staff  were  J.  B.  Johnston,  Richard  Scammon,  Hal  Dow- 
ney, A.  T.  Rasmussen  and  later  E.  A.  Boyden.  In  1940 
I9r.  Jackson  retired  because  of  illness  and  Dr.  Boyden 
was  made  chairman.  Under  Dr.  Boyden’s  guidance  the 
department  has  maintained  its  prestige. 


Physiology.  Dr.  R.  O.  Beard  was  head  of  the  Depart- 
ment of  Physiology  from  1889  to  1913  when  Dr.  E.  P. 
Lyon  was  made  head  of  the  department.  During  this 
period  the  department  made  little  progress,  but  Dr. 
Fred  Scott  did  good  teaching.  Under  Dean  Lyon’s 
supervision  the  department  did  better  teaching  but  was 
still  relatively  unproductive.  In  1936  Dr.  Maurice  B. 
Visscher  was  made  chief  of  the  department  and  under 
his  supervision  it  has  become  one  of  the  leading  research 
departments  of  the  country. 

Pharmacology.  Pharmacology  was  separated  from  the 
Department  of  Physiology  in  1911.  In  1913  Dr.  A.  D. 
Hirschfelder  was  appointed  chief.  Upon  Dr.  Hirsch- 
felder’s  death  in  1942,  Dr.  Raymond  Bieter  was  put  in 
charge  of  the  department.  Dr.  Harold  Wright  joined 
the  staff  in  1929  and  now  has  the  rank  of  associate 
professor. 

Biochemistry.  Biochemistry  was  established  in  the 
Department  of  Physiology  in  1920  under  the  direction 
of  Dr.  J.  F.  McClendon  who  remained  in  charge  of  the 
course  until  his  resignation  in  1939.  He  was  followed 
by  Dr.  George  Burr.  In  1946  Biochemistry  was  estab- 
lished as  an  independent  department  with  Dr.  Wallace 
Armstrong  as  head.  Dr.  Armstrong’s  contributions  on 
fluorine  analysis  and  dental  caries  are  well  known. 

Pathology.  Pathology  and  Bacteriology  were  estab- 
lished as  one  department  in  1895-6  with  Dr.  Frank  Wes- 
brook as  head.  Upon  Dr.  Wesbrook’s  resignation  in 
1913  Dr.  Harold  E.  Robertson  was  placed  in  charge. 
Dr.  Robertson  joined  the  staff  of  the  Mayo  Clinic  in 
1920  and  E.  T.  Bell  was  made  head  of  the  department. 
Dr.  Robertson  was  a good  teacher  and  it  was  he  who 
organized  the  postmortem  services  in  the  Twin  City 
area.  He  established  cordial  relations  with  the  funeral 
directors  which  have  persisted  through  the  years.  In 
the  summer  of  1919  the  Department  of  Pathology  was 
moved  from  the  old  Institute  of  Public  Health  into  the 
Anatomy  Building.  Dr.  James  R.  Dawson  was  made 
director  of  the  department  in  June,  1949,  following  the 
retirement  of  Dr.  Bell.  Drs.  B.  J.  Clawson  and  James 
S.  McCartney  have  contributed  substantially  to  the  suc- 
cess of  the  department  over  the  years.  Dr.  Robert  Heb- 
bel  joined  the  staff  in  1940. 

Bacteriology.  Bacteriology  was  separated  from  Path- 
ology in  1913,  with  Dr.  W.  P.  Larson  as  head.  This 
department  has  had  a long,  successful  career  with  sev- 
eral brilliant  investigators  on  its  staff,  the  foremost  of 
which  were  Dr.  Robert  Green  and  Dr.  A.  T.  Henrici. 
Upon  Dr.  Larson’s  death  in  January,  1947,  Dr.  Green 
was  made  director  but  his  untimely  death  nine  months 
later  again  left  the  chairmanship  vacant.  This  depart- 
ment lost  three  very  strong  men  in  the  course  of  a few 
years.  The  department  has  been  under  the  able  direc- 
tion of  Dr.  Jerome  T.  Syverton  since  1948. 

Medicine.  The  Department  of  Internal  Medicine  was 
staffed  by  part-time  teachers  until  1916  when  Dr.  Leon- 
ard Rowntree  was  made  chief  of  the  department,  the 
first  major  clinical  appointment  on  a full-time  basis. 
The  part-time  clinical  staff  carried  all  the  teaching  until 
1916  and  they  still  contribute  generously  of  their  time. 
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Among  the  foremost  of  our  clinical  teachers  was  Dr. 
S.  Marx  White,  whose  keen  diagnostic  abilities  have 
impressed  all  his  students  and  colleagues.  Dr.  Rowntree 
remained  at  Minnesota  until  1920,  when  he  joined  the 
staff  of  the  Mayo  Clinic.  Dr.  S.  Marx  White  was  in 
charge  of  the  department  from  the  time  of  Dr.  Rown- 
tree’s  resignation  until  1925,  when  Dr.  Hilding  Berg- 
lund  was  made  chief  of  the  department  on  a full-time 
basis.  Dr.  Berglund’s  career  at  Minnesota  was  stormy 
and  in  1934  he  was  asked  to  resign.  Dr.  J.  C.  McKinley 
was  chief  of  the  department  from  1934  to  1943,  when 
Dr.  Cecil  J.  Watson  was  made  head.  Dr.  Hobart  Rei- 
man was  a full-time  member  of  the  staff  from  1930  to 
1936.  Dr.  Cecil  J.  Watson  took  a Ph.D.  degree  in 
pathology  after  graduation  from  the  medical  school; 
was  made  an  instructor  in  medicine  in  1933;  was  pro- 
moted to  a professorship  in  1940;  and  in  1943  he  was 
made  chief  of  the  department.  His  outstanding  contri- 
butions have  made  him  one  of  the  leading  men  in  in- 
ternal medicine.  The  department  did  not  really  attain 
university  stature  until  Dr.  Watson  assumed  its  leader- 
ship. Dr.  Wesley  Spink,  a full-time  professor,  has  added 
notably  to  the  prestige  of  the  department.  Another  im- 
portant contributor  to  the  fame  of  the  department  of 
medicine  is  Dr.  J.  A.  Myers,  who  has  attained  national 
recognition  by  his  work  on  the  control  of  tuberculosis. 

Neurology  and  Neuropsychiatry.  Dr.  Arthur  Hamil- 
ton was  a leader  in  his  field  during  his  long  period  of 
service,  1915  to  1934.  Upon  his  retirement  he  was  suc- 
ceeded by  Dr.  J.  C.  McKinley,  who  had  been  with  the 
department  since  1921,  and  who  directed  it  ably  from 
1934  until  his  retirement  in  1945.  The  department  was 
made  independent  of  Medicine  in  1943.  Dr.  A.  B. 
Baker  was  made  an  instructor  in  1934  and  promoted  to 
professor  and  chief  of  the  Division  of  Neurology  in 
1947.  Dr.  Baker’s  contributions  to  the  literature  of 
neuropathology  establish  him  as  one  of  the  leaders  in 
this  field.  Dr.  Donald  W.  Hastings  was  made  head  of 
the  Department  of  Neurology  and  Neuropsychiatry  in 
1946. 

Pediatrics.  Pediatrics  was  a division  of  Medicine  until 
1913,  when  a separate  department  was  established  under 
the  direction  of  Dr.  J.  P.  Sedgwick.  Dr.  Sedgwick  was 
on  a full-time  basis  the  last  year  or  two  of  his  life, 
but  he  was  in  ill  health  and  could  not  accomplish  much. 
He  died  in  1923,  and  Dr.  Frederick  Schlutz  was  head 
of  the  department  until  his  resignation  in  1930,  when 
Dr.  Irvine  McQuarrie  was  made  chief  on  a full-time 
basis.  It  now  ranks  among  the  foremost  in  the  nation 
both  in  research  and  in  teaching. 

Surgery.  The  surgeons  on  the  faculty  in  1888  were 
Drs.  Perry  Millard,  Charles  A.  Wheaton  and  F.  A. 
Dunsmoor.  There  was  no  surgeon  on  full  time  in  a 
major  position  until  1928.  Dr.  Perry  Millard  died  Feb- 
ruary 2,  1897,  and  Dr.  Parks  Ritchie  was  installed  as 
Dean  and  successor  to  Dr.  Millard.  Dr.  Ritchie  resigned 
in  1906  and  Dr.  James  E.  Moore  was  made  chief  of  the 
Department  of  Surgery.  After  the  resignation  of  Dr. 
Moore  in  1917  Dr.  A.  C.  Strachauer  directed  the  de- 
partment until  1930  when  he  was  succeeded  by  Dr. 


Owen  Wangensteen.  Dr.  Wangensteen  was  first  asso- 
ciated with  the  department  as  instructor  in  1926.  He 
was  promoted  rapidly  to  a professorship  and  was  made 
chief  of  the  department  in  1930.  His  work  on  intes- 
tinal obstruction  had  already  won  him  international  rec- 
ognition. Much  of  the  prestige  the  Medical  School  now 
enjoys  is  due  to  its  department  of  surgery.  Dr.  William 
Peyton  is  occupied  with  neurosurgery  and  there  are  manv 
competent  younger  men  in  the  department. 

Orthopedic  surgery  is  a subdivision  of  the  Department 
of  Surgery.  On  its  honor  roll  are  the  names  of  M.  P. 
Vanderhorck,  Arthur  Gillette  and  Emil  Geist.  This  effi- 
cient division  is  now  under  the  guidance  of  Dr.  Wallace 
Cole. 

Ophthalmology  and  Otolaryngology.  The  Depart- 
ment of  Ophthalmology  and  Otolaryngology  was  estab- 
lished in  1897  under  the  direction  of  Dr.  Frank  Todd. 
Dr.  Todd  died  in  1918  and  the  department  was  in 
charge  of  Dr.  William  R.  Murray  from  that  time  until 
his  death  in  1926.  In  1927  Dr.  Frank  Burch,  long  rec- 
ognized as  a leader  in  surgery  of  the  eye  in  the  north- 
west, was  made  head  of  the  department.  He  retired  in 
1944.  In  1930  a separate  Division  of  Otolaryngology 
was  established  under  the  direction  of  Dr.  Horace  New- 
hart,  who  held  this  position  until  his  retirement  in  1941. 
At  the  present  time  Dr.  L.  R.  Boies  is  chief  of  Oto- 
laryngology and  Dr.  Erling  Hanson  of  Ophthalmology. 

Obstetrics  and  Gynecology.  When  the  Medical  School 
was  first  organized  these  departments  were  separate  with 
Dr.  Alex  J.  Stone  professor  of  gynecology,  and  Dr. 
Parks  Ritchie  professor  of  obstetrics.  The  two  depart- 
ments were  combined  in  1910  under  the  management  of 
Dr.  Jennings  Litzenberg,  who  was  made  chief  in  1913, 
and  whose  period  of  service  extended  to  his  retirement 
in  1938.  He  was  a good  teacher  of  obstetrics  and  his 
warm,  kindly  personality  won  the  love  and  respect  of 
all  his  students  and  colleagues.  Another  man  who  won 
fame  in  this  department  was  Dr.  Fred  L.  Adair,  who 
served  the  university  from  1903  to  1929.  In  1938  Dr. 
John  McKelvey  was  made  head  of  the  department  of 
obstetrics  and  gynecology  on  a full-time  basis. 

Public  Health.  Prior  to  1918  Public  Health  was  nom- 
inally included  in  the  Department  of  Pathology  and 
Bacteriology  where  it  received  scant  attention.  In  1918 
Dr.  John  Sundwall  was  made  professor  of  hygiene  and 
director  of  the  newly-established  Student  Health  Service. 
Dr.  Sundwall  resigned  in  1921  and  was  succeeded  by 
Dr.  Harold  Diehl  who  retained  this  position  until  he 
was  made  dean  in  1935.  Dr.  Gaylord  Anderson  was 
appointed  professor  of  preventive  medicine  and  public 
health  in  1937,  and  in  1945  the  School  of  Public  Health 
was  established  under  the  directorship  of  Dr.  Anderson. 
This  school  provides  training  for  those  who  plan  careers 
in  public  health,  and  participates  in  the  teaching  of  med- 
ical students. 

Roentgenology.  Roentgenology  developed  at  Minne- 
sota, as  it  did  elsewhere,  as  a hospital  service  and  was 
not  established  as  an  independent  teaching  department 
until  1935  under  Dr.  Leo  Rigler.  Dr.  Rigler  began  his 
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career  as  roentgenologist  at  the  Minneapolis  General 
Hospital  in  1923,  and  was  made  roentgenologist  to  Uni- 
versity Hospital  in  1927.  In  193')  an  independent  teach- 
ing department  was  established  under  Dr.  Rigler’s  guid- 
ance, and  in  1937  he  was  made  chief  of  the  department. 
This  highly  efficient  department  ranks  among  the  fore- 
most m the  country.  Radiotherapy  is  directed  by  Dr. 
Wilhelm  Stenstrom,  professor  of  biophysics. 

Cancer  Research.  The  gift  of  the  George  Chase  Chris- 
tian cancer  hospital  by  the  Citizens  Aid  Society  stimu- 
lated cancer  research  in  the  Medical  School.  In  1942 
Dr.  John  Bittner  was  made  proefssor  of  cancer  biology, 
which  is  now  a research  unit  with  graduate  students  but 
with  no  undergraduate  teaching.  Dr.  Bittner’s  discovery 
that  cancer  of  the  breast  in  mice  is  transmitted  to  the 
offspring  by  a virus  in  the  mother’s  milk  is  one  of  the 
important  contributions  of  experimental  cancer  research 
to  the  problem  of  cancer. 

The  story  of  the  Medical  School  would  be  incom- 
plete without  mention  of  our  beloved  William  A.  O’- 
Brien who  for  many  years  directed  postgraduate  med- 
ical education.  Dr.  O’Brien  really  created  this  position 
for  h'.mself.  He  had  an  unusual  ability  to  popularize 


medical  knowledge  and  to  promote  good  feeling,  and 
he  convinced  the  medical  profession  of  the  state  that 
the  Medical  School  wanted  to  help  them  keep  abreast 
of  current  medical  thought. 

The  past  decade  has  brought  about  a great  improve- 
ment in  clinical  teaching.  The  largely  didactic  teaching 
of  former  years  has  been  almost  completely  replaced  by 
direct  contact  of  the  students  with  patients  in  the  wards 
and  the  dispensaries.  The  superiority  of  this  method  of 
teaching  is  now  soundly  established. 

The  Medical  School  of  the  University  of  Minnesota 
is  now  a source  of  pride  to  its  alumni  and  friends.  In 
nearly  all  departments  good  teaching  and  research  are 
being  carried  on.  Only  the  senior  members  of  the  fac- 
ulty realize  what  a struggle  was  required  to  bring  the 
Medical  School  to  this  high  level.  The  administrative 
officers  have  a great  responsibility.  It  is  easy  to  slip  back- 
ward. A few  mistakes  in  major  appointments  might  turn 
the  clock  back  a quarter  century.  It  has  been  amply 
demonstrated  that  clinical  departments  need  a few  full- 
time men  with  creative  minds  in  positions  of  leadership 
and  that  teaching  and  research  are  both  essential  to  a 
successful  department. 
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MEDICAL  SCHOOL  ORGANIZED 

".  . . The  Board  of  Instructors  have  organized  the  ST.  PAUL  SCHOOL  FOR 
MEDICAL  INSTRUCTION.” 

Plan  oe  Instruction 

”1  he  plan  of  instruction  is  designed  to  be  in  all  respects  thoroughly  practical,  using 
all  available  means  of  illustration.  The  mode  of  teaching  is  by  daily  examinations,  conducted 
by  one  of  the  teachers,  at  his  office,  and  by  occasional  lectures  and  regular  cliniques,  con- 
joined with  oral  discussions,  in  which  all  the  students  participate. 

"The  fact  that  practical  anatomy  can  be  taught  each  year  forms  one  of  the  strongest 
arguments  in  favor  of  thus  dividing  the  labor  amongst  several  instructors.  Lectures  upon 
special  and  surgical  anatomy  will  be  regularly  given,  and  students  will  have  the  opportunity 
of  performing  all  the  principal  surgical  operations  on  the  cadaver,  under  the  eye  of  the 
teacher. 

"It  will  be  the  special  aim  of  the  instructor  to  make  available  all  the  clinical  material 
possible,  and  the  amount  of  actual  contact  of  the  students  with  patients  will  be  great,  as 
several  of  the  instructors  are  connected  with  medical  institutions  and  with  public  service. 
Aside  from  all  regular  cliniques,  each  teacher  will  take  pains  to  show  to  students  all  opera- 
tions which  he  may  perform,  and  all  interesting  cases  in  his  practice,  where  it  is  practicable 
so  to  do.  Students  here  have  the  privilege  of  attendine  the  practice  at  St.  Joseph’s  Hospital, 
where  a large  number  of  patients  are  treated  annually. 

"The  Summer  Term,  for  1871,  will  begin  the  first  I hursday  in  |une,  and  continue 
sixteen  weeks,  closing  before  the  beginning  of  the  winter  course  at  either  of  the  Chicago 
colleges. 

I he  lees  for  the  whole  year  ('''excluding  dissections)  are  j!')0.00;  for  the  summer  term 
alone,  ^30. (H);  for  the  winter  term  alone,  ^2') .00. 

"Good  hoard  can  he  had  in  the  city  for  from  ^4.00  to  .)(10.00  per  week.” 

M.iterial  Imnislicd  stiKiems  ,u  cosl  price. 

Northn’cstcrn  Medical  and  Surgical  Jonnud  1:34  3,  1870 
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Meet  Our  Contributors 


Erwin  H.  Ackerknecht,  M.D.  (University  of  Leipzig  Med- 
ical School,  1931),  is  professor  of  the  history  of  medicine  at  the 
University  of  Wisconsin  Medical  School.  He  is  a member  of 
the  American  Association  of  the  History  of  Medicine,  History 
of  Science  Society,  Wisconsin  Historical  Society,  and  a Fellow 
of  the  American  Anthropological  Association.  He  was  the 
Fielding  H.  Garrison  lecturer  in  1948. 

o 

J.  D.  Adamson,  M.D.,  was  graduated  from  the  University 
of  Manitoba,  with  graduate  study  at  St.  Bart’s  Hospital  in 
London,  and  other  European  medical  centers.  He  serves  on  the 
medical  faculty,  University  of  Manitoba,  and  holds  membership 
in  the  Manitoba  Medical  Association,  British  Medical  Associa- 
tion in  Canada,  Winnipeg  Medical  Society,  and  is  a frequent 
contributor  to  medical  journals. 

Gaylord  West  Anderson,  M.D.,  was  graduated  from  Har- 
vard Medical  School,  specializes  in  epidemiology,  and  heads  the 
t School  of  Public  Health  at  the  University  of  Minnesota. 

• 

E.  T.  Bell,  M.D.  (University  of  Missouri  Medical  School, 
I 1903)  has  headed  the  University  of  Minnesota  department  of 
i pathology  since  1920.  He  is  a past  president  of  the  American 
Association  of  pathologists  and  the  American  Association  of 
Cancer  Research,  a member  of  A.M.A.  and  the  Society  of  Ex- 
perimental Pathologists.  His  published  work  includes  a mono- 
graph on  renal  diseases. 

• 

William  Emmett  Donahoe,  M.D.,  was  graduated  from  the 
University  of  Illinois  Medical  School,  specializes  in  pediatrics  in 
I Sioux  Falls,  South  Dakota.  He  is  a member  of  the  Seventh 
[ District  Medical  Society,  the  South  Dakota  State  Medical  Asso- 
[|  ciation.  South  Dakota  Health  Officers  Association,  American 
Academy  of  Pediatrics,  and  others. 

• 

Frank  Earl  Burch,  M.D.,  was  graduated  from  the  Univer 
sity  of  Minnesota  Medical  School,  specialized  in  ophthalmology, 
headed  the  department  of  ophthalmology  at  the  University  of 
Minnesota  from  1926  to  1947.  He  is  a Fellow  of  the  American 
College  of  Surgeons,  county  and  state  medical  societies,  A M. A., 
Minnesota  Academy  of  Medicine,  Minnesota  Acade.Tiy  of  Oph- 
thalmology, American  Academy  of  Ophthalmology  and  Oto- 
laryngology, and  the  American  Ophthalmologic  Society. 

• 

Walter  A.  Fansler,  M.D.,  is  a graduate  of  Johns  Hopkins 
Medical  School,  specializes  in  proctology,  and  is  a clinical  pro- 
fessor of  surgery  at  the  University  of  Minnesota  Medical 
School.  He  is  a diplomate  of  the  Board  of  Surgery,  a Fellow 
of  the  American  College  of  Surgeons,  a Fellow  and  past  presi- 
dent of  the  American  Proctological  Society. 


Edward  L.  Tuohy,  M.D.,  was  graduated  from  the  Univer- 
sity of  Minnesota  Medical  School,  specializes  in  internal  medi- 
cine in  Duluth,  Minnesota.  He  is  a past  president  of  the  Min- 
nesota Society  of  Internal  Medicine  and  the  Minnesota  State 
Medical  Association,  and  is  a member  of  county  and  state  med- 
ical societies,  A.M.A.,  Minnesota  Heart  Society,  Minnesota 
Society  of  Internal  Medicine,  Central  Society  of  Clinical  Re- 
.search,  the  American  Geriatrics  Society,  Interurban  Academy 
of  Medicine,  and  Sigma  Xi. 

o 

Irvine  McQuarrie,  M.D.  (Johns  Hopkins  Medical  School), 
IS  now  professor  and  head  of  the  department  of  pediatrics  at 
the  University  of  Minnesota  Medical  School.  He  is  a member 
of  the  American  Pediatrics  Society,  American  Academy  of  Pe- 
diatrics, the  Northwestern  Pediatrics  Society,  Pediatrics  Re- 
search Society,  American  Society  for  Clinical  Investigation, 
A M. A.,  Minnesota  State  Medical  Society,  and  others. 

9 

Alexander  Robinson  MacLean,  M.D.,  a graduate  of  the 
University  of  Manitoba,  is  assistant  professor  of  neurology  at 
the  Mayo  Foundation,  and  a staff  member  of  the  Mayo  Clinic. 
He  holds  membership  in  the  A M. A.,  American  Neurological 
Association,  American  College  of  Physicians,  Central  Society  of 
Clinical  Research,  Association  for  Research  in  Nervous  and 
Mental  Diseases,  and  the  Minnesota  Society  of  Neurology  and 
Psychiatry. 

e 

Walter  Herman  Ude,  M.D.,  a graduate  of  the  University 
of  Minnesota  Medical  School,  is  the  radiologist  of  St.  Mary’s 
and  St.  Andtew’s  hospitals  and  consultant  in  radiology  at  the 
General  Hospital  in  Minneapolis.  He  is  a Fellow  of  the  Amer- 
ican College  of  Radiology,  a member  of  the  American  Roentgen 
Ray  Society,  Radiological  Society  of  North  America,  A M. A., 
and  Minnesota  State  Medical  Association. 

o 

F.  L.  Wicks,  M.D.  (University  of  I owa  Medical  School) 
specializes  in  ophthalmology  and  otolaryngology  in  Valley  City, 
North  Dakota.  He  is  a past  president  of  the  North  Dakota 
State  Medical  Association,  past  president  and  secretary  of  the 
North  Dakota  Academy  of  Ophthalmology  and  Otolaryngology, 
and  served  on  the  state  board  of  medical  examiners.  He  holds 
membership  in  the  Sheyenne  Valley  Medical  Society  and  a fel- 
lowship in  the  A.M.A.  He  is  the  author  of  "Twenty-Five 
Years  of  Ophthalmology  in  North  Dakota,’’  and  a monograph: 
"Your  Eye  — Light  on  Sight.” 
o 

Owen  Harding  W^angensteen,  M.D.,  was  graduated  from 
the  University  of  Minnesota  Medical  School,  now  heads  the 
department  of  surgery  at  that  school.  He  is  a member  of  the 
county  and  state  medical  associations,  the  Minnesota  Academy 
of  Medicine,  Minneapolis  Surgical  Association,  Minnesota  Sur- 
gical Association,  A.M.A.,  American  College  of  Surgeons, 
American  Association  for  Thoracic  Surgery,  American  Surgical 
Association,  the  American  Physiological  Society,  and  has  re- 
ceived numerous  awards  and  distinctions. 


PEDIATRIC  SOCIETY  OFFICIALIZES  JOURNAL-LANCET 

The  North  Dakota  Pediatric  Society  has  announced  that  it  has  appointed  Journal- 
Lancet  as  the  official  publication  for  that  society.  Papers  from  members  will  appear  in  this 
journal  as  well  as  news  and  notices  of  meetings. 

The  last  meeting  of  the  society  was  held  on  October  15,  1949,  in  Fargo,  and  the  next 
meeting  is  a luncheon  scheduled  for  May  29,  1950,  during  the  State  Medical  Association 
Meeting  in  Grand  Forks,  at  which  Dr.  Albert  Stoesser  of  Minneapolis  will  be  the  speaker. 
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Late  in  the  fall  of  1803,  a number  of  cases  of  cerebro  spinal 
ineningilis  occurred  in  my  practice,  in  the  northern  part  of  this 
county.  Durinp:  the  winter  followin.i;,  and  on  until  June,  cases 
continued  to  occur,  Bullicient  in  number  and  severity  to  entitle 
them  to  consideration  as  an  epidemic. 

The  neighborhood  in  which  the  disease  chielly  prevailed  was 
only  sparsely  settled.  'I’lie  topography  of  the  township  is  of  a 
character  to  preclude  suspicion  of  malaria  or  other  endemic 
cause.  No  marshes;  hilly;  streams  rapid  and  pure;  one  brook, 
the  one  along  which  the  disease  first  appeared,  aliounding  in 
trout.  This  tributary  of  the  /urnbro  is  not  more  than  two  and 
a half  or  three  miles  long,  rises  at  the  base  of  a limestone  hill, 
runs  through  a deep  ravine,  the  blull's  on  one  side  being  abrupt 
and  rocky  ; on  the  other  side  is  a gravelly  Hat,  Irom  eighty  to  a 
hundred  rods  wide,  divided  up  by  Ireiiuent  spurs  from  the  head- 
land. On  this  Hat,  at  the  time  I write  of,  were  oidy  two  families, 
they  about  a mile  apart,  living  in  comfortable  log  houses.  No 
want  of  drainage,  no  want  of  pure  water:  the  only  noticeable 
fact  being  the  surrounding  W'alls  of  blulf.  These  families  fur- 
nished the  lirst  cases.  In  a short  time — a week  or  so — it  aji- 
jieared  in  other  families,  showing,  thence  on,  a tendency  to 
attack  those  in  airy  situations  no  less  than  those  in  ravines. 

One  notable  circumstance  in  the  w'ay  of  possible  causation 
deserves  mention.  Under  many  of  the  infected  houses,  in  fact, 
under  all  I now  remember,  were  cellars  of  questionable  cleanli- 
ness. Some  had  in  them  decaying  vegetables;  some,  dirty 
water;  and  some,  the  accumulations  of  all  sorts  of  refuse. 

My  case-book  exhibits  the  history  and  treatment  of  thirteen 
cases.  Others  having  nothing  peculiar  about  them,  were  not 
registered. 

von.  I. — IH 
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Cerebrospinal  Meningitis 

Alexander  R.  MacLean,  M.D.* 
Rochester,  Minnesota 


My  Dear  Doctor  Galloway: 

Your  article,  "Cerebrospinal  Meningitis,”  appearing 
in  the  October,  1870,  issue  of  the  Northwestern  Medical 
and  Surgical  Journal,  has  provoked  me  to  disregard  cer- 
tain practical  concepts  of  time,  so  that  I might  write  to 
you  on  the  pages  of  The  Journal-Lancet,  some  80 
years  later. 

This  honest,  acute  and  speculative  description  of  the 
disease,  occurring  in  Olmsted  County,  humbles  the  mod- 
ern physician  who  attempts  to  duplicate  your  effort. 
Today,  we  can  recognize  the  validity  of  many  of  your 
observations.  I am  certain  that  you  will  not  be  surprised 
if  certain  present  concepts  related  to  the  cause  and 
treatment  of  this  disorder  differ  from  yours. 

In  the  year  1950,  cerebrospinal  meningitis,  which  you 
characterized  as  "truly  epidemic,”  although  it  may  occur 
in  "sporadic  fashion,”  is  still  described  in  your  very 
words.  The  cause  of  epidemics  of  this  disease  remains 
mysterious  to  us,  and  the  world  is  plagued  with  cycles  of 
recurring  local  disasters.  The  disease  is  indeed  "inflamma- 
tory,” with  the  occurrence  of  pathologic  deposits  "within 
the  arachnoides.”  It  varies  in  severity  from  the  ful- 
minatingly  fatal  to  the  minor  cases  which  might  be 
"deemed  a common  cold  or  slight  fever.”  As  you  infer, 
its  spread  is  capricious;  the  disease  occurs  in  widely  scat- 
tered fashion  with  no  apparent  causal  relationship  in 
respect  to  topography,  watershed  or  density  of  popula- 
tion. Your  confreres  of  the  last  century,  however,  knew 
it  as  a plague  of  armies  and  of  prisons.  Its  distribu- 
tion still  remains  world  wide.  In  respect  to  time  it  would 
appear  to  have  a predilection  for  the  months  of  winter 
and  spring,  as  you  have  noted. 

At  the  time  you  wrote  your  article,  you  had  no  con- 
cept of  what  we  now  call  "bacteria” — microscopic  uni- 
cellular organisms  which  subsist  on  organic  matter.  The 
vast  majority  of  these  organisms  are  not  only  innocu- 
ous but  necessary  for  the  survival  of  the  human  race. 
Some  few,  however,  are  the  enemies  of  man,  and  invade 
his  being,  where,  in  his  tissues  and  humours,  they  cease- 
lessly consume  twice  their  weight  of  human  food  every 
hour  of  the  day  and  night.  They  manufacture  noxious 
poisons  which  damage  tissue  locally  and  remotely 
through  the  flow  of  blood  and  lymph. 

Pasteur,  a Frenchman,  was  at  work  in  his  laboratory, 
proving  these  facts,  when  you  were  writing  this  paper. 
In  1887,  seventeen  years  after  your  publication,  a Vien- 
nese, Weichselbaum,  discovered  the  organism  which  you 
had  battled  along  a tributary  of  the  Zumbro  River. 
(I  might  add  that  the  trout  are  now  long  since  gone.) 
He  named  it  Diplococcus  intracellularis  meningitidis. 

*Sections  on  Neurology  and  Psychiatry,  Mayo  Clinic,  Roches- 
ter, Minnesota. 


We  now  call  it  Neisseria  intracellularis  because  it  re- 
sembles morphologically  an  age-old  enemy  of  man  inti- 
mately associated  with  Aphrodite,  which  you  astutely 
recognized  by  the  unmistakable  signs  of  gleet.  The  dis- 
ease is  not  related,  as  you  have  suggested,  to  erysipelas; 
but  this  is  a very  minor  point. 

The  genus  and  species  Neisseria  meningitidis  are 
known  to  be  divided  into  many  varieties,  differing  in 
the  foods  they  eat  and  the  noxious  agents  they  produce. 
Two  main  groups  have  evolved.  Type  1 appears  to  be 
responsible  for  more  than  90  per  cent  of  cases  of  epi- 
demic disease.  Type  2 — a heterogeneous  collection — is 
found  chiefly  in  sporadic  cases  and  in  normal  healthy 
people.  The  organism  has  chosen  man  as  host,  and  un- 
der ordinary  conditions  it  lives  peacably  in  the  naso- 
pharynx. We  are  uncertain  as  to  the  exact  way  it  in- 
vades the  body,  when  it  throws  aside  its  saprophytic 
mask  and  emerges  a true  and  destructive  parasite.  Some 
claim  that  it  passes  up  the  sheaths  of  the  olfactory 
nerves,  directly  to  the  meninges.  Others  with  more  evi- 
dence state  that  it  invades  the  blood  stream,  where  it 
multiplies,  producing  general  signs  and  symptoms  of 
septicemia,  and  then  localizes  in  the  meninges,  where 
the  major  battle  of  life  and  death  takes  place. 

All  available  evidence  points  to  dissemination  of  the 
disease  by  healthy  human  carriers,  its  prevalence  de- 
pending upon  the  varying  virulence  of  the  organism  and 
the  susceptibility  of  the  host.  The  high  fatality  rates  of 
70  per  cent  are  in  striking  contrast  to  the  morbidity 
rates  of  0.01  to  0.3  per  cent  in  the  population  exposed 
to  the  risk. 

So  much  for  generalizations  concerning  our  modern 
concepts  of  the  topic  under  consideration. 

Your  description  of  the  clinical  picture  of  the  onset, 
progress  and  termination  of  the  disease  cannot  be  ex- 
celled in  this  day.  Our  drably  fastidious  medical  litera- 
ture shuns  such  splendid  adjectives  as  "snapping”  pain 
through  the  head,  and  "lugging  ache”  in  the  neck.  It  is 
also  apparent  that  we  do  not  make  all  available  use  of 
our  eyes  and  nose  and  ears  in  the  differential  diagnosis. 
Witness  your  acute  observation  of  the  "drawing  together 
of  the  scapulae”  in  patients  with  meningitis.  We  have 
all  seen  this,  but  we  have  seen  it  with  blind  eyes,  and 
it  has  not  made  its  proper  impression  on  our  clinical 
consciousness.  Again  you  insist  and  repeat,  "that  in  the 
coma  that  preceded  death,  stertor  was  present  in  no  in- 
stance.” I must  confess  that  as  I read  this  I was  some- 
what irritated  by  your  apparent  old-fashioned  obsession 
with  what  seemed  to  be  a trivial  detail  which  could  have 
no  clinical  significance.  Yet,  reflection  associated  with 
a few  experimental  maneuvers  demonstrates  that  you 
have  noted  with  your  acute  ears  the  absence  of  signifi- 
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cant  sounds  which  to  us  have  no  meaning.  As  the  dia- 
phragm of  the  soft  palate  flaps  in  the  wind  of  inspira- 
tion, its  noisy  movements  which  we  call  "snore,”  can  be 
altered  significantly  and  even  obliterated  by  retraction 
of  the  head.  As  I sit  here  and  consciously  and  wilfully 
snore,  I can  stop  this  noise  by  extending  my  head  into 
the  position  assumed  by  a patient  who  has  meningeal 
irritation.  I can  feel  the  tautness  of  my  levator  palatini 
muscles  as  they  guy  my  soft  palate  into  immobility. 
Henceforth  the  breathing  of  patients  in  coma  will  have 
significance  to  me.  If  stertor  is  absent  we  should  suspect, 
as  you  have  told  us,  that  the  posterior  cervical  muscles 
are  retracting  the  head,  and  that  meningitis  may  be  the 
cause. 

Now  perhaps  it  would  be  wise  for  me  and  of  interest 
to  you  to  delineate  briefly  the  mechanisms  of  labora- 
tory aids  which  more  than  compensate  for  our  atrophied 
clinical  senses.  Medicine  has  evolved  through  the  years 
a technic  of  examining  the  cerebrospinal  fluid  which  was 
inaccessible  to  you.  Many  types  of  meningitis  have  been 
discovered  by  this  method,  but  roughly  speaking  we  can 
divide  them  into  three  broad  groups:  the  riaeningococcic, 
the  septic  and  the  tubercular. 

If  the  cerebrospinal  fluid  is  frankly  turbid  when  it  is 
withdrawn,  we  can  be  fairly  certain  that  we  are  dealing 
with  meningitis  of  either  group  1 or  2.  The  .septic  puru- 
lent type  usually  is  secondary  to  an  obvious  primary 
focus,  such  as  a draining  ear,  sinusitis,  a head  wound, 
an  infectious  disease  or  .some  septic  focus  elsewhere  in 
the  body.  The  organism  is  either  a streptococcus  or  a 
pneumococcus,  and  must  be  identified  by  culture. 

If  there  is  no  obvious  primary  septic  focus  in  acute 
meningitis  with  purulent  cerebrospinal  fluid,  the  odds  are 
that  we  are  dealing  with  Neis.seria  meningitidis.  Again, 
absolute  corroboration  depends  upon  culture  of  the  or- 
ganism, airhough  a simple  slide  preparation  may  dem- 
onstrate the  gram-negative  intracellular  diplococci.  In 
this  respect  I must  warn  you  that  otitis  media  caused 
by  the  pneumococcus  may  deceive  even  the  most  experi- 
enced. The  ear-drum  may  be  but  slightly  injected  or 
edematous,  and  may  be  easily  missed  in  the  search  for 
a primary  focus.  However,  if  the  patient  previously  has 
been  in  good  health,  and  free  from  earache,  if  petechiae 
can  be  observed  m the  skin,  and  particularly  if  other 
cases  are  known  in  the  neighborhood,  our  impression 
becomes  solidified,  and  we  institute  specific  therapy  be- 
fore laboratory  confirmation. 

If  the  cerebrospinal  fluid  of  a patient  who  exhibits 
distinct  signs  of  meningitis,  whose  symptoms  have  come 
on  insidiously,  and  whose  family  may  contain  members 
suffering  from  the  disease,  is  clear  or  slightly  turbid  and 
contains  cells,  the  modern  physician  considers  the  pos- 
sibility of  a tubercular  infection.  With  an  acute  onset, 
and  with  no  family  history  in  the  presence  of  a gro.ssly 
clear  cerebrospinal  fluid,  consideration  is  given  primarily 
to  a group  of  virus  infection. 

Several  other  features  in  the  modern  clinical  approach 
to  meningococcic  meningitis  may  interest  you.  Occa- 
sionally, the  patient  may  present  a picture  of  septicemia 
of  many  days’  duration,  without  involvement  of  the 


meninges.  In  such  a case  the  diagnosis  can  be  made 
only  after  blood  culture.  When  results  of  culture  are 
positive,  but  stiff  neck  or  other  signs  of  meningeal  irri- 
tation are  not  present,  the  physician  might  consider  ex- 
amination of  the  cerebrospinal  fluid.  This,  in  my  experi- 
ence, is  dangerous,  for  within  twenty-four  hours  after 
puncture  severe  meningitis  may  ensue,  caused  either  by 
inoculation  of  the  cerebrospinal  fluid  with  the  exploring 
needle,  or  by  some  change  in  the  choroidal  cerebrospinal 
fluid  barrier.  Since  there  is  nothing  to  he  gained  by 
analysis  of  the  cerebrospinal  fluid  at  this  time,  such  diag- 
nostic temptations  should  be  rigorously  repressed. 

You  have  described  another  variant  of  the  disease  in 
the  words:  "When  the  powers  of  life  seemed  crushed 
beyond  hope  from  the  very  onset  . . . the  ordinary 
febrile  symptoms  were  not  developed,  death  taking  place 
apparently  from  paralysis  of  the  heart.”  Today  we 
would  call  this  the  "Waterhouse-Friderichsen  syndrome,” 
in  which  there  is  fulminating  septicemia,  with  apoplexy 
of  the  adrenal  glands  and  circulatory  collapse.  Death 
may  occur  within  a few  hours,  as  you  have  stated,  and 
the  diagnosis  may  be  completely  missed  in  the  absence 
of  an  epidemic  because  of  the  lack  of  fever  and  signs 
of  meningitis. 

I am  certain  that  it  will  not  surprise  you  to  learn  that 
our  treatment  of  patients  differs  radically  from  that 
which  you  employed  with  such  admirable  insight  and 
restraint.  Your  scientific  attitude  is  demonstrated  by  the 
controls  you  applied.  One  patient  was  "mercurialized, 
blistered,  quininized,  stimulated,  and — died  on  the  ninth 
day.  The  children  were  not  mercurialized,  not  blistered, 
but  were  sweated,  given  quinine,  brandy,  and  iron,  and 
got  well  after  a run  of  six  weeks.”  I am  tempted  to 
add  that  they  need  not  have  been  quininized,  alcoholized, 
or  ferroLisized,  but  that  would  be  facetious.  Heat  in  the 
form  of  hot  packs  is  still  used  today  in  some  neurologic 
conditions,  but  control  studies  arc  not  enthusiastically 
entered  into. 

It  will  surprise  you  to  learn  that  the  specific  weapons 
we  use  today  were  to  be  found  in  the  soot  of  the  chim- 
neys of  the  houses  of  your  patients,  and  in  their  cellars 
among  the  refuse  and  the  decaying  vegetables.  Derived 
from  coal  tar,  the  azo  dye,  prontosil,  was  discovered  to 
have  a marked  chemotherapeutic  activity  against  strepto- 
coccic infections.  The  active  portion  of  the  molecule, 
p-aminobenzene  sulfonamide,  was  found  to  be  capable 
of  modification  to  form  a new  series  of  compounds  which 
are  bacteriostatic  rather  than  bactericidal.  These  com- 
pounds attack  Neis.seria  meningitidis  by  interfering  with 
the  enzymic  activities  of  reproduction.  In  addition,  the 
juices  of  the  green  mold,  Pcnicillium,  have  remarkable 
powers  of  inhibiting  the  growth  of  pathogenic  bacteria 
among  which,  again,  is  Neisseria  meningitidis. 

Although  procedures  differ  among  authorities  in  re- 
spect to  the  exact  role  these  two  agents  play  in  therapy. 
It  is  clear  that  both  are  eflicient  weapons  against  the 
ravages  of  the  disease  under  consideration.  Sulfapyri- 
dine,  sulfathiazole,  sulfadiazine  and  sulfamerazine  may 
be  used  with  close  to  equal  benefit.  If  adequate  doses 
are  used,  the  concentrations  of  these  agents  in  the  blood 
need  not  be  meticulously  scrutinized.  According  to 
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Hoyne  and  Brown  ^ the  initial  dose  for  adult  persons 
ranges  between  5 and  7 gm.,  depending  not  on  body 
weight,  but  on  the  severity  and  duration  of  the  illness. 
The  first  time  the  drug  chosen  is  used,  it  is  administered 
intravenously  in  a 5 per  cent  solution  of  the  sodium 
salt  in  isotonic  solution  of  sodium  chloride.  This  is  fol- 
lowed  by  1 to  2 grams  given  by  mouth  every  four  hours, 
except  when  sulfamerazine  is  used,  in  which  case  the 
drug  is  given  at  intervals  of  six  to  eight  hours.  For  chil- 
dren the  initial  dose  is  3 to  5 grams  with  1 gram  being 
given  thereafter  every  four  hours.  The  average  dura- 
tion of  treatment  is  eight  days. 

Many  of  us  believe  that  in  addition  to  the  sulfona- 
mides, penicillin  plays  a definite  role  in  the  treatment 
of  cerebrospinal  meningitis,  particularly  during  the  first 
few  hours  during  which  a definite  diagnosis  has  yet  to  be 
established  by  the  laboratory,  or  if  the  patient  is  sensi- 
tive to  sulfonamides.  As  a general  rule,  penicillin  is 
administered  intramuscularly  and  immediately  with  the 
sulfonamide,  in  amounts  of  30,000  units  every  three 
hours.  Administration  of  this  amount  is  continued  dur- 
ing the  course  of  therapy.  Enormous  doses  may  be 
used  against  overwhelming  infections;  these  may  range 
up  to  1,000,000  units  given  every  two  hours.  In  addi- 
tion, some  physicians  instil  penicillin  into  the  subarach- 
noid space  in  amounts  of  10,000  units  in  10  cc.  of  iso- 


tonic solution  of  sodium  chloride.  Intrathecal  injection 
is  repeated  on  several  occasions  and  then  is  discontinued. 

It  is  doubtful  that,  so  far  as  we  now  know,  adrenal 
cortical  extract  contributes  significantly  to  the  treatment 
of  the  dread  Waterhouse-Friderichsen  syndrome.  Theo- 
retically, the  extract  would  have  to  be  administered  in 
amounts  of  up  to  100  cc.  a day  to  compensate  for  the 
lack  of  essential  adrenal  hormones.  Although  life  cer-. 
tainly  cannot  be  measured  in  terms  of  dollars  and  cents, 
such  amounts  are  well-nigh  prohibitive  in  cost. 

To  demonstrate  that  there  have  been  advances  in  the 
therapy  of  cerebrospinal  meningitis,  we  need  only  look 
at  the  mortality  rate  of  70  per  cent  which  the  disease 
exacted  in  the  last  century,  glance  at  the  best  results  of 
specific  serum  treatment  which  never  decreased  this  rate 
to  less  than  25  per  cent,  and  compare  these  with  modern, 
consistent  results  which  yield  only  16  per  cent  of  patients 
to  death.  We  have  come  a long  way. 

And  so  I must  close  this  communication  with  the  hope 
that  some  day  a letter  may  be  written  by  someone  else, 
disclosing  therapeutic  wonders  which  no  doubt  will  come 
from  strange  places,  as  far  apart  as  are  the  cosmic  radia- 
tions of  the  atmosphere  and  the  green  bile  of  an  ox. 
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THE  MICROSCOPE  AS  A DIAGNOSTIC  AID 

It  is  hardly  probable  that  the  consummation  of  science  is  close  at  hand.  The  microscope 
is  doing  something  towards  the  accomplishment  of  the  desired  end.  It  has  enabled  men  to 
see  and  classify  beings  too  small  to  be  observed  by  unaided  vision.  It  has  revealed  the  ele- 
mentary structure  of  animals  and  vegetable  tissues.  It  is  a curious  and  interesting  instru- 
ment, but  it  can  not  do  everything.  If  we  overestimate  we  do  an  injury.  We  can  not  tell 
by  looking  through  the  microscope  whether  a given  substance  is  poisonous  or  edible.  It  is 
of  quite  limited  use  in  diagnosis,  and  for  practical  purposes  it  is  of  secondary  utility.  We 
can  detect  the  different  salts  of  the  urine  by  their  peculiar  crystals,  and  certain  vegetable 
fungi  in  some  diseases  of  the  skin,  and  we  can  find  vibriones  and  sarcini  in  the  ejecta  of 

certain  diseases.  It  is  claimed  that  pathological  products,  as  tubercle,  cancer,  etc.,  are  dis- 

tinguishable by  the  microscope,  and  that  this  instrument  is  the  only  infallible  means  of 
determining  whether  or  not  a given  morbid  product  is  cancerous.  ...  I know  of  no  law 

in  medicine  that  under  any  and  all  circumstances  will  hold  the  same,  nor  do  I believe  this 

will  prove  an  exception. 

H.  P.  Strong,  M.D.:  Conservatism  in  Medicine. 

Northwestern  Medical  and  Surgical  Journal  2:85,  1871 
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Killlv  oiK'  lialf  cl  tli(‘  (li'alli-  tliat  no  iir  m tlic  <lail\’  |)ractii'i>  uf  tlic 
])livsician.  arc  of  illfant.■^ — ciiilciron  iiiulor  rive  \cars  of  a<.'0.  J''iillv 
two-thirds  of  tlie  paticnt.s  wo ari- called  u|ioii  to  vi.^it  are  children.  Tho.so 
facts  induced  us  to  write  upon  ••('hildren — their  Diseases  and  Treat- 
ment. Medicine  and  sentiment  possess  little  in  common  front  a prac- 
tical standpoint,  j)erha|>s  it  is  as  it  should  he  ; vet  at  times  s'vinjtathv 
adds  to  the  armament  of  the  physician's  zeal.  This  in  turn  inerc.ises 
his  de-ire  for  knowledge,  •while  know  ledee  is  power.  ’ .\nd  nowhere 
111  the  wholt-  ranse  of  the  practice  of  jjiedicine.  is  inediml  poirrr  more 
needed  than  in  the  tr<-atment  of  chihlren.  ‘If  it  were  possible  we  wonhl 
excite  in  vonr  hearts  a feeline  of  -vnivatliv  for  childhood — for  infaiicv — 
with  their  -iifl'ermes  and  their  trials.  \\'e  would  claim  profr-ssiona I 
svnipathv  lor  their  helples-ne-- . We  are  assured  this  appeal  is  un- 
necessary. e all  have  s-.  nipatliv  lor  chihihooil — have  we  not  chil- 
dren (d  our  own  ? Trim  we  have  cliihlreii  of  our  own  ; and  scarcely 
an  hour  pas-es  hut  most  of  us  here  present,  in  mind  lose  a monientarx 
-ieht  of  our  |irolessiou,  in  thoiiL'ht  o|'  onr  little  ones  at  home.  Never 
do  we  retire  toresl  without  fir-t  look  ill"  at  our  hahies — at  every  waken- 
ing in  the  night  we  instinctively  turn  to  the  cradle.  'J'hisis  not  a pro- 
fessional svinjiatliv,  it  i-  hut  natural  afl’ection.  Profi'-sinnal  symjiathv 
must  he  demonstrated  by  professional  aid.  That  we  ma\-  he  successful 
in  iinderstandingthe  diseasf-s  of  children  and  their  treatment,  svmpatln 
must  largely  actuate  our  every  endeavor. 

What  do  we  understand  hv  the  mere  infant.  Ttie  law  defimes  an  in- 
fant as  one  umler  twentv-one  years  of  age.  .Shakspeare  can  see  in 
infancy  nothing  but  a creature,  mewling  ami  puking  in  the  nurse’s 
arms.”  Anatomy  recognizes  an  infant  as  a miniature  man.  Physi- 
ology, a man  lacking  in  some  of  his  functions.  While  jiathologv  can 
hut  see  in  the  infant  our  e<|ual  A popular  ini))ression  seems  to  pre- 
vail in  the  profession  that  children  are  peculiarlv  organized — that  thc\- 
are  in  fact  a different  species  from  their  adult  relatives,  and  con.-e- 
(liiently  they  are  to  he  treate<l  from  an  entirely  different  standpoint. 
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Eighty  Years  of  Progress  in  Pediatrics 

Irvine  McQuarrie,  M.D.* 

Minneapolis,  Minnesota 


WHEN  Dr.  Brewer  Mattocks  wrote  his  dissertation 
on  "Children:  Their  Diseases  and  Treatment,” 
which  was  published  in  Volume  I of  Journal-Lancet 
(1870),  pediatrics  had  not  as  yet  been  conceived  as  a 
special  field  of  medical  practice.  There  were  no  physi- 
cians in  America  who  confined  their  work  exclusively 
to  the  care  of  infants  and  children.  No  professional 
society  was  dedicated  to  the  advancement  of  child  health 
and  no  special  pediatric  journal  was  published.  There 
being  no  separate  department  of  pediatrics  in  medical 
schools  at  the  time,  teaching  of  the  subject  consisted 
solely  of  a few  lectures  on  diseases  peculiar  to  the  first 
few  years  of  life.  These  were  given  in  connection  with 
long-established  courses  in  either  obstetrics  or  internal 
medicine. 

The  only  obvious  explanation  for  this  delayed  develop- 
ment of  special  interest  in  the  field  was  the  almost  com- 
plete lack  of  factual  information  regarding  the  norms 
for  health  in  the  immature,  growing  child,  on  the  one 
hand,  and  ignorance  concerning  the  nature  of  the  many 
diseases  with  which  he  was  afflicted  on  the  other.  Ex- 
cept for  the  adoption  of  Jennerian  vaccination  against 
smallpox  and  the  more  recently  established  practice  of 
substituting  diluted  cow’s  milk  for  the  older  "bread- 
soaked-in-sweetened-water”  formula  in  the  artificial  feed- 
ing of  infants,  little  progress  had  been  made  in  the 
health  care  of  children  beyond  the  primitive  folk  medi- 
cine of  the  seventeenth  century. 

The  preoccupation  of  the  busy  practicing  physician 
with  the  less  obscure  problems  of  his  adult  patients  re- 
sulted in  shameful  disregard  of  illness  in  the  very  young. 
As  a consequence  of  this  neglect  and  colossal  ignorance 
on  the  part  of  both  parents  and  practitioners  regarding 
the  most  common  diseases  of  childhood,  the  morbidity 
and  mortality  among  infants  and  children  was  appalling, 
as  attested  by  the  statement  of  Dr.  Mattocks  that  "fully 
half  of  the  deaths  that  occur  in  the  daily  practice  of  the 
physician  are  of  infants — children  under  five  years  of 
age.”  While  the  essay  written  by  him  was  a sincere  plea 
for  a more  sympathetic  attitude  on  the  part  of  his  fel- 
low practitioners  toward  the  medical  care  of  children,  he 
argues  therein  against  the  emerging  tendency  toward 
specialization  in  the  field.  To  him  the  infant  or  young 
child  was  but  a "miniature  adult,”  requiring  no  other 
treatment  when  ill  than  that  prescribed  for  grownups. 
Regarding  the  status  of  the  problem  of  specialization 
he  says,  "A  popular  impression  seems  to  prevail  in  the 
profession  that  children  are  peculiarly  organized — that 
they  are  in  fact  a different  species  from  their  adult 
relatives  and  consequently  they  are  to  be  treated  from 

*From  the  Department  of  Pediatrics,  University  of  Minne- 
sota, Minneapolis,  Minnesota. 


an  entirely  different  standpoint.”  Further  on  he  says, 
"We  are  not  averse  to  special  departments  of  medicine 
in  the  hands  of  able  men,  but  yet  we  do  most  emphat- 
ically oppose  the  treatment  of  children  as  a special 
branch  of  practice.” 

While  this  devoted  friend  of  children  championed  a 
viewpoint  which  was  later  to  be  proved  untenable,  his 
attitude  finds  explanation  in  the  undeveloped  state  of 
medical  science  and  practice  generally  in  1870.  Knowl- 
edge of  the  basic  principles  of  human  growth  and  de- 
velopment, both  physical  and  mental,  was  all  but  non- 
existent until  twenty-five  years  later  when  one  of  Amer- 
ica’s pioneer  physiologists,  William  Townsend  Porter, 
reported  the  results  of  his  research  on  the  subject  of 
growth  of  children.  Likewise  no  exact  information  re- 
garding the  special  requirements  for  normal  nutrition 
in  infancy  and  childhood  was  to  become  available  to 
practicing  physicians  for  nearly  thirty  years,  when  scien- 
tific investigation  of  the  subject  was  initiated  by  Heub- 
ner and  Rubner  in  Germany.  Knowledge  concerning  the 
physiology  of  human  digestion,  which  had  acrued  from 
Beaumont’s  classical  experiments  on  Alexis  St.  Martin 
(1825)  had  not  yet  found  application  in  clinical  prac- 
tice among  children. 

In  the  year  1870  the  sciences  of  microbiology  and  im- 
munology were  still  in  an  embryonic  stage.  Pasteur, 
Koch  and  their  illustrious  contemporaries  had  not  as  yet 
demonstrated  that  different  infectious  diseases  are  caused 
by  specific  micro-organisms,  that  the  latter  can  be  de- 
stroyed by  heat  (Pasteurization)  and  other  agents  and 
that  specific  immunity  to  certain  infectious  diseases  can 
be  induced  by  the  killed  or  attenuated  living  causative 
micro-organisms  or  their  metabolic  products.  Specific 
serological  and  skin  tests  for  use  in  diagnosis  were  yet 
to  be  discovered.  Physiological  chemistry  as  applied  to 
clinical  medicine  was  in  its  infancy.  Roentgen  did  not 
discover  the  x-ray  and  its  invaluable  use  in  diagnosis 
until  twenty-five  years  later  (1895).  It  is  no  wonder 
then  that  the  field  of  pediatrics,  which  is  so  peculiarly 
objective  in  character  and  so  manifestly  dependent  upon 
the  basic  sciences  for  its  development,  was  not  organ- 
ized as  a full-fledged  special  branch  of  medical  practice 
in  America  or  elsewhere  until  near  the  "noonday  of  the 
golden  age  of  discovery”  in  the  latter  quarter  of  the 
nineteenth  century. 

As  a result  of  the  unprecedented  flood  of  fundamental 
discoveries  which  began  to  flow  from  the  research  labora- 
tories and  clinics  of  Europe  and  the  United  States  at 
that  time,  pediatrics  finally  emerged  as  a new  branch  of 
scientific  and  clinical  medicine  practically  unfettered  by 
false  traditions  and  accumulated  misinformation  which 
long  encumbered  the  older  medical  disciplines.  Although 
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Ahraham  Jacobi,  often  called  the  Nestor  of  American 
pediatrics,  had  established  a special  clinic  for  children 
as  early  as  1860,  the  first  recognized  university  depart- 
ment devoted  to  the  field  was  that  organized  at  bdarvard 
University  by  Thomas  Morgan  Rotch  in  1888.  The 
American  Pediatric  Society  was  founded  in  the  same 
year.  Progress  since  that  time  in  the  acquisition  of  in- 
formation regarding  the  causes  and  treatment  of  vari- 
ous diseases,  in  the  development  of  new  techniques  for 
use  in  diagnosis  and  treatment  of  childhood  disorders, 
m building  hospitals  and  clinics  for  infants  and  children, 
in  establishing  pediatric  departments  in  medical  schools 
and  in  organizing  child  welfare  programs  of  various 
kinds,  has  been  truly  amazing. 

While  the  physician  of  1870  possessed  practically  no 
information  regarding  the  primary  etiology  of  the  infec- 
tious and  nutritional  diseases  afflicting  infants  and  chil- 
dren, it  is  now  exceptional  for  the  properly  trained  pedia- 
trician to  encounter  a seriously  ill  patient  whose  disease 
he  cannot  diagnose  from  an  etiological  standpoint,  par- 
ticularly if  he  has  access  to  the  resources  of  a well 
selected  medical  library  and  a well  equipped  clinical 
laboratory.  Furthermore,  the  most  serious  diseases  of 
nutrition,  such  as  rickets,  scurvy,  xerophthalmia,  beri- 
beri, pellagra  and  other  avitaminoses,  as  well  as  protein- 
deficiency  and  mineral-deficiency  states,  once  so  preva- 
lent, can  now  be  prevented  or  cured  at  will  as  a result 
of  discoveries  relating  to  the  essential  character  of  cer- 
tain food  factors.  The  contagious  diseases,  such  as  diph- 
theria, whooping  cough,  smallpox  and  typhoid  fever, 
which  occurred  in  extensive  epidemics  and  often  with 
catastrophic  results  in  that  early  period,  are  now  encoun- 
tered so  infrequently  m the  United  States  as  a result 
of  extensive  immunization  programs  that  pediatric  teach- 
ing clinics  are  frequently  unable  to  find  suitable  cases 
of  the  kind  for  demonstration  to  medical  students  and 
interns. 

The  enteric  or  diarrheal  diseases  of  infectious  origin, 
such  as  typhoid  and  paratyphoid  fevers,  Asiatic  cholera 
and  the  dysenteries  (bacillary  and  amebic)  have  now 
become  clinical  rarities  in  those  parts  of  America  and 
Europe  where  approved  public  sanitation  practices,  im- 
munization programs  and  rational  clinical  practice  have 
been  employed  consistently.  Congenital  syphilis,  ex- 
tremely common  before  efficient  diagnostic  and  therapeu- 
tic methods  became  available,  has  decreased  almost  to 
the  vanishing  point  in  some  parts  of  the  LJnited  States. 
This  change  has  been  achieved  largely  as  a result  of 
campaigns  to  discover  acquired  syphilis  in  adults,  par- 
ticularly in  pregnant  women,  by  means  of  the  Wasser- 
mann,  Kahn  and  other  specific  tests  and  to  institute  in- 
tensive chemotherapy  as  early  as  possible.  Tuberculosis 
in  children  has  likewise  become  somewhat  of  a clinical 
rarity  in  certain  parts  of  this  country  as  a result  of  ex- 
tensive programs  of  case  finding  (by  means  of  tuber- 
culin skin  tests  and  chest  x-ray  examinations)  and  effec- 
tive isolation  of  all  persons  having  the  disea.se  in  active 
form.  In  some  parts  of  the  world  where  tuherculosis  has 
long  been  rampant  and  where  i.solation  has  been  neglect- 
ed, BCG  vaccination  of  children  is  being  retried  on  a 
wide  scale,  with  the  hope  of  reducing  the  morbidity  and 


mortality  from  the  disease.  The  grand  climax  of  achieve- 
ment in  the  treatment  of  infectious  diseases  in  infancy 
and  childhood  came  with  the  demonstration  of  the  med- 
icinal value  of  certain  sulfonamide  drugs  in  the  mid- 
1930s  and  the  still  more  significant  discovery  during  the 
1940s  of  a constellation  of  antibiotic  agents  with  thera- 
peutic efficaciousness  ranging  throughout  the  entire  list 
of  known  infections  with  a few  notable  exceptions. 

Only  yesterday,  speaking  figuratively,  the  diagnosis 
of  congenital  heart  disease  was  not  possible  and  effective 
treatment  was  undreamed  of.  The  great  majority  of 
children  with  the  affliction  did  not  live  to  the  age  of 
puberty.  Today  the  picture  is  rosy  in  comparison. 
Through  vast  improvements  in  the  techniques  of  diag- 
nosis and  in  the  skill  of  the  surgeon,  an  ever-increasing 
percentage  of  such  children  who  were  formerly  doomed 
to  invalidism  and  early  death,  are  now  given  a signifi- 
cant extension  of  life  and  are  spared  most  of  the  dis- 
comforts of  a handicapped  existence. 

Up  to  1870  and  for  more  than  a half  century  there- 
after diabetes  mellitus  was  regarded  as  an  almost  uni- 
formly fatal  disease  in  children.  Today,  as  a result  of 
the  discovery  of  insulin  less  than  three  decades  ago, 
most  diabetic  children  can  be  saved  and  carried  to 
adulthood  in  a comparatively  good  state  of  general 
health.  Many  other  endocrine  disorders  of  childhood 
due  to  either  hypofunction  or  hyperfunction  of  one  or 
other  of  the  glands  of  internal  secretion,  not  recognized 
as  such  by  the  physician  of  1870,  are  today  easily  diag- 
nosed and  are  often  treated  successfully. 

Finally,  new  triumphs  over  certain  other  hitherto  un- 
controllable disorders  of  childhood,  such  as  severe  spon- 
taneous hypoglycemia,  acute  hemorrhagic  nephritis,  rheu- 
matic fever.  Still’s  disease  (chronic  rheumatoid  arthri- 
tis), chronic  ulcerative  colitis  and  other  so-called  colla- 
genous diseases,  have  been  made  possible  by  the  isolation 
and  refinement  of  two  extremely  important  hormones, 
cortisone  ( 1 l-oxy-17-hydroxycorticosterone)  from  the  ad- 
renal cortex,  and  adrenocorticotropic  hormone  (ACTH) 
from  the  anterior  lobe  of  the  pituitary  gland.  Many 
additional  advances  will  undoubtedly  be  made  as  a re- 
sult of  further  research  in  this  promising  field. 

With  this  greatly  abbreviated  recitation  of  scientific 
achievements  which  have  contributed  so  enormously  to 
solution  of  the  problems  of  child  health,  it  is  not  diffi- 
cult to  understand  why  the  average  life  expectancy  of 
man  has  increased  from  less  than  40  to  more  than  67 
years  since  1870.  The  infant  mortality  rate  (number  of 
deaths  in  the  first  year  of  life  per  1,000  live  births)  has 
decreased  during  the  past  eighty  years  from  approxi- 
mately 190  to  26.  Instead  of  more  than  half  of  the 
total  deaths  among  the  whole  population  of  Minnesota 
occurring  in  infants  and  children  under  the  age  of  5 
years,  as  they  did  in  Dr.  Mattock’s  day,  less  than  7 per 
cent  of  the  total  deaths  now  occur  in  children  under  12 
years  of  age  in  this  state. 

With  the  conquest  of  many  of  the  once  severely  debili- 
tating or  death-dealing  diseases  of  infants  and  children 
achieved,  other  aspects  of  the  medical  care  of  children, 
such  as  the  prevention  or  correction  of  disturhances  in 
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mental  and  emotional  development,  have  happily  come 
to  occupy  a larger  proportion  of  the  physician’s  time. 
Since,  as  recent  surveys  have  shown,  three-fourths  of  all 
medical  care  for  infants  and  children  is  provided  by 
general  practitioners,  it  is  essential  that  the  latter  receive 
more  scientific  and  clinical  training  in  the  field  of  pe- 
diatrics, if  the  gains  in  child  health  already  made  in 
some  areas  are  to  be  maintained  and  extended. 

As  pointed  out  elsewhere, "Pediatrics  is  no  longer 
regarded  as  a narrow  medical  specialty  confined  to  the 
diagnosis  and  treatment  of  childhood  diseases.  It  is 
more  appropriately  defined  today  as  that  division  of 
medical  science  and  practice  which  deals  with  all  aspects 
of  the  physical,  mental  and  emotional  health  of  the 
human  race  throughout  infancy,  childhood  and  ado- 
lescence. The  primary  differences  between  pediatrics  and 
the  other  medical  specialties  are,  first,  that  pediatrics  is 
concerned  with  the  whole  person  instead  of  a single 
organ  system  or  a particular  region  of  the  body  and, 
second,  that  it  deals  in  the  main  with  persons  of  different 


sizes  who  are  undergoing  continuous  change  of  a devel- 
opmental nature.  Indeed,  the  factors  of  growth  and  de- 
velopment with  their  peculiar  impact  on  every  type  of 
health  problem,  constitute  the  only  justification  for  set- 
ting pediatrics  apart  as  a special  medical  discipline. 

"The  breadth  of  its  scope  and  the  implications  of  its 
over-all  significance,  not  only  for  the  prevention  and 
treatment  of  disease,  but  also  for  the  promotion  of  a 
maximal  degree  of  physical  fitness  and  emotional  well- 
being, have  resulted  finally  in  the  elevation  of  pediatrics 
to  the  status  of  a major  department  in  the  leading  med- 
ical schools  of  America.”  As  medical  science  grows  and 
as  society  becomes  more  cognizant  of  the  potentialities 
of  a dynamic  life-long  program  for  preservation  of 
health,  the  role  of  pediatrics  will  undoubtedly  be  greatly 
extended  instead  of  being  allowed  to  revert  to  a place 
of  insignificance,  such  as  it  held  in  the  year  1870. 
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From  MEDICAL  NOTES 

Injurious  effects  of  feeding  infants  too  early. — In  the  Baltimore  Medical  Bul- 
letin for  May  16,  1870,  Dr.  Horace  Smoot,  of  Virginia,  has  these  sound  remarks: 

"Generally  there  is  an  interval  of  two  or  three  days  between  the  birth  of  a child  and  the 
formation  of  milk  in  the  mother’s  breast,  during  which  time  old  women,  and  sometimes 
physicians,  think  it  absolutely  necessary  that  the  little  thing  should  be  fed;  consequently, 
they  set  about  to  prepare  something  for  the  child  to  eat,  or  rather  to  drink,  as  a nutriment. 
And  the  result  is,  the  stomach  of  the  child  is  crammed  with  whatever  the  nurse  may  fancy 
to  be  good  for  it.  This,  in  our  humble  judgment,  is  decidedly  injurious.  The  child  ought 
not  to  take  anything  into  the  stomach  in  the  first  hours  of  its  extra-uterine  life.  Nature 
teaches  this  by  the  fact  that  the  mother’s  milk  is  not  formed  for  two  or  three  days  after 
its  birth;  and  we  may  rest  assured  that  she  has  made  every  necessary  provision  for  the  child, 
in  the  way  of  furnishing  it  nutriment. 

"Again,  the  child  should  not  be  fed  with  a spoon;  because,  in  the  act  of  sucking,  the 
salivary  glands  are  excited  to  pour  out  their  secretions,  which  mix  with  the  mother’s  milk, 
and  assist  in  digestion  in  the  following  manner:  These  secretions  are  alkaline  in  their  char- 
acter. The  predominance  may  be  caused  thus:  There  are  articles  of  diet  which,  under  par- 
ticular circumstances,  become  suddenly  acid.  Milk  is  one  of  these.  This  fluid,  it  is  well 
known,  becomes  acid  almost  instantaneously,  when  the  air  is  highly  charged  with  electricity; 
and  there  is  reason  to  believe  that  something  similar  may  occur  in  the  stomach,  particularly 
in  children.  So  that  it  becomes  necessary  that  an  alkali  should  be  incorporated  in  the  milk 
to  neutralize  this  acidity.  Now,  if  it  were  food  exactly  similar  in  its  composition  to  the 
mother’s  milk,  it  would  not  answer  the  same  purpose  when  given  to  the  child  in  a spoon; 
because  it  would  not  be  mixed  with  the  saliva  as  it  is  when  the  child  receives  it  by  sucking. 
When  it  is  poured  down  the  stomach  with  a spoon,  without  the  addition  of  this  alkali,  we 
may  expect  colic,  swelled  bellies,  etc.,  in  the  children  thus  treated.” 

Half  Yearly  Compendium  of  Medical  Science. 

Northwestern  Medical  and  Surgical  Journal  1:160,  1870 


I Reprinted  from  ^ 

1 ass'®  1 

THE  NORTHWESTERN 

MEDICAL  AND  SURGICAL  JOURNAL. 


VoL.  I.  ST.  PAUL,  MARCU,  1871.  No.  9. 
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The  following  case  is  reported,  not  because  it  is  thought  to  pre- 
sent any  features  that  are  novel  or  striking,  but  because  it  illus- 
trates well  a common  and  very  distressing  form  of  hjemorrhoidal 
disease,  and  the  appropriate  method  of  cure. 

Mrs. , a widow  lady,  aged  53,  came  under  my  care  in  the 

early  part  of  September,  1870,  suffering  severely  with  internal 
piles.  She  was  constitutionally  prone  to  hemorrhoids,  and  had 
been  afflicted  with  them  more  or  less  during  the  greater  part  of 
her  mature  life.  Four  years  previously  a large  internal  pile, 
which  descended  whenever  defecation  occurred,  and  gave  a great 
deal  of  pain,  was  removed  with  the  ecraseur  by  a female  practi- 
tioner. The  operation,  judging  from  her  account  of  the  case, 
was  followed  by  internal  bleeding,  the  sphincter  ani  not  allow- 
ing the  blood  to  escape  from  the  rectum.  A low  form  of  fever 
set  in,  from  which  convalescence  was  prolonged.  Since  the  op- 
eration, she  says  her  disease  has  been  worse.  She  came  into  my 
hands  from  another  practitioner,  who  had  been  dosing  her  with 
saline  laxatives,  opiates,  &c.,  without  the  slightest  advantage, 
but  rather  the  reverse — he  having  never  even  examined  the  tu- 
mors by  inspection  or  otherwise. 

At  this  time  her  condition  was  truly  deplorable.  After  every 
passage  from  the  bowels,  an  operation  attended  by  almost  intol- 
erable agony,  if  we  may  believe  her  own  statement,  a nodulated, 
dark  puri>le  mass,  as  large  as  half  a hen’s  egg,  or  larger,  was 
seen  protruding  from  the  anus.  Evidently,  the  whole  mucous 
membrane  of  the  lower  part  of  the  rectum  partook,  to  a greater 
or  less  extent,  of  the  hsemorrhoidal  thickening  and  congestion. 
The  pain  after  defecation  was  of  a burning  and  lancinating  char- 
acter, often  extending  to  the  thighs  and  back,  or  even  to  the 
head.  The  general  appearance  of  the  patient  was  cachectic. 
Complexion  sallow.  Ultimate  nutrition  defective.  Bowels  in- 
clined to  laxity  rather  than  costiveness.  The  case  was  plainly 
VOL  I. — 37 
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The  Odyssey  of  Proctology 
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IT  HAS  BEEN  SAID  that  the  only  interest  in  the  sex  life 
of  a hippopotamus  is  that  displayed  by  a hippopota- 
mus of  the  opposite  sex.  If  this  applies  to  the  subject 
of  proctology  the  number  of  readers  of  this  dissertation 
may  be  comparatively  few.  Still,  as  in  the  case  of  the 
hippopotamus,  there  may  be  some  interested  from  a 
purely  academic  point  of  view. 

Although  proctology  as  a specialty  did  not  come  into 
official  existence  until  1899,  rectal  diseases  were  consid- 
ered of  such  importance  and  interest  to  the  medical  pro- 
fession that  an  article  on  the  subject  was  included  in 
the  first  issue  of  the  Northwest’s  first  medical  journal 
published  in  1870.  If  we  consider  the  entire  history  of 
proctologic  conditions  we  must  go  back  to  antiquity. 

Progress  in  the  care  of  rectal  diseases  may  be  divided 
into  five  periods,  the  first  being  the  era  from  about 
2100  B.C.  to  about  400  B.C.;  the  second  from  about 
400  B.C.  to  the  time  of  John  Aderne  in  the  fourteenth 
century;  the  third  from  John  Aderne  to  the  founding 
of  St.  Marks  Hospital  in  London  in  1835;  the  fourth 
period  from  1835  to  the  founding  of  the  American 
Proctologic  Society  in  1899;  and  the  fifth,  the  fifty  years 
from  1899  to  1949,  culminating  in  the  recognition  of 
the  American  Board  of  Proctology  as  an  independent 
board  by  the  Advisory  Board  of  Medical  Specialties  and 
Council  on  Medical  Education  and  Hospitals  of  the 
American  Medical  Association. 

One  of  the  first  medical  references  to  the  proctologic 
subject  dates  back  to  the  Code  of  Hammurabi,  King  of 
Babylonia,  about  2100  B.C.;  which  decreed:  "If  a doctor 
. . . has  cured  the  diseased  bowel  the  patient  shall  give 
five  shekels  of  silver  to  the  doctor.”  Other  references 
appear  in  the  Egyptian  literature  (1550  B.C.)  and  the 
Hindu  writings  (1000  B.C.) . In  the  Old  Testament, 
references  appear  in  First  Samuel,  Second  Chronicles 
and  Deuteronomy.  There  is  some  question,  however, 
as  to  whether  the  diseases  mentioned  in  these  ancient 
writings  are  exactly  the  same  as  we  understand  them 
now.  References  made  around  400  B.C.,  however,  un- 
doubtedly refer  to  the  same  conditions  as  we  know  them 
today.  At  this  time  the  works  of  Hippocrates  appeared 
and  there  is  definite  reference  made  to  the  use  of  a rectal 
speculum,  to  quote:  "laying  the  patient  on  his  back  and 
examining  the  ulcerated  part  of  the  bowel  by  means  of 
the  rectal  speculum.”  Celsus  (A.D.  l(?)-50)  advised 
the  treatment  of  fistula  by  knife  or  ligation.  In  the 
sixth  century,  A.D.,  Aetius,  court  physician  in  Constan- 
tinople, advised  actual  cautery  for  the  treatment  of 
procedentia.  In  the  same  sixth  century  proctology  ac- 
quired a patron  saint,  St.  Fiacre,  an  Irish  saint  of  great 
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piety  and  noble  descent,  who  became  the  patron  for  those 
suffering  from  hemorrhoids.  With  the  help  of  his  dis- 
ciples he  went  to  France  and  with  the  permission  of 
Saint  Faro,  the  Bishop  of  Meaux,  established  a monas- 
tery at  Prodelus  (the  modern  Brueil)  in  the  Province 
of  Brie.  In  1013  the  famous  physician  Albucasis,  a 
thousand  years  after  Celsus,  wr6te  on  fistula  and  taught 
that  complete  fistula  was  incurable  except  in  rare  in- 
stances. 

William  de  Salicet  (1245)  of  Bologna,  considered  the 
most  skillful  surgeon  of  his  age,  wrote:  "When  the 
fistula  is  complete  it  is  assuredly  so  difficult  to  cure  that 
it  is  better  and  more  honorable  for  the  surgeon  to  give 
up  the  case  at  once.”  Numerous  other  surgeons  of  this 
time  wrote  concerning  rectal  conditions  but  without  ex- 
ception they  were  a rehash  of  other  opinions  and  without 
practical  suggestion  as  to  the  improvement  of  existing 
treatment. 

This  situation  continued  until  1376,  when  a discussion 
of  rectal  diseases,  "Treatises  of  Fistula  in  Ano,  Hemor- 
rhoids and  Clysters,”  was  published  by  John  Aderne, 
an  English  surgeon.  Definitely  and  without  equivoca- 
tion, Aderne  laid  down  for  the  first  time  a principle  in 
the  treatment  of  fistula  which  is  still  accepted  at  the 
present  time.  He  stated  that  in  complete  fistulas  it  is 
necessary  to  completely  divide  all  the  tissue  overlying  the 
tract  from  end  to  end  if  a cure  is  to  be  effected.  Aderne, 
a general  surgeon  who  was  born  in  1307,  gave  such  im- 
petus to  the  interest  in  rectal  diseases  that  a succession 
of  English  surgeons  gave  special  attention  to  this  work. 
They  were,  in  order  of  their  time:  Thomas  Morstede, 
a pupil  of  Aderne  himself,  and  who  died  in  1450;  Rich- 
ard Ferris,  who  died  in  1566;  William  Clowes  (1540- 
1604);  John  Woodall  (1556-1643);  Richard  Weisman 
(1622-1676);  Samuel  Sharp  (1700-1778)  of  Guys  Hos- 
pital; and  Percival  Pott  (1714-1788)  of  St.  Bartholo- 
mews. 

Richard  Weisman  wrote  an  excellent  text  entitled 
"Chiurgical  Treatises.”  I am  fortunate  enough  to  have 
a copy  of  a fourth  edition  of  the  "Chiurgical  Treatises” 
which  was  published  in  1705,  about  thirty  years  after 
his  death.  In  this  book  is  a preface  to  the  first  edition 
dated  May  24,  1676,  so  the  first  edition  must  have  been 
published  the  same  year  as  his  death.  In  this  text  some 
thirty  pages  are  devoted  to  the  diagnosis  and  treatment 
of  rectal  disease. 

This  interest  in  rectal  and  colon  diseases  continued 
among  English  surgeons  and  led  to  the  founding  in 
1835  of  St.  Marks  Hospital  in  London — the  first  hos- 
pital devoted  wholly  to  the  treatment  of  rectal  and  colon 
diseases.  The  hospital  charter  states  it  was  organized 
"for  the  treatment  of  fistula  and  other  diseases  of  the 
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rectum.”  To  quote  from  an  address  issued  at  that  time 
by  Mr.  William  Salmon:  "To  the  latter  class  (rectal 
diseases)  belong  the  maladies  which  this  infant  charity 
. . . is  especially  designed  to  eliminate:  of  which  it 

may  in  truth  be  said  there  are  none  more  afflicting  or 
distressing  to  bear:  or  which  produce  more  serious  con- 
sequences: which  it  may  be  doubtful  whether  there  be 
any  branch  of  medical  knowledge  for  the  acquisition  of 
which  less  facility  has  hitherto  been  afforded,  etc.” 
Unfortunately,  this  last  observation  could  almost  be  as 
well  made  today.  St.  Marks  Hospital  thus  became  the 
mecca  for  those  particularly  interested  in  rectal  diseases. 
Salmon,  Allingham,  Sir  Gordon  Watson,  Lockhart 
Mummery,  Gabriel,  Dukes,  Naunton  Morgan,  and 
many  other  names  associated  with  the  advancement  in 
the  care  of  rectal  diseases  are  also  associated  with  St. 
Marks  Hospital. 

At  a later  date  the  Gordon  Hospital  was  established 
also  for  the  treatment  of  rectal  conditions.  Of  this  insti- 
tution pethaps  the  most  well  known  surgeon  was  the  late 
Mr.  Ernest  F.  Miels  who  devised  the  well  known  opeta- 
tion  of  abdominoperineal  excision  for  rectal  cancer.  At 
the  present  time  his  pupil,  Mr.  C.  Lawrence  Abel,  is 
carrying  on  this  splendid  work  of  Miles.  The  great 
majority  of  the  older  and  many  younger  American  proc- 
tologists have  at  one  time  or  another  visited  these  hos- 
pitals. 

America  may  justly  be  said  to  be  the  home  of  the 
specialty  proctology  as  an  entity.  The  first  American  to 
attract  attention  to  his  treatment  of  rectal  diseases  was 
William  Bodenhamer,  of  New  York.  He  was  well 
known  there,  devised  a number  of  instruments  and  in 
1860  published  an  article  on  "Congenital  Malformation 
of  the  Rectum  and  Anus.”  However,  he  did  little  to 
interest  others  in  the  specialty.  The  real  father  of  proc- 
tology was  Dr.  Joseph  W.  Matthews  of  Louisville,  Ken- 
tucky. After  practicing  in  Louisville  for  a few  years  he 
determined  to  limit  his  work  to  proctology  and  in  1877 
came  to  New  York  to  seek  knowledge  on  this  subject. 
Disappointed  in  what  he  saw  there  he  went  to  London 
to  St.  Marks  Hospital,  where  he  met  Allingham,  who 
was  then  senior  surgeon.  After  a prolonged  stay  at  St. 
Marks  he  returned  to  Louisville,  established  his  practice 
there,  and  four  years  later  was  made  head  of  rectal  sur- 
gery at  the  Kentucky  Medical  College.  In  1892  he 
completed  his  text  on  rectal  diseases,  a volume  of  over 
500  pages  and  the  first  adequate  text  on  the  subject. 
Matthews  was  a physician  of  character,  ability  and  dy- 
namic energy.  He  published  many  papers  and  served 
numerous  offices  in  both  his  local  and  state  medical 
societies.  The  crowning  political  achievement  was  the 
Presidency  of  the  American  Medical  Association  in  1899. 

In  this  same  year  a group  of  proctologists  decided  to 
get  together  for  the  purpose  of  exchanging  information 
concerning  the  treatment  of  proctologic  conditions  and 
to  encourage  interest  in  advancement  of  the  specialty. 
Up  to  this  time  each  proctologist  was  more  or  less  a 
law  unto  himself,  and  it  was  thought  that  a pooling  of 
information  would  be  advantageous  to  all  concerned. 
Fifteen  men  met  at  the  Chittenden  Hotel  in  Columbus, 


Ohio,  June  6-7,  1899,  and  formed  the  American  Procto- 
logic Society,  with  Dr.  Matthews  as  its  first  president. 

This  was  fifty  years  ago  and  since  that  time  those  in- 
terested in  proctology  have  undergone  the  same  discour- 
agements that  all  other  groups  have  experienced  when 
they  wished  to  break  away  from  general  surgery  and 
establish  a surgical  specialty.  Despite  this  opposition, 
the  membership  of  the  American  Proctologic  Society 
has  grown  from  the  original  membership  of  15  in  1899 
to  458.  Even  when  the  writer  joined  the  organization 
in  1920,  twenty  years  after  its  founding,  there  were  but 
56  members.  The  present  great  increase  of  members 
would  seem  to  be  an  indication  of  the  interest  and  de- 
mand on  the  patt  of  the  public  at  least  for  physicians 
who  know  something  more  of  rectal  and  colon  diseases 
than  the  desire  to  apply  a clamp  and  hot  iron  to  the 
anal  and  rectal  tissues  or  to  do  a loop  colostomy  in  the 
presence  of  complete  obstruction.  As  Dr.  Louis  Buie 
once  aptly  remarked,  you  could  usually  tell  when  a 
hemorrhoidectomy  had  been  done  from  the  presence  of 
a large  amount  of  blood  in  the  operating  room  and  the 
sacrificial  odor  of  burning  flesh. 

Like  most  other  surgical  specialties,  the  early  develop- 
ment of  proctology  was  slow  but  once  established  has 
pyramided  rapidly.  The  slow  growth  of  the  specialty 
has  in  a large  measure  been  due  to  a lack  of  opportunity 
for  proctologic  training.  Even  now  there  are  a dozen 
young  men  seeking  training  for  every  place  available. 
Gradually  the  number  of  medical  schools  including  this 
specialty  in  their  curriculum  either  as  an  out-patient  or 
in-patient  clinic  has  increased.  Recognition  of  proctology 
at  the  University  of  Minnesota  as  a specialty  occurred 
in  1917  when  the  writer  was  permitted  to  establish  an 
out-patient  clinic  in  the  old  dispensary  in  the  basement 
of  Millard  Hall. 

The  first  general  recognition  of  proctology  came  in 
1916,  when  the  American  Medical  Association  estab- 
lished a section  of  gastro-enterology  and  proctology. 
In  1934  the  American  Board  of  Proctology  was  incor- 
porated, the  tenth  American  specialty  board  to  be  in- 
corporated. The  Advisory  Board  for  Medical  Specialties 
was  organized  between  the  years  1933  and  1934  and 
began  to  function.  The  American  Board  of  Proctology 
sought  approval  of  this  body  in  1934  but  approval  was 
denied  pending  the  formation  and  approval  of  the  Amer- 
ican Board  of  Surgery.  This  board  was  not  formed 
until  January,  1937,  .some  three  years  after  the  incor- 
poration of  the  American  Board  of  Proctology.  The 
Surgery  Board,  when  formed,  opposed  the  formation 
of  an  independent  Board  of  Proctology  but  in  1940 
provision  was  made  for  the  certification  of  proctologists 
by  the  American  Board  of  Surgery  through  a com- 
mittee of  proctologists  known  as  the  Central  Certifying 
Committee  in  Proctology.  In  1946  the  specialty  of  proc- 
tology was  certified  by  the  American  Medical  Associa- 
tion as  satisfactory  for  the  establishment  of  residencies 
m approved  hospitals.  The  Central  Certifying  Com- 
mittee arrangement  was  not  satisfactory  to  anyone  and 
on  June  15,  1949,  an  independent  board,  the  American 
Board  of  Proctology,  was  ajiproved  by  the  Advi.sory  Board 
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of  Medical  Specialties  and  the  Council  on  Medical  Edu- 
cation and  Fdospitals  of  the  American  Medical  Associa- 
tion. This  cumulated  fifty  years  of  organized  effort  to 
secure  proper  recognition  of  a specialty  in  which  the 
average  general  surgeon  had  little  interest  or  knowledge 
hut  still  was  unwilling  to  give  up. 

It  might  now  be  said  that  the  specialty  is  entering 
upon  its  sixth  or  mature  period.  The  future  problem  is 
to  secure  sufficient  teaching  facilities  so  that  those  who 
wish  to  specialize  in  this  field  may  do  so.  This  may  be 
expected  to  come  slowly  but  when  there  is  a public 
, demand  this  demand  is  usually  met  sooner  or  later. 

' Those  of  us  who  are  interested  in  proctology  feel  that 

I this  is  the  case  with  rectal  diseases  and  now  that  an 


independent  board  has  been  established  we  can  expect 
increasingly  adequate  facilities  to  become  available. 
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HOSPITAL  SERVICE  FOR  SURGERY  PATIENTS 

St.  Joseph’s  Hospital. — We  are  well  aware  of  the  many  obstacles  in  the  way  of  the 
country  physician  who  desires  to  make  conservative  surgery  a specialty.  We  know  that  there 
are  many  physicians  in  the  state  thoroughly  competent  for  all  operations  upon  male  and 
female  patients,  but  who  are  restricted  in  their  professional  labor  by  many  of  the  incon- 
veniences of  a country  residence.  Many  of  their  patients  live  miles  from  the  doctor’s  office, 
thus  practically  forbidding  a severe  operation  at  their  homes,  and  yet  he  is  unable  to  find 
good  accommodation  for  them  in  the  village  or  city  where  he  is  living.  Another  of  these 
objections  is  the  scarcity  of  intelligent,  thoughtful  nurses. 

We  would  call  the  attention  of  physicians  thus  situated,  and  who  are  thus  obliged  to 
forego  an  operation,  perhaps  of  vital  necessity  to  the  patient,  to  St.  Joseph’s  Hospital,  of 
this  city. 

A private  enterprise,  undertaken  with  the  noblest  of  motives,  and  in  the  most  liberal 
spirit,  by  a class  of  ladies  whose  very  title  is  synonymous  with  all  that  is  done  for  the  sick, 
it  well  deserves  the  attention  and  fostering  care  of  our  profession  in  the  state.  Undertaken 
by  private  individuals,  receiving  the  moral  support  of  the  community,  some  way  must  of 
course  be  devised  to  make  it  self-sustaining.  Eager  as  the  Sisters  were  to  make  it  entirely 
a charity,  they  were  utterly  unable  to  do  so.  St.  Paul  was  already  doing  so  much  towards  the 
support  of  so  many  charities  that  it  seemed  unwise  to  ask  more  of  her  then.  But,  doing  what 
few  would  have  the  courage  or  self-denial  to  undertake,  the  Sisters  give  their  whole  time 
and  attention  to  the  sick,  and  charge  only  so  much  for  board  and  medicine  as  will  absolutely 
cover  the  cost.  Disdaining  empiricism  in  any  form,  they  selected  a hospital  staff  from  the 
best  of  the  city’s  regular  physicians,  who  have  already  given  their  careful  attention  to  the 
sick  within  its  wards  without  charge. 

Having  thus  called  the  attention  of  physicians  to  the  Hospital,  we  would  ask  them  to 
send  those  cases  desiring  operations  or  hospital  care  of  any  kind,  who  from  their  locality 
or  peculiar  surroundings  can  not  be  operated  upon  at  home,  to  the  hospital.  We  would  also 
state  that  the  hospital  has  private  rooms  for  the  use  of  those  patients  who  are  able  to  pay 
for  them  at  a price  most  reasonable,  and  that  the  facilities  for  the  treatment  of  uterine 
disease,  whether  medical  or  surgical,  are  superior. 

Northwestern  Medical  and  Surgical  Journal  1:306,  1870 
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KNDEMIC  AND  KIM  DKM 1 D DISEASES  OE  MINNESOTA. 


An  Essay  on  the  above  diseases,  as  they  have  occurred  in  this 
State,  must  ot  necessity  be  very  iinperlect,  i'rom  the  fact  tliat 
both  Endemic  and  Epidemic  diseases  vary  in  many  of  tlieir  path- 
olof^ical  phenomena  in  tlie  differerit  localities  in  which  they  pre- 
vail, and  prolessional  intercourse  and  a comparison  of  e.xperi- 
ence  has  as  yet,  not  been  intimate  enoufrh  to  render  any  one  ob- 
server sulliciently  familiar  with  the  subject,  to  write  with  that 
accuracy  and  knowledge  which  its  importance  to  the  jirofession 
and  public  demands.  To  do  it  justice  would  be  to  obtain  the 
record  of  those  of  our  profession  whoso  residence  dates  back 
beyond  tho  period  of  the  formation  of  our  State  government, 
and  in  diilerent  localities,  as  well  as  those  who  have  more  re- 
cently made  this  State  their  home  and  the  scene  of  their  j)roles- 
sional  labors.  'I’he  collated  experience  of  such  a record  would 
be  valual>le  ; and  an  Essay, ’written  with  such  aid,  would  really 
be  pretentious  of  the  title  which  forms  the  subject  of  this  arti- 
cle. 

Without  such  aid,  1 must  draw'  largely  from  individual  experi- 
ence, assisted  by  observations  of  brethren  in  tho  jirotession  with 
whom  I have  been  brought  in  contact;  Init  still  the  experience 
will  be  circumscribed  and  will  embrace  but  a small  jiortion  of 
our  State,  and  not  properly  fulfilling  the  reiiuirernents  of  the 
(’ommilteo’s  circular.  'J’he  desire  to  give  a brief  description  of 
the  diseases  in  tho  locality  in  which  1 have  lor  a number  of 
years  (seventeen)  resided,  which  may  be  of  some  benefit  in  the 
future,  when  observations  from  difi'erent  parts  of  the  State  are 
in  the  Society’s  possession,  is  my  only  inducement  in  writing 
this  article. 

A verv  largo  percentage  of  the  population  of  this  State  (then 
Territory,)  in  1S.’55,  was  made  up  of  invalids  and  valetudinari- 
ans from  other  jiortions  of  the  Union,  and  the  various  changes 
incident  to  a removal  from  tho  comforts  and  confirmed  habits  ot 
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Endemic  and  Epidemic  Diseases — 1870  to  1950 

Gaylord  W.  Anderson,  M.D,* 

Minneapolis,  Minnesota 


Eighty  years  bring  changes  in  all  things,  including 
the  patterns  of  infectious  disease  within  a commu- 
nity. During  such  a span  of  years,  certain  diseases  may 
largely  disappear  as  a result  of  control  programs  and 
changes  in  the  economic,  social  and  other  factors  that 
have  previously  contributed  to  their  spread.  Other  in- 
fections may  continue  undiminished,  probably  because 
there  has  been  no  such  basic  change  in  opportunities  for 
spread,  while  others  may  actually  increase  in  prevalence 
and  virulence.  It  is  even  possible  that  new  diseases  may 
appear  and  assume  major  importance  during  a span  of 
eighty  years. 

All  of  these  changes  have  occurred  in  Minnesota  since 
Dr.  Sweney  wrote  his  account  of  Endemic  and  Epidemic 
Diseases  in  Minnesota  in  1870.  The  major  diseases 
which  he  discusses,  remittent  and  intermittent  fevers 
(chiefly  malaria  but  including  some  cases  of  typhoid) 
and  enteric  (typhoid)  fever  have  all  but  disappeared, 
diphtheria  has  been  brought  under  control,  scarlet  fever 
is  milder,  measles  occurs  as  commonly  as  before,  influ- 
enza is  just  as  uncontrolled,  and  poliomyelitis,  encepha- 
litis, brucellosis  and  tularemia  have  emerged  as  new  or 
previously  unrecognized  infections.  The  problems  of 
control  of  the  acute  infections  have  changed  enormously 
and,  if  prophecy  may  be  permitted,  will  change  just  as 
much  in  the  eighty  years  that  lie  ahead. 

The  19th  century  has  been  referred  to  as  one  to  be 
marked  in  epidemiological  history  as  the  era  of  upsurge 
and  dominance  of  waterborne  infections.  The  industrial 
revolution  introduced  a period  of  urban  life  which 
brought  people  from  rural  areas,  where  only  some  of  the 
wells  were  specifically  contaminated,  into  cities  where 
all  of  the  available  water  was  dangerous.  Water  was 
supplied  as  an  economic  and  social  necessity  and  with- 
out thought  of  its  sanitary  quality  for  no  one  recognized 
its  role  in  the  spread  of  disease. 

Pioneer  Minnesota  was  no  exception.  Water  was  not 
safe  and  typhoid  was  consequently  rampant.  In  1870 
enteric  fever  was  not  even  associated  with  faulty  disposal 
of  human  wastes  though  Dr.  Sweney  did  recognize  its 
communicability — an  idea  certainly  not  universally  ac- 
cepted by  his  colleagues.  Water  supplies  were  not  im- 
proved until  many  years  later.  Even  in  Minneapolis  the 
public  supply  was  not  safe  to  drink  until  the  second 
decade  of  the  20th  century.  Progress,  once  started,  was 
made  rapidly.  Under  the  pressure  of  the  State  Board 
of  Health,  an  active  program  of  water  sanitation  (in- 
cluding waste  disposal)  has  brought  typhoid  to  virtually 
the  vanishing  point.  In  1910,  when  Minnesota  was  first 
included  in  the  U.  S.  Death  Registration  area,  there 
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were  688  deaths  ascribed  to  typhoid.  By  1917  the  num- 
ber had  fallen  below  100,  by  1924  below  50,  by  1937 
below  10  and  in  1943  and  1944  it  reached  0.  While  an 
occasional  death  from  typhoid  will  still  occur,  the  dis- 
ease has  been  practically  eliminated  and  in  years  to  come 
will  be  even  more  of  a curiosity  as  the  existing  carriers 
die  off  and  the  reservoir  of  infection  approaches  zero. 
Improvement  in  water  and  milk  sanitation  has  been  the 
chief  factor  in  this  decline  but  the  rate  of  disappearance 
has  been  greatly  accelerated  by  the  active  program  of 
epidemiological  investigation  and  typhoid  carrier  control 
that  was  pioneered  in  Minnesota  by  the  late  Dr.  Hibbert 
Hill  and  Dr.  A.  J.  Chesley. 

Concomitant  with  the  elimination  of  typhoid  has  been 
the  complete  disappearance  of  cholera.  Minnesota  was 
settled  a little  too  late  to  feel  the  full  impact  of  the 
cholera  waves  of  the  19th  century  but  the  existence  of 
occasional  cases  among  immigrants  as  late  as  1870  was 
recognized  by  Dr.  Sweney.  It  is  now  many  decades  since 
cholera  has  existed  in  Minnesota.  It  may  be  recorded 
today  as  a disease  that  has  been  eradicated  from  the 
state. 

Unfortunately  the  same  cannot  be  said  of  the  other 
great  waterborne  infections,  bacillary  and  amebic  dysen- 
tery. The  latter  has  never  been  common  as  a cause  of 
illness,  though  an  appreciable  number  of  persons  are  in- 
fected as  is  true  in  all  other  parts  of  the  United  States. 
Before  World  War  II,  less  than  a dozen  clinically  rec- 
ognizable infections  occurred  each  year.  Since  the  war 
this  has  risen  to  about  25-30  but  there  is  no  evidence  of 
importation  and  wide  spread  of  amebiasis  predicted  by 
some  as  a sequel  to  the  return  of  troops  from  Asiatic 
and  tropical  war  zones. 

Bacillary  dysentery  listed  by  Dr.  Sweney  as  "observed 
. . . but  not  in  a severe  form”  continues  as  the  most 
common  of  the  intestinal  spread  infections,  though  prob- 
ably spread  chiefly  by  contamination  of  food  by  persons 
suffering  from  unrecognized  infection  rather  than 
through  contaminated  water.  The  true  extent  of  Shi- 
gella infections  is  certainly  not  known  though  undoubt- 
edly many  more  cases  occur  than  are  recorded  in  the 
official  reports.  The  strains  of  Shigella  most  commonly 
identified  include  the  Flexner  W(II),  V(I)  and  Z(Ili) 
and  the  Sonne  I and  II. 

The  second  most  common  of  the  infections  listed  by 
Dr.  Sweney — malaria — has  become  even  more  scarce 
than  typhoid.  In  the  early  days  malaria  was  prevalent 
throughout  the  Upper  Mississippi  Valley.  Its  decline 
and  ultimate  disappearance  from  this  area  has  been 
ably  chronicled  by  Ackerknecht  in  his  book  Malaria  in 
the  Upper  Mississippi  Valley,  1760-1900.  Although 
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few  specific  antimalarial  measures  have  been  adopted, 
ecologic  change  in  tlie  vector  incident  to  clearing  of  the 
land  and  settlement  of  the  area  have  undouhtedly  been 
factors  in  reducing  the  incidence  of  indigenous  malaria 
close  to  the  vanishing  point.  Only  a rare  case  has  de- 
veloped in  any  year  and  in  many  years  no  case  is  record- 
ed in  spite  of  the  fact  that  suitable  anopheline  vectors  are 
found  in  many  areas.  The  latter  fact  occasioned  some 
apprehension  of  a resurgence  of  malaria  following  the 
return  of  troops  from  malarious  war  areas.  Although 
many  relapses  have  occurred — 60  in  1944,  380  in  1946, 
1145  in  1946,  383  in  1947  and  86  in  1948 — there  has 
been  no  evidence  that  any  of  these  has  constituted  a 
source  for  natural  transmission  of  infection.  Only  four 
indigenous  cases  have  been  recorded  since  1944  and  all 
of  these  were  apparently  due  to  transfusion  from  a war 
veteran  whose  infection  had  gone  unrecognized. 

Although  Dr.  Sweney  made  no  reference  to  leprosy — 
and  may  well  have  been  unaware  of  its  existence  in 
Minnesota — it  is  now  clear  that  the  disease  was  being 
brought  into  the  state  with  the  Norwegian  immigrants. 
This  was  not  surprising  as,  for  unknown  reasons,  leprosy 
continued  longer  in  Norway  than  in  any  other  part  of 
northwestern  Europe.  The  latter  part  of  the  19th  cen- 
tury thus  saw  the  establishment  of  a focus  of  leprosy 
in  Minnesota  that  gave  rise  to  a rare  indigenous  infec- 
tion. By  1950  this  focus  had  been  extinguished  for  sev- 
eral years,  though  the  exact  reasons  for  its  disappearance 
are  not  clear.  All  that  is  clear  is  that  it  was  not  due  to 
specific  control  measures  as  very  few  restrictions  were 
ever  placed  upon  these  leprosy  patients. 

In  contrast  to  the  disappearance  of  malaria,  leprosy 
and  waterborne  infections,  has  been  the  continuance  of 
acute  infections  spread  through  the  respiratory  tract. 
Measles,  whooping  cough,  the  common  cold,  scarlet 
fever,  influenza  and  pneumonia  are  probably  as  preva- 
lent as  eighty  years  ago;  certainly  there  is  no  evidence 
that  they  are  less  common.  There  has,  however,  been  a 
striking  change  in  the  mortality  from  all  of  these.  A part 
of  this  reduction  can  be  ascribed  to  better  treatment, 
especially  during  the  past  decade  with  the  advent  of 
sulfonamides  and  the  antibiotics.  Yet  the  decline  in 
mortality  did  not  await  the  discovery  of  specific  therapy. 
Measles  had  declined  from  a three-year  average  number 
of  deaths  of  132  in  1910-12  to  only  36  in  1930-32  and 
to  13  in  1946-48.  During  the  same  period  the  scarlet 
fever  deaths  had  averaged  193,  35  and  3 respectively 
and  whooping  cough  191,  58  and  20.  The  decline  in 
pneumonia  has  been  less  striking.  In  the  respective 
periods,  the  deaths  averaged  1789,  1951  and  1107  and 
the  death  rates  85,  75  and  38  per  100,000  population. 
The  rea.sons  behind  these  declines,  apart  from  specific 
therapy,  are  obscure  but  probably  include  better  general 
medical  care,  popular  understanding  of  child  care  and 
natural  changes  in  the  virulence  of  certain  infections, 
notably  scarlet  fever. 

The  only  striking  changes  in  the  acute  respiratory 
infections  are  those  attributed  to  immunization,  viz.,  con- 
trol of  smallpox  and  diphtheria.  Smallpox,  referred  to 
by  Dr.  Sweney  as  periodically  prevalent  and  of  a com- 


paratively mild  type,  has  all  but  disappeared  though 
this  condition  may  be  only  temporary.  As  recently  as 
1921  the  cases  numbered  9375,  and  3125  in  1924.  Only 
once  before  1942  did  the  number  fall  below  100,  but 
in  1943  and  1948  it  reached  zero.  Fortunately,  the  cases 
have  long  been  quite  generally  mild.  Only  twice  since 
1910,  when  Minnesota  was  admitted  to  the  death  regis- 
tration area,  has  the  number  of  deaths  exceeded  25.  In 
1924  and  1925  Minnesota  shared  in  a wave  of  malig- 
nant smallpox  that  affected  much  of  the  Midwest,  in- 
cluding Detroit,  St.  Louis  and  Denver.  In  these  years, 
the  deaths  in  Minnesota  numbered  307  and  198,  respec- 
tively, but  since  those  years  only  8 smallpox  deaths  have 
been  recorded,  the  last  in  1941. 

The  decline  in  diphtheria  has  been  of  a very  different 
character  but  no  less  striking.  When  Dr.  Sweney  wrote 
in  1870  an  extremely  malignant  form  of  diphtheria  was 
widespread  throughout  the  United  States  and  Europe. 
Entire  families  were  stricken  by  the  infection  and  death 
of  several  children  in  the  same  home  was  not  a rare 
event.  The  disease  was  highly  malignant  and  treatment 
by  serum,  intubation  or  tracheotomy  was  unknown.  The 
true  death  rate  in  1870  in  Minnesota  is  unknown.  In 
Massachusetts  where  official  records  were  then  available, 
the  rate  was  over  150  per  100,000  in  the  period  1876-80. 
There  is  no  reason  to  think  that  the  situation  in  Minne- 
sota was  any  less  serious.  By  1910  the  death  rate  in 
Minnesota  had  declined  to  27.3  (5012  cases  and  566 
deaths  in  a population  of  2,075,708) . While  the  advent 
of  specific  therapy  may  have  been  a factor  in  the  decline, 
it  is  certain  that  other  unknown  factors  have  brought 
about  a lessening  of  the  severity  of  diphtheria  with  a 
con.sequent  reduction  in  both  cases  and  deaths. 

Immunization  came  into  use  during  the  1920s  but  was 
somewhat  more  slowly  adopted  in  Minnesota  than  in 
some  other  parts  of  the  country  with  a resultant  delay 
m decline  in  cases  and  deaths.  By  1930,  however,  the 
deaths  had  dropped  to  32;  in  1940  to  6.  At  present, 
diphtheria  is  somewhat  above  this  record  minimum  of 
1940;  in  1948  the  deaths  numbered  16  and  in  the  inter- 
vening years  averaged  20,  a rate  of  about  0.7  per  100,000 
population.  LJndoubtedly  immunization  and  natural 
changes  in  the  virulence  of  the  disease  have  been  fac- 
tors in  this  decline;  it  would  be  difficult  to  evaluate  the 
relative  importance  of  each. 

So  much  for  the  conditions  described  by  Dr.  Sweney 
as  endemic  in  Minnesota  in  1870.  What  of  new  dis- 
eases or  infections  not  recognized  hy  him  and  his  col- 
leagues? Five  conditions  stand  out  in  this  connection — 
poliomyelitis,  encephalitis,  brucellosis,  tularemia  and 
Rocky  Mountain  spotted  fever.  It  would  be  hazardous 
to  say  that  none  of  these  existed  in  Minnesota  eighty 
years  ago  for  any  or  all  of  them  might  have  escaped 
recognition.  None  of  them  had,  however,  been  described 
as  clinical  entities  and  bacteriologic  identification  was, 
of  course,  unknown.  Today  the  first  three  are  widely 
spread  and  the  other  two  occur  sporadically.  Though 
they  have  all  attracted  marked  public  attention,  and 
.some  hysteria,  none  of  them  can  truthfully  be  described 
as  a major  public  health  problem. 
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Poliomyelitis  occurs  in  periodic  waves  irregularly 
spaced,  the  most  serious  of  which  have  occurred  in  1910, 
1916,  1921,  1925,  1931,  1946,  1948  and  1949.  The 
worst  of  these  was  1910  when  201  deaths  were  ascribed 
to  poliomyelitis  in  a population  of  2,075,708  as  contrast- 
ed with  Z45  in  an  estimated  population  of  2,817,972 
in  the  much  advertised  1946  outbreak,  rates  of  9.7  and 
8.7  respectively.  The  three  outbreaks  in  the  last  four 
years  have,  however,  given  rise  to  the  impression  of  a 
permanent  change  toward  increased  prevalence,  but 
four  years  is  too  short  a period  in  the  natural  history 
of  any  disease  to  warrant  such  conclusions. 

Encephalitis  has  never  reached  the  same  proportions. 
In  the  early  1920s,  Minnesota  shared  in  the  wave  of 
encephalitis  lethargica  (von  Economo  type)  that  was 
experienced  elsewhere  in  the  United  States  and  in 
Europe.  Reaching  a peak  of  121  deaths  in  1923,  the 
disease  has  gradually  declined  and  ultimately  reached 
the  vanishing  point  in  Minnesota  as  elsewhere.  But  a 
new  form  of  encephalitis  has  appeared — equine  enceph- 
alomyelitis. Causing  numerous  and  serious  epizootics  in 
horses,  it  became  quite  widespread  in  man  in  1941  when 
794  reported  cases  and  90  deaths  occurred  in  Minne- 
sota as  part  of  an  outbreak  that  involved  the  Dakotas 
(especially  North  Dakota)  and  southern  Manitoba. 
Numerous  cases  have  occurred  in  subsequent  years  but 
never  approximating  the  1941  situation.  Unquestion- 
ably, certain  species  of  mosquitoes  may  serve  as  a vector 
in  Minnesota  as  has  been  demonstrated  in  other  areas 
where  human  infections  with  equine  encephalitis  virus 
occur. 

Brucellosis  has  certainly  occurred  in  Minnesota  far 
longer  than  is  suggested  by  the  official  records.  Since 


1927,  when  it  was  first  made  reportable,  about  four  thou- 
sand human  infections  have  been  recorded;  but  this  is 
certainly  a gross  underestimate  of  the  total  incidence 
or  prevalence  of  the  infections  as  many  cases  occur  in 
subclinical  form.  The  cases  fall  into  three  groups:  (1) 
users  of  raw  milk  having  no  contact  with  infected  ani- 
mals, (2)  farmers  and  their  families  infected  either 
through  contact  or  raw  milk  and  (3)  veterinarians, 
slaughterhouse  workers  and  others  coming  into  contact 
with  the  tissues  of  infected  animals.  The  relative  im- 
portance of  contact  and  of  raw  milk  consumption  as 
the  determining  factor  in  the  spread  of  brucellosis  in 
Minnesota  is  debatable  as  both  types  of  exposure  occur 
in  so  many  of  the  cases. 

Tularemia,  first  described  in  1910,  was  not  recognized 
in  Minnesota  until  1926.  Since  then  over  450  human 
infections  have  occurred,  chiefly  from  handling  of  wild 
rabbits,  less  commonly  from  bites  by  infected  ticks.  Ticks 
have  likewise  been  responsible  for  an  occasional  case  of 
Rocky  Mountain  spotted  fever,  a disease  equally  un- 
known in  1870,  though  possibly  occurring  in  unrecog- 
nized form. 

So  the  pattern  of  acute  infectious  disease  changes. 
The  diseases  of  major  importance  in  1870  are  today  vir- 
tually extinct  or  at  least  brought  under  effective  control. 
These  have  been  those  controllable  through  improvement 
in  sanitation  or  through  development  of  effective  im- 
munization. Certain  respiratory-spread  infections  con- 
tinue as  prevalent  as  formerly  but  exact  a lower  toll  of 
mortality.  Meanwhile,  new  infections  have  appeared, 
either  as  importations  or  through  recognition  of  types 
earlier  overlooked,  and  are  today  attracting  major  atten- 
tion. 
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EDITORIAL 

In  presenting  to  the  Profession  of  the  Northwest  the  first  number  of  the  "NORTH- 
WESTERN MEDICAL  AND  SURGICAL  JOURNAL,”  we  can  but  ask  a friendly  for- 
bearance in  any  criticisms  to  which  we  may  lay  ourselves  liable.  Dedicating  our  enterprise, 
as  we  have,  to  the  medical  interests  of  the  Northwest,  we  shall  labor  faithfully  for  their 
advancement,  without  allowing  or  showing  any  sectional  prejudice  or  favor. 

Our  columns  will  be  open  at  any  time  to  the  Profession,  and  we  sincerely  hope  that  any 
physician  will  feel  at  liberty  to  write  for  our  publication  letters  pointing  out  and  correcting 
any  violation  of  the  code  of  ethics,  or  in  any  way  correcting  the  tendency  to  charlatanism, 
which,  to  a certain  extent,  prevails  in  this  State,  as  in  all  the  newer,  and  some  of  the  older, 
States  of  the  Union. 

The  physicians  of  the  Northwest  can  greatly  aid  us  by  securing  for  us  subscriptions  and 
advertisements,  and  by  contributing  medical  notes  and  clinical  reports.  We  are  ready  and 
willing  to  pay  liberally  for  all  worthy  articles. 

Making  no  promises  for  the  future,  except  that  we  shall  work  faithfully  for  the  best 
interests  of  our  professional  brethren,  we  submit  our  first  number  to  their  kindly  notice. 

Northwestern  Medical  and  Surgical  Journal  1:16,  1870 
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CASE  OF  RECTOCELE, 


^ itli  the  variom  operations  for  its  eure^  and  their  failure^ 
when  the  radical  operation,  for  its  entire  removal  'was 
adojdeif  which  leaves  evenj  prospect  of  complete  success. 

[Reported  by  Dr.  Mayo,  of  Rochester,  Minnesota,  to  tlie  Northwestern 
Medical  and  Surgical  Journal,  and  read  by  request  at  the  semi- 
annual meeting  of  the  State  Medical  Society  at  Minneapolis.] 

During  the  fall  ot  1867,  I tvas  tiret  called  to  see  Mrs.  II.,  who 
was  supposed  to  have  “•  falling  of  the  womb,”  and  to  be  suffer- 
ing from  all  the  sympathetic  pains  and  derangements  usually 
attending  prolapsus  of  the  uterus,  but  in  a more  aggravated 
fonti.  This  w'oinan  had  been  in  Minnesota  about  one  year ; she 
came  irom  the  city  of  New  York,  where  for  several  years  before 
she  had  been  under  some  physician’s  care. 

Her  first  symptoms  she  could  not  describe  very  clearly,  but 
she  rccoUected  that  she  “bloated  a good  deal,”  and  suffered 
from  continued  lieadache  ; the  pain  mostly  confined  to  the  top 
and  back  of  the  head.  She  was  always  very  costive ; bowels 
moved  only  once  in  six  or  eight  days  ; if  oftener  it  was  from  the 
continued  use  of  medicines.  She  thought  her  troubles  were  all 
caused  by  overtaxing  her  strength  in  lifting.  She  gave  her 
reason  for  this ; that  one  of  her  children  had  a fall  which  in 
jured  his  spine,  gradually  producing  a jwsterior  sharp  angular 
curve  with  great  deformity,  and  ultimately  death,  while  under 
my  care.  After  the  injury  she  was  in  the  habit  of  carrying  the 
little  sufferer  al>out  with  her,  and  often  doing  her  work  with  him 
in  her  arms. 

This  was  fourteen  years  ago,  which  gives  us  a date  for  the 
commencing  of  the  pelvic  change.  Soon  after  this  date  she 
had  continually  to  apjdy  for  medical  aid.  The  first  jdiysician 
she  applied  to, ‘told  her  she  ha<l  falling  of  the  womb,  and  intro- 
<luced  an  instrument  t<*  keej)  it  in  place  ; by  this  treatment  she 
was  not  t>enefitted,  and  went  to  other  physicians  ; and  by  their 
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Eighty  Years  of  Progress  in  Surgery 

Owen  H.  Wangensteen,  M.D.* 

Minneapolis,  Minnesota 


The  Journal-Lancet  made  its  appearance  as  The 
Medical  and  Surgical  Journal  eighty  years  ago. 
And  since  1881  the  Journal  has  appeared  regularly,  first 
as  a semimonthly  magazine  under  the  title  of  North- 
western Lancet  and  finally  as  a monthly  periodical  under 
the  present  title.  The  changes  which  have  come  into  the 
world  during  this  span  of  years,  which  are  encompassed 
within  one  man’s  life,  defy  understanding  and  exceed 
on  every  score,  save  one,  the  wildest  predictions  of  the 
rashest  prophets.  To  this  performance  beyond  prophecy, 
the  developments  in  medicine  and  surgery  have  been  no 
exception.  Who,  armed  with  the  medical  knowledge  of 
1870  and  the  most  discerning  vision  of  that  time,  could 
have  envisioned  the  accomplishments  of  medicine  of 
1950?  And  if,  in  the  art  of  living  at  peace  with  our 
fellowman,  these  80  years  could  teach  as  important  a 
lesson,  what  progress  this  era  would  symbolize!  Even 
greater  then  would  be  the  contribution  of  science  and 
medicine  because  of  the  salvage  of  life  and  of  property 
and  money  wasted  in  man’s  eternal  struggle  with  his 
fellowman. 

The  mere  cataloguing  of  disease  had  just  begun  in 
1870.  The  birth  of  bacteriology  opened  up  new  vistas 
of  investigation,  brought  unrecognized  diseases  into 
focus  and  unheard-of  provinces  of  knowledge  into  being. 
It  accelerated  interest  in  pharmacology,  a process  which 
has  continued  with  periodic  peak-like  thrusts  even  to  the 
present  day.  All  of  this  has  increased  the  physician’s 
usefulness  to  society  and  brought  glory  in  the  wake  of 
healing. 

Elective  Surgery — A Product  of  Asepsis 
Anesthesia  was  a great  boon  to  the  patient  needing 
the  attentions  of  a surgeon  for  an  operation  of  necessity 
— such  as  amputation  for  a mangled  or  mortified  leg, 
reduction  of  a dislocated  joint,  release  of  a strangulated 
hernia,  removal  of  a vesical  stone,  or  incision  of  an 
abscess.  More  frequent  recourse  of  patients  to  relief 
through  surgery  came,  however,  only  when  asepsis  made 
operations  relatively  free  from  the  danger  of  inflamma- 
tion. The  early  days  of  antiseptic  surgery  constituted 
a tremendous  advance  over  the  pre-antiseptic  era  in 
which  no  precautions  were  taken  against  wound  sepsis. 
It  remained  for  the  scrubbing  of  the  hands  of  the  sur- 
geon, the  preparation  of  the  patient’s  skin  with  anti- 
bacterial agents,  the  boiling  of  instruments  and  the  auto- 
claving of  linens,  the  wearing  of  gowns,  gloves  and 
masks  by  surgeons,  nurses,  attendants  and  spectators, 
to  lessen  the  hazards  of  open  wound  surgery.  Steriliza- 
tion of^  the  atmosphere  of  the  operating  room  by  the 

*From  the  Department  of  Surgery,  University  of  Minnesota 
Medical  School. 


carbolic  acid  spray,  upon  which  Lister  placed  so  much 
emphasis,  fell  rather  quickly  into  desuetude.  Even  the 
experience  of  1950  teaches,  however,  that  surgeons  must 
not  neglect  this  source  of  wound  contamination  which 
first  absorbed  the  attention  of  Lister. 

When  surgeons  learned  that  the  precautionary  asepsis 
largely  did  away  with  the  grave  hazards  of  wound  sup- 
puration, they  began  to  include  surgical  attacks  upon 
conditions  which  had  defied  them  because  of  the  risk 
involved.  Diseases  which  had  remained  in  the  realm  of 
pathological  curiosities  became  the  everyday  concern  of 
surgeons.  Patients  sought  and  obtained  relief  from  con- 
ditions such  as  gallstones,  intestinal  obstructions,  cancer 
of  the  bowel,  hernia,  urinary  tract  obstruction  from 
prostatic  hypertrophy  and  renal  stone. 

Over  the  subject  of  ovarian  cysts,  the  validity  of  the 
entire  thesis  of  antiseptic  surgery  seemed  to  be  suspend- 
ed, at  least  in  the  minds  of  some  men,  such  as  Lawson 
Tait.  Affecting  no  interest  in  antiseptic  surgery,  he  con- 
tinued to  insist  that  the  bacterial  concept  of  disease  was 
simply  a myth,  and  that  his  use  of  soap  and  water,  and 
suction  instead  of  sponges  to  provide  a bloodless  field, 
brought  results  in  the  extirpation  of  ovarian  cysts  that 
were  at  least  as  good  as  those  of  the  ardent  proponents 
of  the  antiseptic  system.  And  strangely  enough  they 
were!  All  of  which  indicates  there  is  much  merit  in 
soap  and  water. 

Fortunately  for  surgery,  most  surgeons,  save  those 
near  the  origin  of  the  controversy  chose  to  ignore  the 
issue.  They  had  observed  what  antiseptic  and  later 
aseptic  surgery  could  do  and  were  convinced. 

All  earnest  investigators,  like  seasoned  mariners,  must 
learn  to  accept  opposition  and  to  sublimate  vexation  to 
the  more  important  task  of  keeping  the  direction  of 
travel  in  view.  If  the  emotional  ballast  of  the  investi- 
gator, in  reaction  to  unpleasant  circumstances,  rolls  a 
little  off  center,  he  may  upset  his  own  vessel.  Lister’s 
example  in  this  regard  merits  the  careful  study  of  all 
who  have  an  acquaintance  with  his  work.  However 
much  they  applaud  his  discovery,  they  will  learn  to  ad- 
mire Lister  as  a man  even  more. 

Surgeons  have  learned  that  the  way  to  meet  contro- 
versalists  of  the  Lawson  Tait  variety  is  through  the 
agency  of  animal  experimentation.  If  Lister  had  em- 
ployed controlled  laboratory  experiments  to  prove  his 
argument  that  suppuration  in  clean  wounds  could  be 
averted  by  employment  of  the  antiseptic  principle  the 
problem  would  have  been  settled  definitely  long  years 
before.  Although  Lister  visited  this  country  in  1876  at 
the  time  of  the  Centennial,  five  years  later,  in  1881, 
when  President  Garfield  was  shot  in  Washington,  there 
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is  no  suggestion  in  the  accounts  of  the  management  of 
his  wound  by  the  attendants  that  any  of  them  even  con- 
sidered employment  of  Lister’s  antiseptic  principles! 

Surgeons  have  been  guilty  too  long  of  empiricism, 
and  a more  critical  attitude  is  coming  about.  When  will 
most  surgeons  stops  to  ask:  what  is  the  evidence  that 
the  procedure  I propose  to  perform  is  good?  When 
surgeons  generally  learn  to  view  their  own  activities  with 
a critical  eye,  surgery  will  have  taken  a significant  step 
forward. 

The  public  and  physicians  generally  do  not  need  to  be 
persuaded  of  the  value  of  research  for  there  is  evidence 
on  every  hand.  And  yet  a minority  group  in  our  midst, 
while  accepting  all  the  benefactions  of  such  research, 
continue  to  oppose  animal  experimentation  and  suggest 
that  Its  discontinuance  would  not  impede  the  progress 
of  medicine.  These  same  persons  approve  of  the  slay- 
ing of  animals  for  food.  What  hypocrisy!  Our  society, 
in  which  they  fortunately  are  a small  minority,  might 
well  ask  of  them  a sign  consistent  with  their  professions. 
Laws  authorizing  the  performance  of  animal  experiments 
are  as  necessary  as  the  Anatomy  Act.  The  people  of 
Minnesota  are  anxious  that  its  Medical  Research  Insti- 
tutes have  that  privilege. 

It  is  not  the  intent  of  the  writer  to  delineate  even  the 
peaks  of  progress  which  have  come  about  in  surgery 
during  the  past  80  years.  Substitution  of  the  evidence 
supplied  by  experimentation  and  re.search  for  the  em- 
piricism of  an  earlier  day  has  been  the  common  denom- 
inator of  most  progress  in  surgery. 

The  antibiotics  have  given  a tremendous  impetus  to 
all  of  medicine,  which  impress  also  has  been  felt  keenly 
by  surgery.  It  will  have  to  remain  for  observers  o f the 
next  generation  to  record  whether  antibiotics  like  anes- 
thesia and  asepsis,  have  been  a primary  factor  in  the 
advance  of  surgery.  At  the  present  time  a large  number 
of  surgeons  give  antibiotics  willy-nilly  to  all  patients 
upon  whom  they  operate.  The  years  which  lie  ahead 
will  undoubtbedly  determine  what  should  constitute 
standard  practice  in  this  regard.  Certain  it  is,  if  a poll 
were  taken  now,  most  surgeons  would  concede  that  anti- 
biotics belong  in  a triple  A,  together  with  anesthesia 
and  asepsis. 

In  reviewing  the  accomplishments  of  surgery  in  the 
past  two  decades,  one  factor  stands  out  prominently: 
the  items  important  for  the  success  of  an  operation  are 
better  evaluated  now  than  they  were  20  years  ago.  In 
other  words,  experience  has  taught  us  to  appreciate  and 
understand  better  than  we  did  then  the  nature  of  the 
contribution  of  an  item  to  the  success  of  a procedure. 
Evidence  and  fact  are  replacing  empiricism  and  opinion. 
When  the  how  and  why  of  a matter  are  disclosed,  it 
becomes  increasingly  evident  what  is  important. 

To  affect  the  role  of  an  oracle  beyond  one’s  capacity 
to  understand  is  to  act  the  role  of  a hypocrite.  Yes, 
we  are  asked  many  questions  which  present  knowledge 
does  not  permit  us  to  answer.  But  improvement  of  vision 
in  certain  areas  has  made  it  easier  for  us  to  admit  our 
ignorance  m those  areas  where  our  blind  spots  are  broad. 


Operative  Mortality  no  Longer  the 
Surgeon’s  Primary  Concern 

Formidable  operations  are  undertaken  daily  in  clinics 
throughout  the  land  which  would  have  been  considered 
miraculous  if  successful  20  years  ago.  And  why?  Be- 
cause of  new  developments?  No,  unless  doing  something 
better  than  it  was  done  before  is  new.  Anesthesia  is 
much  better,  but  many  of  us  are  relying  largely  on 
ether,  the  first  anesthetic.  The  important  thing  is  that 
anesthetists  have  learned  and  are  continuing  to  learn  how 
to  keep  patients  asleep  for  long  periods  of  time  without 
great  hazard  to  life.  Is  anesthesia  an  important  factor 
of  stress  in  operations?  Are  some  anesthetics,  on  this 
score,  better  than  others?  Does  anesthesia  play  an  im- 
portant role  in  the  postoperative  fatigue  of  patients? 
There  is  only  one  way  to  answer  these  questions,  and 
that  is,  research. 

The  postoperative  fatigue  of  patients  is  a question  de- 
serving serious  study.  All  factors  which  contribute  to 
the  stress  phenomena  of  operation  need  to  be  investi- 
gated. And  when  that  knowledge  can  be  woven  into  our 
practice,  the  convalescence  of  the  patient  may  become 
as  short  as  his  hospital  stay.  Many  postoperative  com- 
plications are  now  avoided  by  eleminating  the  element 
of  hurry  in  surgery  and  by  a better  appreciation  on  the 
part  of  the  surgeon  of  the  important  features  of  the 
operation. 

The  Future  of  Surgery 

The  surgeon  still  has  an  important  labor  ahead  of 
him  in  making  the  patient’s  postoperative  recovery  more 
pleasant.  The  anesthetist  must  learn  to  make  even  long 
periods  of  anesthesia  simulate  physiologic  sleep;  the  sur- 
geon must  perform  his  operation  so  that  nothing  is  left 
to  chance.  Then  if  the  operating  team  of  nurses,  sur- 
geons and  anesthetists  can  learn  to  control  pain  and 
discomfort  after  operation,  operations  will  be  more  readi- 
ly accepted.  The  time  may  come  when  an  operation  may 
be  wholly  a pleasant  experience.  When  the  handicraft 
of  surgery  has  moved  forward  to  that  extent  the  public, 
I feel  certain,  readily  will  reorient  itself  concerning  its 
uneasiness  over  operations. 

Every  surgeon  has  experienced  a greater  willingness 
on  the  part  of  patients  to  accept  operation  as  a remedy 
for  ills  not  amenable  to  conservative  management. 
Patients,  as  well  as  the  operating  surgeons,  are  con- 
stantly surprised  by  the  ease  with  which  substandard  risk 
patients  withstand  trying  operative  procedures.  The  one 
stage  operation  for  the  multiphasic  procedure  is  defi- 
nitely here  to  stay  and  the  limits  of  tolerance  on  this 
score  have  nor  been  probed.  Leaving  nothing  to  chance 
in  any  of  these  component  parts  of  the  operation  is 
the  formula  for  success. 

There  have  been  prophets  in  the  medical  profession 
who  have  predicted  decline  and  contraction  of  the  held 
of  surgery.  You  and  I have  heard  such  prophecies  even 
from  the  lips  of  surgeons.  The  only  contraction  I can 
observe  is  the  contracted  vision  of  those  who  give  voice 
to  such  oracular  expressions.  They  say,  soon  we  shall 
learn  how  to  prevent  or  cure  cancer.  Yet,  let  us  con- 
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tinue  to  hope  so.  But  in  the  meantime,  we  must  learn 
to  ask  of  nature  a large  number  of  related  questions, 
the  integrated  answer  to  which  will  help  to  decipher 
the  enigma  of  cancer.  Only  persistent  research  for 
handles  and  research  tools  with  which  to  make  telling 
onslaughts  on  the  problem  can  provide  the  answers  to 
those  questions.  We  must  be  realistic.  Out  of  informa- 
tion concerning  cancer  now  available,  we  must  eke  out 
every  fact  which  will  make  the  most  of  our  therapeutic 
shortcomings.  The  facts  are  few  but  very  clear:  early 
cancer  is  difficult  to  diagnose  and  is  curable,  when  the 
disease  is  local;  late  cancer  is  readily  diagnosed  but  very 
difficult  to  cure  by  any  means.  In  other  words,  until  we 
learn  how  to  prevent  cancer  or  cure  it  by  simple  means, 
the  only  hope  is  early  diagnosis.  Moreover  at  any  time, 
for  most  cancers,  the  treatment,  early  or  late,  is  radical 
surgery.  Such  treatment,  carried  out  when  the  disease 
is  still  local  and  before  lymph  nodes  are  involved,  suc- 
ceeds in  curing  a high  proportion  of  all  cancers.  Un- 
fortunately, most  cancers  are  silent  so  long  that  when 
the  diagnosis  is  established,  the  lymph  nodes  are  usually 
involved.  There  is  good  reason  to  believe  that  when 
patients  report  for  the  treatment  of  a gastric  cancer 
because  of  symptoms,  the  cancer  has  been  there  approxi- 
mately two  years.  And  this  occurrence  is  probably  true 
of  most  visceral  cancers.  Concentration  of  efforts  direct- 
ed at  early  detection  of  cancer  is  therefore  a matter  of 
public  trust.  At  the  same  time,  the  surgeon  must  double 
his  efforts  to  do  something  better  for  the  patient  with 
lymph  node  involvement.  Our  experience  with  re-entry 
after  an  interval  of  four  to  six  months  for  a "second 
look”  into  the  abdomen  of  patients  having  cancer  of 
the  stomach,  colon  or  rectum  with  lymph  node  involve- 
ment suggests  definitely  that  the  reason  we  fail  to  cure 
such  cancers  is  because  cancer  is  left  at  the  first  opera- 
tion. I believe  that  a number  of  such  persons  will  ulti- 
mately show  up  on  the  list  of  cured  cancer  patients. 

Does  our  duty  end  there?  I do  not  think  so.  Over 
a period  of  several  years,  excision  of  visceral  cancers  in 
the  presence  of  liver  metastases  has  been  practiced  in 
this  clinic.  Moreover,  small  areas  of  metastases  in  the 
liver  also  have  been  excised  over  this  same  period  of 
time.  During  the  past  year,  however,  more  aggressive 
attacks  have  been  made  upon  hepatic  metastases.  By 
placing  clips  temporarily  upon  the  hepatic  and  superior 
mesenteric  arteries  and  the  portal  vein,  it  is  possible  to 
create  a bloodless  field  permitting  virtual  total  excision 
of  even  the  right  lobe  of  the  liver.  We  need  to  know 
how  long  the  hepatic  artery  may  be  compressed  without 
inducing  undesirable  side  effects  upon  the  residual  liver 
tissue  or  kidney.  I believe  it  is  safe  to  say  that  the  liver 
will  grow  faster  than  cancer.  The  primary  problem  is 
not  operative  mortality;  but  will  such  heroic  efforts  cure 
cancer?  I do  not  know,  although  one  thing  is  certain, 
that  in  suitable  cases  such  measures  hold  out  at  least 
some  satisfying  promise.  That  is  more  than  can  be  said 
of  most  chemotherapeutic  agents  now  undergoing  clin- 
ical trial. 

I say  all  this  here  only  to  suggest  that  presently  an 
expansion  of  the  number  of  surgical  beds  for  the  care 
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of  cancer  patients  will  probably  be  necessary  in  order 
that  ultimate  cure  can  be  promised  a larger  number  of 
cancer  sufferers. 

Let  those  who  predict  the  contraction  of  the  field  of 
surgery  contemplate  also  the  great  expansion  in  the  past 
decade  in  surgery  for  lesions  of  the  lung  and  esophagus, 
and  now  for  surgery  of  the  heart  and  its  large  vessels. 
And  whether  or  not  physicians  learn  presently  how  to 
prevent  rheumatic  fever,  surgeons  must  and  will  learn 
how  to  correct  valve  defects. 

A Glance  Out  the  Study  Window 

As  I look  out  of  the  window  of  my  study,  I see  many 
changes  for  the  better  which  have  come  about  on  the 
settee  of  Medical  School  faculties  during  the  past  eighty 
years.  The  bench  has  been  lengthened  several  times  to 
accommodate  new  professors,  who,  like  sitting-hens  on 
their  accountable  eggs,  have  ensconced  themselves  com- 
fortably in  the  brooder  where  medical  ideas  and  policies 
are  hatched.  Moreover,  the  settee  has  been  reupholstered 
on  occasions  to  modernize  the  seat  as  well  as  to  make  it 
more  comfortable.  Some  of  the  professors  have  found 
the  couch  so  easing  to  the  monotony  and  strains  of  life 
that  only  with  difficulty  are  they  able  to  restrain  them- 
selves from  falling  asleep;  some  have  abandoned  that 
struggle  altogether. 

The  majority  of  the  professors,  however,  are  as  wide- 
awake as  ever  they  have  been  during  the  long  history 
of  medical  education.  The  team  spirit  pervades  their 
discussions  more  now,  I am  inclined  to  believe,  than  in 
earlier  days.  Their  multiple  duties  of  teaching  and  re- 
search, for  some  of  them  the  care  of  patients,  the  de- 
mands of  their  respective  offices  and  laboratories,  the 
frequent  counsels  of  faculty  meetings  and  committees, 
have  limited  the  activities  of  almost  all  the  professors, 
who  take  their  teaching  duties  seriously,  to  the  confines 
of  the  Medical  School  campus.  Their  concentration  of 
interest  has  helped  build  the  competence  and  morale  of 
Medical  School  faculties.  In  consequence,  some  of  these 
professors  have  been  bold  enough  to  suggest  that  the 
day  may  not  be  far  off,  even  in  universities,  when  the 
medical  professors  may  be  admitted  without  special  rec- 
ommendation or  hand  engraved  calling  cards  to  the  sanc- 
tum sanctorum  of  scientific  gatherings.  On  that  score, 
let  it  only  be  said:  recognition  must  be  deserved;  it 

cannot  be  commanded. 

The  faculty  of  the  Medical  School  is  one  large  happy 
family,  but  as  in  most  families,  there  is  occasionally  a 
knotty  problem  or  two  which  cannot  be  resolved  com- 
pletely in  the  council  gatherings.  In  consequence  of  the 
frequency  with  which  the  partition  of  professorial  op- 
portunity must  be  decided  by  the  Dean,  the  approach 
to  the  threshold  of  the  Pater-Familias  grows  a bit  worn. 
Sometimes,  I presume  his  temper  does  too.  But  he  and 
his  colleagues  know  that  one  of  the  qualities  which 
singled  him  out  for  this  high  but  thankless  office  is  the 
sphinx-like  reaction  with  which  he  is  able  to  meet  every 
suggestion,  no  matter  how  disturbing.  The  rapidity  of 
growth  of  the  family  (planned  parenthood  not  yet  be- 
ing subscribed  to  by  all  medical  faculties) , lack  of  ade- 
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quate  housing  facilities  (office  laboratory  and  hospital), 
increasing  costs  and  a number  of  other  equally  disturb- 
ing items  have  made  the  Dean’s  problems  real  ones. 
Little  wonder  that  he  must  find  escape  and  consolation 
in  the  circumstance  that  other  Deans  are  beset  by  the 
very  same  problems! 

Because  of  all  this,  it  has  not  been  possible  to  mod- 
ernize either  the  complexion  of  the  faculty  nor  the  cur- 
riculum completely.  Vestiges  of  old  historical  relation- 
ships are  still  in  evidence  here  and  there.  One  of  these 
which  affects  the  role  of  the  surgeon  with  reference  to 
his  professorial  duties  is  the  traditional  background  of 
the  surgeon.  All  surgeons  who  believe  in  looking  at  the 
patient  as  a whole  have  put  off  the  short  robe.  Many 
of  the  difficulties  between  physicians  and  surgeons  chron- 
icled in  the  annals  of  the  past  have  been  patched  up  by 
the  friendly  gesture  of  physicians  (internists  and  pediat- 
rists) investing  themselves  in  the  long  white  robe  of  the 
surgeon  as  they  make  their  ward  rounds.  In  fact,  it  is 
no  longer  possible  to  distinguish  a physician  from  a sur- 
geon by  appearances.  Sometimes  even  the  surgeon’s  talk 
about  a condition  such  as  heart  disease  may  beguile  one 
into  thinking  he  may  be  listening  to  an  erudite  physi- 
cian. Nowadays,  it  is  largely  on  matters  of  advice  given 
patients,  and  the  character  of  the  problems  which  fill 
their  minds,  that  the  distinction  between  physicians  and 
surgeons  must  be  drawn.  Surgeons  are  heard  to  say: 
Well,  what  can  be  done  about  all  this?  Physicians  are 
wont  to  say:  Let  us  wait  and  see. 

The  complaint  of  surgeons  in  some  university  clinics 
is  that,  whereas  exchanges  of  opinion  in  discussions  are 
open  and  free,  nevertheless  with  reference  to  patient- 
care,  here  and  there  still  remain  a few  traces  of  the 
paternalistic  attitude  of  physicians  toward  surgeons. 
I do  not  believe  it  would  take  a topflight  representative 
of  the  F.B.I.  to  uncover  some  of  these  reminders  of  the 
unpleasant  medieval  relationships  between  medicine  and 
surgery,  when  physicians  found  it  necessary  to  guide 
the  hand  of  the  surgeon.  The  time  is  overdue  when  the 
surgeon  in  all  spheres  of  his  active  interests  must  have 
under  his  direct  control  a few  beds  for  exploratory  pur- 
suits, even  though  that  interest  may  conflict  with  what 
has  been  regarded  as  the  traditional  heritage  of  the 
physician.  Is  not  such  an  arrangement  in  the  best  in- 
terests of  greater  medicine?  It  certainly  is  in  the  interest 
of  the  patient  and  the  public.  And  whose  concern  is 
paramount  in  this  controversy? 

Let  no  one  be  guilty  of  willful  blindness  in  so  impor- 
tant a matter;  it  is  easily  the  worst  of  all  deadly  sins, 
because  it  argues  a self-sufficiency  and  confidence  in  one’s 
own  opinion  which  cannot  be  condoned.  If  there  be  any- 
one on  the  professorial  settee  possessed  by  such  blind- 
ness that  he  remains  deaf  to  earnest  pleas  of  his  fellows, 
let  him  repent  before  it  is  too  late.  He  has  excluded  the 
light  of  understanding  from  his  soul  and  should  implore 
the  mercy  of  Heaven,  for  his  colleagues  can  never  for- 
give him.  All  of  us  are  continuously  at  school  in  the 
University  of  Experience;  and  of  all  the  schools  in  the 
world,  its  tuition  fees  are  the  highest.  For  him  who 
cannot  learn  in  this  schixil,  there  is  no  hope. 


Confession  is  necessary  for  ablution  of  sins.  The  phy- 
sician is  giving  up  his  speculative  rationalization,  the 
surgeon  his  empiricism.  During  the  withdrawal  both  are 
finding  consolation  in  research.  Let  us  hope  that  each 
continues  to  comfort  the  other  and  finds  in  research  the 
refreshment,  satisfaction  and  solace  which  it  has  brought 
to  all  of  us  in  our  individual  lives. 

Differences  in  Point  of  View 

The  prolific  nature  of  the  medical  sciences,  both  in 
the  laboratory  and  in  the  hospital,  has  brought  new 
provinces  of  knowledge  and  practice  into  being.  The 
poor  Dean,  of  course,  has  to  affect  some  semblance  of 
recognizing  these  new  professional  units  and  duties. 
Neither  he  nor  his  professors,  who  have  sat  about  the 
faculty  meeting  table  the  longest,  can  be  wholly  deaf 
to  the  urgent  pleas  of  these  earnest  and  enthusiastic 
fellows.  In  consequence,  a rather  difficult  problem  has 
arisen  in  many  faculties.  Those  who  have  long  occupied 
the  settees  know  their  place  and  do  not  want  to  move 
over.  The  faculty  meeting  table  is  not  large  enough 
to  move  up  additional  settees;  the  new  entries  therefore 
are  obliged  to  take  a seat  in  the  second  circle  or  to  look 
for  standing  room  in  the  rear. 

Following  one  of  these  faculty  meetings,  not  so  long 
ago,  I overheard  a discussion  which  I will  try  to  repeat 
as  it  occurred. 

Old  Professor:  These  meetings  are  getting  a bit 

crowded. 

New  Professor:  Why  not  find  a larger  meeting 

place? 

Old  Professor:  That  isn’t  so  easy,  you  know,  old  boy; 
anyhow,  as  long  as  the  settees  and  table  hold  together, 
I think  we  should  continue  just  as  we  have  these  many 
years.  Why  set  aside  the  sacred  atmosphere  of  tradi- 
tion? 

New  Professor:  I wonder  if  there  is  any  distinction 

between  the  angels  in  Heaven? 

Old  Professor:  Why  do  you  say  that?  Well,  when 

I come  to  think  of  it,  I should  think  there  might  well  be. 
No  enslaved  class  here,  you  know,  ever  asked  for  or  got 
complete  liberty  at  once.  Do  you  think  it  would  be 
different  there? 

New  Professor:  Well,  I would  like  to  think  there  is 
some  place  in  this  or  any  world  where  a fellow  with  a 
good  idea  could  get  on. 

Old  Professor:  Why,  don’t  tell  me!  You  have  a 

new  idea? 

New  Professor  (unable  longer  to  control  rising  an- 
ger) : Yes,  that  is  just  the  trouble  with  you  old  wise- 

acres. You  think  you  created  all  knowledge,  when  as  a 
matter  of  fact  you  are  just  a bunch  of  old  sponges. 

Old  Professor:  Young  man,  do  you  know  what  you 
are  saying? 

New  Professor:  Yes,  I do,  and  you  have  heard  noth- 
ing yet.  You  listen  to  me  for  once.  This  old  world  is 
moving  on  and  you  better  get  on  the  band  wagon  or 
you  will  be  moved  out  of  the  way  or  left  behind. 

Old  Professor:  What  do  you  mean? 
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New  Professor:  I mean  just  this.  You  old  fellows 

both  stand  and  sit  on  your  dignity.  And  let  me  tell  you: 
Pride  may  puff  a man  up  but  it  cannot  prop  him  up. 
Unless  you  get  off  those  stilts,  you  will  fall  and  break 
your  lordly  neck.  How  do  you  expect  to  understand 
what  you  see  from  that  elevated  position  when  you  don’t 
begin  to  understand  what  is  going  on  around  you? 

Old  Professor:  Young  man,  it  seems  to  me  you  have 
said  about  enough  for  one  day. 

New  Professor:  Why,  I have  just  begun. 

Old  Professor:  What  do  you  want?  What  arc  you 
trying  to  say? 

New  Professor:  Just  this. 

Old  Professor:  Be  specific.  It  is  late,  and  I think  it 
is  about  time  for  you  to  go  home  and  think  over  some 
of  your  rash  statements.  I hope  that  by  morning  you 
will  be  around  to  apologize. 

New  Professor:  I am  sorry  if  I have  offended  you. 
You  have  been  good  enough  to  listen;  moreover,  you 
have  asked  me  to  be  specific  and  I would  like  to  get 
this  off  my  chest  now  that  the  ice  has  been  broken. 

Old  Professor:  Well,  make  it  brief. 

New  Professor:  My  complaint  is  that  you  first-line 

professors  refuse  to  open  your  hearts  and  give  us  new 
boys  a chance  in  what  you  regard  as  your  field. 

Old  Professor:  Get  to  the  point!  What  are  you 

driving  at? 

New  Professor:  Well,  take  for  instance  the  chapter 
of  heart  disease.  I would  like  to 

Old  Professor:  Young  man,  you  have  said  enough. 

You  will  be  lucky  if  you  continue  to  hold  your  seat  in 
the  faculty.  Why,  to  think  of  it!  Heart  disease  has 
been  my  domain  and  that  of  my  predecessors  for  un- 
counted centuries.  And  now  you,  young  upstart,  want 
to  come  here  and  tell  me  what  to  do  about  my  own  field 
that  you  know  nothing  about. 

New  Professor:  That  is  just  the  trouble;  I know  more 
about  it  than  you  think  I do. 

Old  Professor:  To  think  that  I should  ever  live  to 
be  so  insulted!  Take  your  trouble  to  the  Dean,  young 
man.  I will  have  nothing  more  to  do  with  you. 

New  Professor:  Oh,  come  on.  We  are  just  beginning 
to  get  somewhere  in  this  discussion.  I think  if  we  had 
the  chance  to  talk  this  over  for  an  hour  or  two,  you 
might  even  see  my  point  of  view. 

Old  Professor:  Never! 

New  Professor:  The  light  is  on  in  the  Dean’s  office. 
Let  us  make  an  appointment  to  talk  this  over  with  him. 

Old  Professor:  You  can  talk  to  him  as  much  as  you 
like.  I am  holding  my  ground.  If  the  Dean  wants  me, 
he  can  send  for  me. 

New  Professor  (calling  in  through  the  Dean’s  door 
to  the  secretary) : Is  the  Dean  in? 

Dean’s  Secretary:  No.  The  faculty  meeting  un- 

nerved him.  He  left  town  and  has  gone  to  his  hideout, 
whether  to  Washington  or  the  country,  I don’t  know. 


He  seemed  pretty  tired  out.  I hope  he  gets  a good  rest. 

If  he  doesn’t,  he  will  not  last  long. 

Old  Professor:  Well,  that  settles  that! 

New  Professor:  It  does  nothing  of  the  kind.  I will 
take  it  up  with  the  Dean  when  he  gets  back. 

Dean’s  Secretary:  Yes,  that’s  the  trouble.  No  wonder 
he  has  to  get  away.  I am  going  home  myself.  Good 
night,  gentlemen. 

Conversations  and  discussions  very  much  like  the 
above  are  always  in  ferment  in  the  faculty.  Usually, 
however,  the  New  Professor,  like  most  of  us,  wanting 
a sympathetic  audience  for  his  ideas,  addresses  himself 
to  his  own  immediate  colleagues,  who,  of  course,  share 
his  views  completely.  A man  who  has  risen  to  the  office 
(high  or  low  is  a matter  of  divided  opinion)  of  professor 
wishes  to  realize  the  full  potentialities  of  the  available 
opportunities,  not  so  much  for  himself  as  for  the  activity 
he  represents.  It  is  not  so  much  a craving  for  approval 
that  he  desires  as  the  privilege  to  exercise  all  his  in- 
genuity in  making  the  most  of  his  opportunity.  This  is 
a laudable  objective,  from  everyone’s  point  of  view, 
save  the  one  who  feels  that  he  or  his  activity  may  suffer 
from  the  "grandiose”  ideas  of  the  New  Professor. 

The  whole  world  of  ideas  has  been  advanced  by  such 
struggles,  whether  in  the  competition  for  the  sale  of 
butter  and  oleomargarine  or  in  the  endeavors  of  "old 
and  new  professors”  to  extend  their  areas  of  usefulness. 
And  in  any  such  altercation,  on  any  matter,  anywhere, 
one  might  call  the  Old  Professor,  convention,  and  the 
New  Professor,  novel  endeavor.  Immediately,  the  stage 
is  set  for  the  type  of  debate  we  have  just  listened  to. 
And  in  the  arena  of  ideas,  that  which  is  of  most  value 
to  society  as  a whole,  in  the  end  comes  out  on  top; 
but  as  in  most  gladiatorial  contests,  in  which  the  par- 
ticipants are  fairly  evenly  matched,  either  contestant  ’ 
may  be  on  his  back  before  the  fray  is  over. 

The  debate  between  the  Old  and  the  New  Pro- 
fessor is  going  on  continuously.  In  medical  schools  in 
which  advances  are  being  made,  the  voice  of  the  New 
Professor  gets  an  attentive  hearing.  The  Old  Professor 
is  inclined  to  scoff  at  the  entreaties  of  the  New  Pro- 
fessor by  labeling  them  pretentious  and  visionary.  He 
may  even  see  fit  to  comment  upon  his  opponent  in  the 
controversy  by  the  use  of  such  unpleasant  words  as  am- 
bitious or  power-seeker.  The  Old  Professor  knows  very 
well  that  these  are  illegal  blows  in  all  bouts  governed  by 
the  rules  of  Marquis  of  Queensberry.  Like  every  de- 
fense counsel,  however,  he  is  not  above  employing  any 
antics  which  may  help  his  case  with  the  jury. 

The  sound  new  professor  in  these  controversies  does 
not  seek  power;  he  disavows  any  pretense  at  empire 
building.  He  simply  wants  an  opportunity  to  implement 
exploratory  studies  and  the  chance  to  attack  an  old  prob- 
lem in  an  original  way.  Let  us  cheer  him  on  in  this 
struggle.  Our  own  welfare  depends  in  part  on  the  in- 
formation which  he  may  bring  to  illuminate  difficult 
and  obscure  subjects. 

(Continued  on  page  80) 
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( OiN(;i;NMTAI,  lUJN'DNKSS,  OITIIALMIA  NKONATOUUM,  CAUSKS 
TKKATMENT  AND  KS. 

IIS  M.  C.  WIMMlSVOUTM,  M.  P.,  HT.  I’AIIL,  MINN.,  I.ATK  I'ROK.  OK  OITII  A I.MOIXKIS' 
ANP  OI’KKATIVK.  KPKUKUY  IN  CI.KVELANP  MEPICAI,  COl.LI-XiE. 

That  there  are  occasionally  cases  of  congenital  hlindness  no 
one  can  doubt,  but  I am  inclined  to  the  belief  that  in  a very 
large  majority  of  cases,  persons  who  are  said  to  have  been  born 
blind  have  lost  their  sight  after  birth. 

I have  spent  no  little  time  in  making  imiuiry  into  the  relative 
fre(]uency  of  congenital  defects  of  vision,  and  blindness,  induced 
by  the  opthalmia  of  newly-born  infants. 

In  the  year  1808  I noted  28  cases  of  persons  thought  to  have 
been  born  blind.  I found,  upon  close  inquiry,  that  19  out  of 
that  number,  shortly  after  birth  sull'ered  from  sort*  eyes,  whiidi 
in  all  jirobability  w'as  the  cause  of  their  loss  of  sight,  rather 
than  congenital  defect.  Of  the  remaining  nine  cases,  two  were 
cases  of  remaining  Membrana  Papillaris,  and  the  other  seven 
cataract.  1 was  able  and  did  afford  perfect  relief;  with  the 
exception  of  one  of  the  cases  of  cataract,  of  which  one  eye 
was  attacked  by  iriditis  and  was  destroyed  after  operation 
tor  the  cataract.  The  three  cases  of  imperfect  retina  and 
optic  nerve  were  the  only  ones  that  1 considered  irremediable 
cases  of  congenital  blindness  out  of  the  28,  or  a little  less 
than  11  per  cent  of  cases  which  were  totally  without  hope 
of  remedy.  If  we  take  all  the  cases  that  were  purely  con- 
genital, we  have  a little  less  than  forty-eight  ]ier  cent,  which 
were  from  disease  during  fa  tal  life.  As  a matter  of  course  these 
operations  are,  from  a limited  number  of  cases,  picked  up  here 
and  there,  and  therefore  the  calculation  can  bo  only  approxima- 
tive, but  from  the  observations  of  others  who  have  given  this 
subject  attention,  and  my  own  experience,  1 incline  to  the  opin- 
ion 1 at  lirst  expressed,  namely,  that  a majority  of  the  cases 
which  are  said  to  have  been  born  blind,  or  naturally  blind,  are 
the  result  of  Opthalmia  Neonatorum  rather  than  congenital 
defects  in  the  visual  organs. 

Now',  it  this  proposition  be  only  approximat i vely  correct,  the 
early  detection  and  prompt  treatment  of  the  malady  is  a matter 
of  no  mean  importance  to  the  physician,  and  especially  is  it 
of  importance  to  the  friends  and  the  little  sull'erer  himself. 
In  ordinary  j>ractice  our  attention  is  only  now  and  then  turned 
to  this  subject,  but  if  w’e  could  get  a summary  view',  and  see  at 
a single  glance  the  thousands  wdio  are  groping  their  way  through 
this  world  in  midnight  darkness,  we  would  be  impressed  with 
the  necessity  of  constant  care  and  watchfulness  on  the  part  of 
him  who  has  assumed  to  look  after  the  well  being  of  the  little 
adventurer  into  this  world,  and  who  is  in  constant  danger  of 
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ONE  cannot  read  Dr.  Woodworth’s  remarkable  con- 
tribution without  realizing  its  historical  significance. 
So  far  as  investigation  permits,  its  author  was  undoubt- 
edly the  first  practicing  ophthalmologist  in  Minnesota; 
his  was  the  first  published  contribution  to  the  subject  of 
ophthalmology.  Above  all,  it  was  the  first  early  attempt 
to  emphasize  the  importance  of  a phase  of  preventive 
medicine  hitherto  largely  neglected;  namely,  prevention 
of  blindnss.  It  was  a forceful  appeal  to  general  practi- 
tioners to  awaken  to  the  need  of  greater  care  in  diag- 
nosis, prompt  recognition  of  etiology  and  common-sense 
therapy  against  the  most  important  cause  of  blindness 
at  that  time. 

Ware,  some  seventy-five  years  previously,  had  proved 
that  ophthalmia  neonatorum  was  definitely  caused  by 
venereal  infection  during  birth  although  the  exact  bac- 
teriologic  agent  was  not  known  until  Neisser’s  discovery 
of  the  gonococcus,  published  in  1879. 

At  the  beginning  of  the  nineteenth  century,  fully  half 
of  all  blindness  in  Europe  was  caused  by  eye  infections 
following  birth.  Soon  after  the  opening  of  the  School 
for  the  Blind  at  Faribault  in  1866,  with  two  boys  and 
j two  girls  in  attendance,  it  was  realized  that  the  cause 

j of  blindness  was  predominately  from  infection;  in  fact, 

j admissions  from  this  cause,  before  the  State  Board  of 
fdealth  enforced  the  silver  nitrate  regulation,  was  28 
per  cent,  approximately  the  national  average.  Thanks 
, to  wise  legislation  and  its  continuous  enforcement  by  the 
1 Minnesota  Board  of  Health,  compelling  the  instillation 
: of  1 per  cent  silver  nitrate  in  the  eyes  of  the  newborn 

at  birth,  by  either  doctors  or  midwives,  the  incidence  of 
visual  impairment  from  this  cause  has  rapidly  diminished 
! until  today  there  is  only  one  child  in  attendance  with  a 
I diagnosis  of  ophthalmia  neonatorum.  In  our  University 
clinics  it  has  become  exceedingly  difficult  to  obtain  an 
i infant  case  for  demonstration  to  our  medical  students, 
j Although  our  author  did  not  know  of  the  Crede  prophy- 

I laxis,  which  was  not  published  until  12  years  later,  or 

of  the  renowned  Professor  Ernest  Fuchs’  prize  thesis  on 
Prevention  of  Blindness  which  appeared  soon  afterwards, 
I he  advocated  the  recognized  need  of  such  precautionary 
measures  as  were  practical  at  the  time.  He  could  not 
have  known  much  about  the  real  action  of  antiseptics, 
living  as  he  did  when  medicine  had  just  begun  to  appre- 
! ciate  the  epochal  work  of  Semmelweis,  Pasteur  and  Lis- 
ter. Condemning  the  use  of  solutions  of  corrosive  sub- 
limate and  mineral  acids,  crayon  of  cupri  sulphas,  ar- 
1 genti  nitras,  with  special  disapproval  of  plumbi  acetas, 
then  so  indiscriminately  used  and  abused.  Dr.  Wood- 
worth  urged  the  need  of  frequent  and  copious  irriga- 
I tion,  rather  than  drastic  use  of  antiseptics. 

One  cannot  help  wondering,  in  view  of  the  limitations 
of  the  existing  opportunities  for  medical  education  dur- 


ing his  time,  just  what  sort  of  background  Dr.  Milton 
Case  Woodworth  could  have  had  for  training  in  the 
practice  of  ophthalmology.  This  special  field  of  prac- 
tice had  only  begun  to  be  recognized  as  a specialty. 
During  that  period  it  was  not  unusual  for  general  prac- 
titioners to  engage  in  an  announced  "specialty”.  Because 
of  the  meager  facilities  for  apprenticeship  training  then 
existing,  it  may  be  inferred  that  Dr.  Woodworth  fol- 
lowed the  customary  practice  of  that  time.  There  is  no 
mention  in  the  history  obtainable  of  his  ophthalmic 
studies  or  special  preparation  for  his  announced  special- 
ized practice. 

Dr.  Milton  Case  Woodworth  was  born  in  Casenovia, 
New  York,  October  28,  1832,  moving  with  his  parents 
to  Windham,  Ohio,  in  1836.  He  was  graduated  from 
the  University  of  Michigan  in  1857,  first  practiced  medi- 
cine at  Newton  Falls,  Ohio,  then  at  Warren,  Ohio.  At 
the  declaration  of  war,  1861,  he  enlisted  as  a private 
soldier  and  after  a few  weeks  was  appointed  surgeon 
of  the  51st  Ohio  Volunteer  Infantry.  He  served  during 
the  entire  war,  for  the  most  part  with  the  Army  of  the 
Cumberland  and  the  Army  of  the  Tennessee.  He  was 
made  brigade  surgeon,  division  surgeon,  served  as  med- 
ical director  of  the  post  of  Murfreesboro  after  the  battle 
of  Stone  River  and  took  charge  of  the  general  field  hos- 
pital at  the  battle  of  Atlanta.  In  1865  he  was  appointed 
assistant  surgeon  in  the  regular  army  and  visited  offi- 
cially many  of  the  important  military  stations  of  the 
northwest. 

He  returned  to  Warren  after  war  and  was  a member 
of  the  Ohio  State  Medical  Association  in  1866.  He  was 
Demonstrator  of  Operative  Surgery  in  the  Cleveland 
Medical  College,  1865  to  1867,  and  Professor  of  Oph- 
thalmology, 1867  to  1869.  This  college  was  afterward 
merged  with  Western  Reserve  University. 

In  1869  he  moved  to  St.  Paul,  where  he  practiced 
until  1873.  He  is  listed  as  a member  of  the  Minne- 
sota State  Medical  Society  for  1871-1873.  In  the  early 
numbers  of  the  Northwestern  Medical  and  Surgical 
Journal,  there  appears  the  following  advertisement: 

EYE  AND  EAR  INFIRMARY 
St.  Paul 

Corner  of  Third  and  Jackson  Streets 
M.  C.  Woodworth,  M.D. 

Late  Professor  of  Ophthalmology  in  the 
Cleveland  Medical  College 

Dr.  Woodworth  left  St.  Paul  in  1873  and  engaged 
in  the  general  practice  of  medicine  at  Ellsworth,  Wis- 
consin. His  first  wife,  Mary  E.  Perkins  of  Ohio,  had 
died  in  1860,  and  their  only  child,  a daughter,  died  in 
infancy.  In  1874  he  married  Lizzie  Bradley  of  River 
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Falls,  but  they  had  no  children.  He  died  in  Ellsworth 
in  1897. 

What  sources  of  ophthalmic  literature  were  available 
to  the  author  at  that  time  were,  for  the  most  part,  Amer- 
ican editions  by  English  writers:  Portefield,  Travers, 
Ware,  Gibson,  Lawrence,  J.  Sohlberg  Wells,  Wharton 
Jones  and  especially  the  monumental  classic  by  Mac- 
Kenzie.  There  were  no  ophthalmic  journals  in  English, 
the  American  Ophthalmologic  Society  had  just  been 
organized  (1864),  and  the  first  volume  of  the  American 
Archives  of  Ophthalmology  only  recently  published. 
Occasional  ophthalmic  articles  were  published  in  the 
American  Association  for  Natural  Sciences’  periodical. 

The  author  lived  during  the  great  transition  era  of 
ophthalmology  when  it  was  becoming  first  recognized 
as  a specialty:  Helmholz’  ophthalmoscope  was  coming 

into  use,  Donders’  valued  work  on  refraction  and  the 
methods  of  correction  of  astigmatism  had  just  been 
translated  (1870),  and  Agnew’s  published  (1866)  op- 
eration for  advancement  m strabismus  was  still  under 
trial. 

What  remarkable  opportunities  we  enjoy  today  in 
contrast  to  eighty  years  ago!  Dr.  Woodworth  wrote  of 
his  operations  for  congenital  cataract  and  success  in 
6 of  the  7 cases,  almost  as  good  an  average  as  attainable 
today.  He,  of  course,  employed  general  anesthesia,  if 
any,  and  without  the  rigorous  antiseptic  precautions  cur- 
rently in  use.  Cocaine  anesthesia  did  not  appear  until 
1882. 

What  a Rip  Van  Winkle  awakening  would  this 
author  experience  could  he  return  and  witness  the  new 
additions  to  our  diagnostic  armamentarium,  in  bacteri- 
ology, hematology,  and  other  pathogenetic  means  of 
differential  diagnosis.  In  addition  to  self-illuminated 
ophthalmoscopes,  we  have  the  corneal  microscope  with 
slit  lamp,  the  tonometer,  perimeter,  x-rays  and  innumer- 
able physical  and  mechanical  aids.  Skiascopy  enables  us 
to  obtain  quite  perfect  results  in  refraction  and  the  opti- 
cian’s art  is  well  nigh  perfect. 

Surgical  therapy  has  undergone  refinements  in  anti- 
sepsis and  sterilization,  the  use  of  prophylactic  measures 


against  infections,  undreamed  of  a few  decades  ago. 
Measures  for  control  of  glaucoma,  improved  technique 
for  cataract  surgery,  refined  methods  of  application  for 
correcting  ocular  muscle  anomalies,  the  use  of  the  elec- 
tric magnet  for  removal  of  penetrating  steel  foreign 
bodies  within  the  eye,  diathermic  "spot  welding’’  for 
retinal  detachments,  and  corneal  transplants  for  obstruct- 
ing corneal  opacitie.s — these  are  only  the  high  spots  of 
surgical  progress  in  our  field.  The  medicinal  aids  afford- 
ed through  correction  of  thyroid  dysfunction,  the  use 
of  vitamins,  the  antibactericides  and  antibiotics,  insulin 
and  other  research  products  of  biochemistry,  are  only 
a few  of  our  present  day  miracle  aids. 

Physical  tontributions  to  the  field  of  therapy  for  eye 
pathology  are  manifold:  x-ray  and  radium  for  malig- 

nancy, heliotherapy  and  actinic  measures,  the  use  of 
heat  and  cold,  physiotherapy  in  many  forms,  all  add  up 
to  enormous  means  for  meeting  the  therapeutic  prob- 
lems of  ophthalmology  in  addition  to  the  contributions 
from  other  branches  of  medicine  and  surgery.  Therapy 
has  by  no  means  remained  static.  Constant  new  discov- 
eries and  additions  are  being  added. 

One  of  the  most  important  changes  that  has  taken 
place  is  in  the  education  and  training  of  the  ophthal- 
mologist. A prolonged  basic  training  in  medicine,  pre- 
ceding special  internship  or  apprenticeship  training  for 
ophthalmic  practice,  with  final  certification  by  the  Na- 
tional Board  for  Ophthalmology,  are  required  for  recog- 
nition and  acceptance  of  the  ophthalmologist  by  his  pro- 
fessional colleagues  or  the  public.  Existing  evolutionary 
changes  in  the  training  of  the  specialist  of  today  have 
come  about  through  the  enormous  discoveries  in  all  the 
correlated  fields  of  science,  as  well  as  in  the  fields  of 
specialized  medicine,  and  they  are  progressive. 

One  can  only  feel  that  Dr.  Milton  Case  Woodworth 
was  fully  abreast  of,  if  not  somewhat  ahead  of,  his  time. 
One  must  credit  him  with  real  literary  talent,  remarkable 
skill  and  foresight,  and  character,  looking  forward  to 
practical  advancement  of  his  specialty  as  a tool  for 
human  betterment. 


EIGHTY  YEARS  OF  PROGRESS  IN  SURGERY— 

(Continued  from  page  77) 

General  Practice  80  Years  Hence 
And  what  of  the  general  practitioner  of  the  future? 

It  is  a difficult  question.  On  every  hand,  we  find  words 
of  high  praise  spoken  in  his  behalf  which  fall  gently  on 
all  ears.  Much  of  this,  however,  as  far  as  I can  deter- 
mine, is  lip  service.  Hospitals  debate  what  privileges 
they  should  accord  him.  Medical  .schools  have  made  no 
place  for  him  on  their  faculties  or  hospital  staffs.  If 
voluntary  hospitals,  in  connection  with  medical  .schools 
in  metropolitan  areas,  develop  programs  of  graduate 
training  and  research,  making  it  possible  for  graduate 
students  in  all  the  specialties  of  medicine  and  surgery 
to  qualify  fully  for  the  board  of  their  specialty,  the 


opportunities  for  graduate  training  would  be  increased 
manyfold.  Such  a development  might  eventually  bring 
within  the  reach  of  every  community  a clinic  staffed  by 
well-trained  and  competent  specialists.  The  clinic  idea, 
to  which  the  Brothers  Mayo  lent  such  great  impetus, 
might  well  become  the  standard  condition  of  practice 
everywhere  in  this  country.  And  would  the  public  or 
the  general  practitioner  mind?  I do  not  know.  Satisfy- 
ing conditions  of  work  constitute  the  best  source  of  emol- 
ument in  the  minds  of  many  men.  I am  inclined  to 
believe  that  the  idea  might  find  acceptance  with  both 
the  public  and  the  general  practitioner.  To  use  a fre- 
quent phrase  of  physicians:  Let  us  wait  and  see. 

(Continued  on  page  88) 
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Osteitis  Condensans  Ilii 

The  Possible  Relationship  to  Juvenile  Epiphysitis* 

Walter  H.  Ude,  M.D.1 

' Minneapolis,  Minnesota 

I 

j Editor’s  Note;  Osteitis  condensans  ilii  Is  recognized  only  when  seen  on  roentgen  films.  For  a long 

time  subsequent  to  1896,  films  were  not  extensively  used  and  the  majority  of  those  employed  were  of 
i poor  quality.  With  the  present,  almost  universal  use  of  x-ray  films,  their  technical  excellence  and  their 

interpretation  by  highly  trained  roentgenologists,  one  important  discovery  after  another  has  been  an- 
nounced. Thus,  in  its  80th  year  and  54  years  after  discovery  of  the  x-ray,  the  Journal-Lancet  tradi- 
tionally presents  new  thoughts  and  observations — this  time  on  the  etiology  of  osteitis  condensans  ilii. 


1 

! 

OSTEITIS  CONDENSANS  ILII  IS  a Condition  which  is  rec- 
ognized only  when  seen  on  roentgen  films.  It  is 
characterized  by  a localized  calcium  condensation  in  the 
I ilium  directly  adjacent  to  the  sacro-iliac  joint,  without 
any  demonstrable  pathologic  changes  in  the  joint  or  in 
I the  adjacent  border  of  the  sacrum.  In  a minimal  degree 
of  involvement  it  may  be  limited  to  the  lower  portion 
of  the  auricular  process  of  one  ilium.  In  the  more 
' marked  cases  it  extends  along  the  entire  vertical  diameter 
j of  the  auricular  processes  of  both  ilia  and  flares  laterally 
1 into  the  adjacent  bone.  It  occurs  predominantly  in 
women  and  is  usually  discovered  between  the  ages  of 
■ 20  and  40. 

Hare  and  Haggart^  reviewed  the  subject  in  1945  and 
reported  23  patients  observed  in  their  clinic.  Their 
youngest  patient  was  23  years  of  age.  They  quote  Ren- 
dich  and  Shapiro,  who  were  able  to  secure  a biopsy  study 
during  the  performance  of  surgical  fusion  of  the  joint. 
This  biopsy  revealed  what  appeared  to  be  a non-inflam- 
matory  calcium  condensation  in  the  osseous  tissue  with 
obliteration  of  the  evident  former  lacunae.  They  were 
not  able  to  clarify  the  etiology  of  the  condition.  All  of 
their  patients  came  for  examination  because  of  low  back 
pain.  In  some  instances  the  pain  radiates  downward  into 
the  lower  extremities  and  may  simulate  herniated  disk. 
Pain  may  be  localized  to  the  lumbar  region  and  not  to 
the  region  of  the  sacro-iliac  joint. 

I Since  the  etiology  of  this  condition  is  still  unknown, 
I any  other  pathologic  processes  observed  in  these  patients 
j should  be  of  interest.  With  this  in  mind,  a group  of  six 
I cases  recently  observed  by  us  is  herewith  described, 
j mainly  from  the  roentgenologic  standpoint. 

: We  have  observed  simultaneous  presence  of  the  resid- 

ual changes,  and  the  sequelae,  of  vertebral  epiphysitis 
(Scheuermann’s  Disease)  in  these  cases  of  osteitis  con- 
densans ilii,  and  this  has  led  us  to  the  thought  that 
there  may  be  a close  relationship  between  the  two  con- 
ditions. We  are  considering  the  possibility  that  the  find- 
ings in  the  ilia  are  secondary  sclerosing  changes  super- 
imposed on  structural  deformities  which  have  resulted 
from  a localized  epiphysitis  of  the  sacro-iliac  joints,  oc- 
t curring  simultaneously  with  the  disease  in  the  spine.  We 
' are  also  aware  of  the  possibility  that  the  sclerosing 
1 

*From  the  offices  of  Drs.  Llde,  Borman  and  Ahern. 

1 jAssociate  Clinical  Professor,  University  of  Minnesota. 


changes  in  the  sacro-iliac  joints  might  be  secondary  to 
the  changes  in  the  directional  strain  placed  on  these 
joints  by  variations  in  the  curvatures  of  the  spine  pro- 
duced by  the  vertebral  epiphysitis.  Whether  other  ex- 
planations can  be  made  in  the  light  of  the  simultaneous 
occurrence  of  these  two  processes  may  be  clarified  by 
detailed  study  of  larger  groups  of  cases.  The  predom- 
inence  of  osteitis  condensans  ilii  in  the  female  must  also 
be  coordinated  with  these  findings. 

The  roentgenologic  features  of  vertebral  epiphysitis 
have  been  described  by  de  Lorimier  “ and  others.  The 
demonstrable  abnormalities  seen  immediately  subsequent 
to  the  termination  of  the  active  stage  of  the  disease  con- 
sist mainly  of  structural  changes  in  the  shapes  of  the 
vertebral  bodies,  with  a tendency  toward  wedge-shaped 
compressions,  intra-osseous  herniations  of  nuclei  pulposi, 
or  so-called  Schmorl’s  nodes,  and  irregular  cortical  scler- 
osing changes  around  the  margins  of  the  vertebral  bodies 
and  of  the  margins  of  the  Schmorl’s  nodes.  These 
changes  produce  variations  in  the  curvatures  of  the  spine, 
mainly  kyphosis,  but  also  scoliosis,  which  is  distinctly 
localized  to  the  region  involved.  Slight  narrowing  of  the 
intervertebral  disks  may  be  present,  probably  as  an  asso- 
ciated result  of  the  Schmorl’s  nodes.  In  subsequent  years 
degenerative  changes  develop  in  the  involved  areas  of  the 
spine  which  consist  mainly  of  hypertrophic  marginal 
lipping.  This  begins  to  be  in  evidence  in  the  third  dec- 
ade of  life,  considerably  earlier  than  in  the  normal.  In 
our  observations  there  is  also  a gradually  increasing  de- 
generative change  in  the  intervertebral  disks  as  shown  by 
further  narrowing  of  the  disks.  Our  youngest  patient, 
aged  26,  showed  definite  hypertrophic  lipping  although 
she  presented  relatively  minimal  structural  changes  of 
the  vertebral  bodies.  In  later  years,  cortical  sclerosing 
changes  somewhat  like  those  in  the  ilii  may  develop  in 
the  margins  of  the  vertebral  bodies.  It  is  assumed  that 
all  of  these  degenerative  changes  superimposed  on  the 
structural  changes  are  due  to  faulty  statics  and  are  on 
the  same  basis  as  the  degenerative  findings  seen  in  the 
hip  joint  subsequent  to  juvenile  epiphysitis. 

Case  Reports 

Case  1.  V.P.,  female,  single,  age  26.  Osteitis  condensans  ilii 
is  present  but  involves  only  the  right  side  and  at  this  time  is 
limited  mainly  to  the  lower  half  of  the  auricular  process  of  the 
right  ilium.  The  right  sacro-iliac  joint  space  seems  to  be  slightly 
narrower  than  the  left.  The  dorsal  spine  shows  minimal  struc- 
tural variations  of  the  vertebral  bodies  with  slight  tendency 
toward  wedge-shaped  deformities  and  with  minimal  but  definite 
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hypertrophic  lipping.  There  are  no  Schmorl's  nodes.  There  is 
a slight  increase  in  the  dorsal  curvature  of  the  involved  region 
of  the  spine. 

Cure  2.  H.P.,  female,  married,  two  children,  age  31.  Osteitis 
condensans  ilii  is  present  bilaterally  and  involves  the  entire  ver- 
tical diameter  of  the  auricular  surfaces  of  both  ilia.  There  are 
slight  cystic  and  sclerosing  changes  in  the  bodies  of  both  pubic 
bones  adjacent  to  the  symphysis  pubis.  There  are  moderate 
structural  changes  in  the  dorsal  vertebral  bodies  with  marginal 
irregular  sclerosing  changes,  especially  in  the  lower  dorsal  re- 
gion, and  hypertrophic  lipping  of  minimal  degree  m the  mid 
dorsal  to  moderate  degree  in  the  lower  dorsal  area.  The  inter- 
vertebral disks  show  moderate  degenerative  changes.  There  is 
a moderate  increase  in  the  dorsal  curvature  of  this  region  of  the 
spine.  The  lumbar  spine  shows  a slight  scoliosis  with  slight  struc- 
tural variations.  There  are  no  definite  Schmorl’s  nodes. 

Case  3.  J.K.,  female,  married,  age  36.  Osteitis  condensans 
ihi  is  present  bilaterally,  involving  mainly  the  lower  half  of 
both  areas.  The  dorsal  spine  shows  fairly  marked  structural 
changes  with  moderate  wedge-shaped  deformities  of  the  ver- 
tebral bodies,  fairly  marked  hypertrophic  lipping,  numerous 
Schmorl’s  nodes,  moderate  narrowing  of  the  intervertebral  disks 
of  the  mid  dorsal  area,  and  moderate  kyphosis.  The  upper  an- 
terior portion  of  the  third  lumbar  vertebral  body  shows  a scler- 
osing change  similar  to  that  in  the  ilia. 

Cure  4.  C.R.,  female,  single,  age  38.  Osteitis  condensans 

ilii  IS  present  bilaterally  in  a fairly  marked  degree.  The  dorsal 
spine  shows  a moderate  structural  change  of  the  vertebral 
bodies,  with  wedge-shaped  deformities,  hypertrophic  lipping, 
some  degenerative  changes  of  the  intervertebral  disks,  and  a 
moderate  dorsal  kyphosis.  Schmorl’s  nodes  are  present  The 
lumbar  spine  shows  a slight  scoliosis. 

Case  3,  a t.,  male,  age  55.  Osteitis  condensans  ilii  is  pres- 
ent bilaterally  with  a moderate  degree  of  involvement.  There 
are  degenerative  and  sclerosing  changes  of  both  pubic  bodies 
adjacent  to  the  symphysis.  The  dorsal  spine  shows  fairly 
marked  structural  changes  with  moderate  degenerative  changes 
in  the  intervertebral  disks,  marked  hypertrophic  lipping  and 
moderate  dorsal  kyphosis.  The  lumbar  spine  also  shows  some 
structural  changes  with  fairly  marked  hypertrophic  lipping. 
Schmorl’s  nodes  are  present. 

( ase  6.  M H , female,  married,  age  66.  Osteitis  condensans 
ilii  IS  present  bilaterally  in  a moderate  degree.  Both  pubic  bones 
'how  destructive  and  marked  sclerosing  changes  adjacent  to  the 
symphysis  with  narrowing  of  the  symphysis  and  marginal  hyper- 
trophic changes.  The  dorsal  spine  shows  marked  structural 
changes  of  the  vertebral  bodies,  marked  hypertrophic  lipping, 
degenerative  changes  in  the  disks,  dorsal  kyphosis  and  scleros 
mg  changes  covering  the  anterior  portions  of  several  of  the  mid 
dorsal  vertebral  bodies,  not  unlike  the  changes  in  the  ilia. 
Schmorl’s  nodes  are  present.  The  structural  changes  are  fairly 
characteristic  of  those  residual  from  juvenile  epiphysitis  and 
are  not  those  of  senile  osteoporosis  commonly  seen  in  this  age 
of  individual.  There  is,  incidentally,  also  an  old  cystic  necrosis 
of  the  head  of  the  left  femur,  following  intertrochanteric  frac- 
ture, with  secondary  degenerative  arthritis  of  the  hip  joint. 


Summary 

1.  Six  cases  of  osteitis  condensans  ilii  are  briefly  re- 
ported with  reference  to  the  roentgenologic  changes  in 
the  pelvis  and  in  the  dorsal  and  lumbar  regions  of  the 
spine.  Five  of  the  individuals  were  females  and  one  was 
a male.  The  age  range  was  from  26  to  66  years.  Two 
of  the  females  were  single  and  three  were  married. 

2.  All  six  cases  had  changet;  in  the  spine  consistent 
with  those  residual  from  juvenile  epiphysitis  and  the 
sequelae  of  this  condition. 

3.  Three  of  the  cases  had  an  associated  degenerative 
process  in  the  region  of  the  pubic  symphysis. 

4.  The  condensing  osteitis  was  unilateral  in  the  young- 
est patient  of  this  group  and  here  there  was  evidence 
of  narrowing  of  the  involved  sacro-iliac  joint.  This  casts 
doubt  on  the  supposition  that  condensing  osteitis  is  not 
associated  with  joint  involvement  and  might  suggest  that 
this  contention  has  been  made  on  the  observation  of 
cases  with  only  bilateral  involvement  where  both  joints 
show  identical  changes. 

5.  It  has  been  established  that  epiphyseal  growth  cen- 
ters are  present  during  the  growth  period  on  the  auricu- 
lar processes  of  the  ilia,'*  although  they  are  not  described 
in  all  anatomy  textbooks. 

6.  Since  the  etiology  of  osteitis  condensans  ilii  is  still 
obscure,  the  simultaneous  presence  of  this  condition  with 
vertebral  epiphysitis  suggests  the  possibility  of  a common 
etiological  factor.  The  immediate  impression  is  that  the 
first  condition  represents  secondary  sclerosing  changes 
superimposed  on  juvenile  epiphysitis  of  the  sacro-iliac 
joints.  It  would  be  comparable  to  the  changes  which 
develop  in  any  weight-bearing  joint  where  the  joint  struc- 
tures have  been  altered  by  a disease  process. 

It  is  hoped  that  this  report  will  stimulate  other  inves- 
tigators to  review  their  cases  of  osteitis  condensans  ilii 
so  that  the  significance  of  this  condition  may  be  more 
adequately  established. 
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A NEW  AN/ESTHETIC 

L3>r.  I ..lebreich,  of  Berlin,  asserts  that  he  has  discovered  a substitute  for  chloroform,  the 
use  of  which  is  free  from  all  the  disagreeable  sensations  consequent  upon  the  use  of  that 
drug.  He  calls  it  sethyliden  chloride.  It  is  a colorless  fluid,  of  an  agreeable  odor,  and  very 
volatile.  Sleep  suddenly  overtakes  the  inhaler,  and  he  wakens  quickly  and  involuntary,  as 
from  a natural  slumber.  If  this  statement  be  true.  Dr.  Liebreich  will  prove  himself  one  of 
the  greatest  benefactors  of  the  human  race  that  has  lived.  It  were  glory  enough  for  one 
man  to  have  introduced  so  great  a good  as  chloral  hydrate. — (Medical  and  Surgical  Re- 
porter.) 
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Editorials 


AN  EIGHTY-YEAR  PERSPECTIVE 

When  the  first  issue  of  this  journal  was  published  in 
June,  1870,  there  was  no  school  of  medicine,  nursing  or 
veterinary  medicine  in  what  is  now  the  Upper  Midwest. 
In  Minnesota  the  practice  of  medicine  had  begun  in 
1841  when  Dr.  Christopher  Carli  of  Germany  opened 
an  office  at  the  present  site  of  Stillwater.  In  1853  there 
were  20,  in  1870,  212,  of  whom  only  119  were  legally 
qualified,  and  now  there  are  5,661  physicians  licensed 
to  practice  in  Minnesota. 

Epidemics  of  contagious  diseases  and  numerous  other 
ills  of  people  as  well  as  those  of  domestic  animals  de- 
manded the  services  of  many  trained  persons  in  human 
and  veterinary  medicine.  Those  legally  practicing  their 
professions  had  been  educated  elsewhere,  although  from 
the  1840s  to  the  1870s  the  preceptor  system  of  medical 
education  was  in  vogue.  The  practitioner  of  medicine 
chose  a pupil  who,  by  working  in  his  office,  reading  his 
books,  making  house  calls,  etc.,  became  qualified  to  prac- 
tice. While  a few  private  medical  schools  were  estab- 
lished— the  first  in  1871 — it  was  not  until  1883  that  the 
University  of  Minnesota  created  a department  of  medi- 
cine and  a teaching  faculty  of  29  members  was  appoint- 
ed in  1888.  Since  1908  the  University  has  operated  the 
only  medical  school  in  Minnesota.  It  now  has  more  than 
540  facLiltv  members  of  the  rank  of  instructor  or  above. 
The  Mayo  Foundation  for  Medical  Education  and  Re- 
search was  established  in  1915  and  the  Center  for  Con- 
tinuation Study  in  1937. 

The  first  school  of  nursing  was  opened  at  Northwest- 
ern Hospital  m Minneapolis  in  1881.  There  are  now 
more  than  25  such  schools  and  fine  nursing  organizations 
are  in  operation,  with  over  10,000  currently  registered 
nurses  in  the  state. 

Medical  social  work,  instituted  in  1915,  is  now  exten- 
sively practiced.  A medical  .social  work  course  was  first 
offered  at  the  University  of  Minnesota  in  1928. 

A veterinary  division  was  established  in  the  Univer- 
sity School  of  Agriculture  m 1893,  and  a school  of  vet- 
erinary medicine  in  1947.  A state  veterinary  medical 
society  was  organized  in  1897,  and  the  Livestock  Sani- 
tary Board  in  1903.  There  are  now  about  420  veteri- 
narians in  Minnesota.  Members  of  this  profession  de- 
serve much  of  the  credit  for  the  control  of  diseases  of 
people  and  animals. 

Although  a medical  society  was  organized  in  1853, 
physicians  felt  the  need  of  a state  board  of  health  to 
control  contagious  diseases  and  improve  public  health. 
They  prepared  a bill  which  was  passed  by  the  legislature 
on  March  4,  1872.  Phis  was  the  third  State  Board  of 
I lealth  m the  LJnited  States,  having  been  preceded  by 
Massachusetts  and  California  in  1869  and  1871  respec- 
tively. The  members  of  the  newly  appointed  Board  of 
1 lealth  were  practicing  physicians  who  proceeded  to  help 
their  fellow  practitioners  control  epidemics,  etc.  This 
board  has  maintained  high  standards  and  is  rated  as  one 


of  the  best  in  America.  It  now  operates  eight  district 
health  units  at  strategic  points  throughout  the  state. 

Contagious  diseases  such  as  smallpox,  diphtheria,  ty- 
phoid fever,  the  common  cold  and  its  complications, 
diarrheal  diseases  of  children,  pneumonia  and  tubercu- 
losis were  prevalent.  In  1870,  more  than  13  per  cent  of 
all  deaths  were  due  to  consumption.  In  1883,  there  were 
11,678  deaths  from  all  causes  in  Minnesota.  Diphtheria 
took  first  place  with  1,374  deaths,  and  tuberculosis  sec- 
ond with  1,079.  Dr.  W.  J.  Mayo  stated  (1894)  that 
tuberculosis  in  its  many  forms  and  in  combination  with 
other  kinds  of  infection  caused  nearly  one-third  of  the 
annual  death  rate.  Diarrheal  diseases  of  babies  and 
young  children  were  rife  and  highly  fatal.  As  late  as  the 
period  1909-13,  this  condition  took  the  lives  of  6,167 
babies  in  Minnesota. 

Prior  to  the  20th  century,  most  physicians  conducted 
individual  practices.  Dr.  W.  W.  Mayo  began  to  prac-  ; 
tice  in  Minnesota  in  1855.  When  his  sons,  W.  J.  and  I 

C.  H.,  graduated  in  medicine  in  1883  and  1888,  respec-  i 

tively,  the  three  worked  together.  The  demand  for  their 
services  required  employment  of  others  to  assist  them.  j 
Soon  patients  and  referring  physicians  designated  this 
organization  as  the  Mayo  Clinic,  and  by  1905  it  was 
known  everywhere  by  that  name.  It  has  become  the 
world’s  most  outstanding  clinic,  receiving  patients  from 
every  corner  of  the  earth.  While  other  groups  have  or- 
ganized private  clinics  in  all  of  the  larger  and  some  of 
the  smaller  cities,  many  physicians  now  conduct  individ- 
ual practices. 

On  several  occasions  the  medical  profession  has  been 
burdened  by  unnecessary  health  problems  and  the  citi- 
zenry has  suffered  great  loss  because  uninformed  or  mis- 
informed persons,  mostly  without  medical  training,  have 
initiated  and  promoted  health  projects  with  little  or  no 
medical  approval.  These  can  become  extremely  serious 
when  contagion  is  involved.  For  example,  from  about 
1850  to  1875  persons  with  consumption  in  Europe,  New 
England  and  elsewhere  were  invited  largely  by  non- 
medical individuals  and  organizations  to  settle  in  Minne- 
sota because  the  climate  was  thought  to  have  a curative  , 
effect  on  this  disease.  This  was  recognized  by  the  med-  ' 
ical  profession  as  a serious  error  and  later  numerous  pro-  i 
tests  were  registered.  Again  in  1942,  a few  individuals  1 
invited  poliomyelitis  victims  from  various  parts  of  the  I 
world  to  be  treated  in  Minneapolis.  Members  of  the 
medical  profession  protested  on  various  grounds,  includ-  I, 
ing  the  dangers  of  introducing  contagion  unnecessarily.  ! 
It  was  not  long  until  more  cases  of  poliomyelitis  were 
reported  among  Minnesota  citizens  than  at  any  previous 
time;  in  fact,  three  of  the  most  extensive  epidemics  in  [ 
the  state’s  history  occurred  in  1946,  1948  and  1949.  The  I 
highest  number  of  cases — 2,881 — were  reported  in  1946.  I 
The  largest  number  reported  in  any  previous  year  was  I 
955,  m 1925.  | 
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Despite  the  claims  made  for  Minnesota’s  climate  in 
the  treatment  of  consumption,  it  possessed  nothing  that 
was  not  to  he  found  in  numerous  places  in  various  parts 
of  the  world.  Despite  the  claims  made  for  the  treatment 
of  poliomyelitis  in  Minneapolis,  it  offered  nothing  more 
efficacious  than  was  offered  in  various  parts  of  this  and 
other  countries. 

The  area  provides  excellent  undergraduate  and  grad- 
uate instruction  for  veterinarians,  dentists,  medical  social 
workers,  nurses  and  physicians.  Those  trained  here,  to- 
I gether  with  those  who  migrated  to  this  area,  conducted 
numerous  important  activities  in  the  promotion  of  good 
health  of  the  citizens  and  their  domestic  animals.  They 
effected  fine  organizations,  arranged  for  construction  of 
hospitals  and  worked  strenuously  in  private  practice  and 
j public  health.  Excellent  facilities  were  provided  for  all 
people,  including  the  poor.  Everything  found  of  value 
in  the  betterment  of  human  and  animal  health  anywhere 
in  the  world  was  soon  introduced  into  the  Upper  Mid- 
west, and  more  that  was  new  originated  here. 

The  ’80s  and  ’90s  constituted  the  era  of  epoch-making 
discoveries  in  parasitology  and  bacteriology.  Another 
important  era  began  in  1935  and  has  continued.  It  is 
characterized  by  the  discovery  of  chemotherapeutic  agents 
and  antibiotics  which  have  completely  revolutionized  the 
treatment  of  many  bacterial  diseases. 

Nowhere  in  history  has  any  other  method  of  dealing 
with  the  sick  and  managing  the  public’s  health  even  re- 
I motely  approached  the  system  employed  in  the  United 
States,  of  which  this  area  is  a part.  From  1910  to  1914, 
I more  than  one-fourth  of  the  deaths  in  Minnesota  occur- 

! red  among  children  less  than  five  years  old  and  over  one- 

third  among  persons  under  20  years.  Only  one-fifth  of 
the  deaths  occurred  in  persons  of  70  years  or  older.  Now 
children  under  five  years  bear  only  one-twelfth  and  per- 
sons less  than  20  only  one-ninth  of  all  deaths.  Two- 
j fifths  occur  in  persons  of  70  years  or  older. 

In  1948,  the  number  of  deaths  from  some  of  the  com- 
I mon  diseases  was  in  sharp  contrast  to  those  of  1910,  as 
I follows: 


1910 

1948 

Pneumonia 

1806 

1009 

Influenza 

08 

64 

Diphtheria  

566 

15 

Whooping  Cough 

172 

14 

Measles  

76? 

11 

Scarlet  Fever  

284 

3 

Typhoid  

688 

4 

Tuberculosis  has  been  reduced  from  the  first  cause  of 
death  in  1910,  when  2270  died,  to  the  10th  in  1948, 
when  502  died.  Through  September,  1949,  this  disease 
was  relegated  to  11th  place.  In  1910  tuberculosis  caused 
9.9  per  cent  of  all  deaths,  but  only  1.8  per  cent  in  1948. 
Only  0.09  per  cent  of  the  cattle  reacted  to  tuberculin 
in  1948.  In  many  years  there  has  been  no  case  of  human 
rabies  or  glanders,  and  no  case  of  smallpox  for  the  past 
two  years. 

During  the  past  80  years  the  Journal-Lancet  has 
played  an  important  part  in  these  accomplishments.  It 
has  published  thousands  of  articles  written  by  physicians 
who  thus  presented  results  of  their  research,  clinical  ob- 


servations, etc.,  to  their  fellow  practitioners.  It  has  an- 
nounced new  discoveries,  inventions  and  methods  in  or- 
der that  physicians  might  become  more  helpful  to  those 
whom  they  serve,  individually  and  collectively.  With 
equal  fervor  it  has  attacked  imposters,  charlatans,  quacks 
and  nostrums.  It  has  supported  every  worthy  project 
designed  for  the  betterment  of  health. 

The  Journal-Lancet  takes  immen.se  pride  in  the 
present  health  status  of  the  area  it  has  served.  The  av- 
erage span  of  life  is  approaching  three  score  and  ten 
years.  The  diseases  and  conditions  causing  most  of  the 
morbidity  and  mortality  now  are  those  which  have  long 
accompanied  old  age.  The  future  goal  is  not  only  to 
hold  the  gains  already  made  and  increase  them,  but  also 
to  develop  methods  of  controlling  degenerative  diseases. 
Immortality  is  not  anticipated,  but  much  can  probably 
be  done  to  add  to  the  comfort,  happiness  and  efficiency 
of  those  who  attain  old  age.  In  this  accomplishment  the 
Journal-Lancet  plans  to  play  an  important  role. 

J.  A.  Myers,  M.D. 

THE  IMPORTANCE  OF  MEDICAL 
HISTORY 

The  editors  of  the  Journal-Lancet  have  chosen  to 
feature  some  Minnesota  Medical  History.  The  field  is 
inviting  but  for  amateurs  it  offers  some  of  the  problems 
of  learning  to  pilot  a plane:  You  need  a good  take-off 
from  an  ample  runway;  but  even  more  obviously  a place 
to  land  intact.  Once  in  the  air,  the  uncertainty  of  com- 
ing down  may  lead  to  such  extensive  flight  that  fuel 
(historical  incentive  pattern  behind  worth  while  biogra- 
phy)— fails  and  there  you  are  without  the  veteran’s  skill 
for  a crash  landing.  Rebecca  West  and  Margaret 
Mitchell  display  that  skill  as  did  Thackery  and  Dostoev- 
sky; interminable  detail  but  an  astutely  designed  objec- 
tive culminating  in — "flight  finished;  objective  attained.” 

Macauley  wrote  that  all  history  is  a series  of  biogra- 
phies. Toynbee  exploits  noted  figures  somewhat  as  ge- 
ographers designate  landmarks  or  unusual  terrain.  The 
occult  developments  that  precede  "historical  events”  have 
been  for  the  most  part  the  province  of  Cassandra’s 
Curse — the  ability  to  truthfully  forecast  but  never  to  be 
believed.  I make  a plea  for  more  readers  of  medical 
history.  Too  many  doctors  live  only  in  the  present: 
The  future  must  remain  obscure,  the  past  need  not  con- 
tinue to  reflect  Tallyrand’s  pessimism — "History  teaches 
only  that  it  teaches  nothing.”  Much  biographical  history 
of  men  in  medicine  in  Minnesota  is  available.  All  too 
much  is  buried  in  the  old  files  of  medical  journals.  And 
the  written  word  is  no  longer  the  only  historical  medium. 
There  is  available  all  the  disciplines  of  photography  and 
projection;  and  Edward  Murrow  and  his  associates  have 
hit  upon  the  assembly  of  phonographic  recordings. 
When  the  great  edifice  becomes  an  accomplished  fact 
and  the  memorial  becomes  a part  of  medical  history 
will  it  be  found  that  anyone  had  the  foresight  to  place 
on  record  in  some  of  their  masterful  addresses  the  voices 
of  Wm.  J.  and  Chas.  H.  Mayo. 

E.  L.  Tuohy,  M.D. 
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American  College  Health  Association  News 


The  154  delegates  to  the  twenty-eighth  annual  meet- 
ing of  the  American  College  Health  Association  reported 
an  excellent  program.  The  registrants  represented  thirty- 
five  states  and  Canada. 

After  due  consideration  of  the  requests  by  members 
for  a change  of  date  of  meeting,  the  council  decided  to 
hold  the  annual  conferences  during  the  first  week  of 
May.  Therefore,  the  next  meeting  has  been  scheduled 
for  May  3,  4,  and  5,  1951,  in  the  Chicago  area.  The 
1952  meetmg  was  tentatively  set  for  Boston,  the  final 
decision  will  be  made  by  the  new  council  in  May,  1951. 

The  following  institutions  were  approved  for  member- 
ship in  the  Association; 

National  Colleges  of  Education — Josephine  Earlywine, 
M.D. — Evanston,  Illinois. 

Xavier  Llniversity — Warren  Peter  McKenna,  B.S. — 
New  Orleans,  Louisiana. 

University  of  New  Mexico — J.  E.  J.  Harris,  M.D. — 
Albuquerque,  New  Mexico. 

Colorado  School  of  Mines — W.  Lloyd  Wright,  M.D. 
— Golden,  Colorado. 

Catawba  College — Mrs.  I.ula  Ward  Douglas — Salis- 
bury, North  Carolina. 

University  of  Texas,  Medical  Branch — John  W.  Mid- 
dleton, M.D. — Galveston,  Texas. 

Wagner  Memorial  Lutheran  College — Miss  Mary  D. 
Burr — Staten  Island,  New  York. 

Occidental  College — Mrs.  Ruby  R.  Burgar,  R.N. — 
Los  Angeles  41,  California. 

The  Creighton  University  — Thos.  D.  Fitzgerald, 
M.D. — Omaha  2,  Nebraska. 

Bowling  Green  State  University — Hubert  E.  Schwarz, 
B.S. — Bowling  Green,  Ohio. 

Champlain  College  of  the  Associated  Colleges  of 
LIpper  New  York — William  W.  Johnson,  M.R.-  Platts- 
burg.  New  York. 


University  of  Redlands — Mrs.  Margaret  S.  Donald- 
son— Redlands,  California. 

Tennessee  A.  & I.  State  College — Carr  A.  Treherne, 
M.D. — Nashville,  Tennessee. 

University  of  California,  Davis  Campus — Charles  L. 
McKinney,  M.D. — Davis,  California. 

The  newly  elected  officers  are:  President,  Dr.  Irvin 

W.  Sander,  Wayne  University;  President-elect,  Dr. 
John  E.  Sawhill,  New  York  University;  Vice-president, 
Dr.  Charles  Goassage,  University  of  Toronto;  Secretary- 
treasurer,  Edith  M.  Lindsay,  University  of  California. 
New  members  of  the  council  are:  Dr.  Grace  Hiller, 

Goucher  College,  and  Dr.  Norman  Moore,  Cornell 
University. 

We  extend  to  Dr.  and  Mrs.  John  Sawhill,  New  York 
University,  and  Dr.  Carl  Wise,  Columbia  University, 
our  appreciation  for  making  all  local  arrangements. 

* * * * 

The  Twenty-Seventh  Proceedings  should  now  be  in 
your  po.ssession.  The  delay  in  printing  this  report  was 
not  expected.  It  is  our  hope  that  future  Proceedings  will 
reach  you  within  a reasonable  time.  The  council  voted 
to  once  again  send  two  copies  to  each  member  institu- 
tion beginning  with  the  Twenty-Eighth  Proceedings.  If 
your  library  wishes  a copy  of  the  recent  Proceedings, 
a request  with  three  dollars  should  be  sent  to  the  secre- 
tary. A number  of  proceedings  of  past  meetings  are 
available  at  a reduced  cost. 

Dr.  Charles  E.  Shepard  is  to  be  congratulated  for  his 
editorial  work  in  the  publication  of  the  two  Proceedings 
of  this  year. 

A request  has  been  received  for  nurses  who  wish  to 
continue  their  education  and  work  part  time  in  a college 
health  service  in  exchange  for  part  of  their  fees.  If  in- 
terested, contact  Mrs.  Opal  Thorpe,  R.N.,  Supervisor 
of  Health  Service,  Central  Michigan  College,  Mount 
Pleasant,  Michigan. 


Our  new  cover  design,  announcing  Journal- 

Lancet’s  80th  anniversary,  is  the  work  of  Frank  Kofron, 
Minneapolis  type  designer,  and  student  of  the  late  typog- 
rapher, Frederick  Goudy.  The  lettering,  done  in  the  modern 
calligraphic  style,  carries  with  it  some  of  the  warmth  and 
artistry  of  the  old  handlettered  page.  He  has  used  the 
laurel  branch,  which  stands  for  achievement,  as  the  symbol 
of  the  tradition  established  by  eight  decades  of  continuous 
medical  publishing.  This  cover,  with  adaptations  for  all 
our  subsequent  special  issues,  will  be  carried  on  throughout 
our  anniversary  year. 
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EIGHTY  YEARS  OF  PROGRESS  IN  SURGERY— 

(Continued  from  page  80) 

Summary 

My  task  in  this  discussion  has  been  to  sketch  the  hare 
contours  of  a few  developments  in  surgery  during  the 
past  80  years  and  the  manner  of  their  achievement. 
It  has  been  a pleasant  assignment.  If  a surgeon  who 
closed  his  career  80  years  ago  were  to  get  a glimpse  of 
the  present  day,  it  is  difficult  to  say  which  would  impress 
him  most:  our  large  and  complex  institutions  or  the 
accomplishments  of  the  men  who  work  in  them.  Where- 
as, our  great  hospitals  and  laboratories  might  provoke 
exophthalmos  in  some  such  observers,  I think  that  sur- 
geons of  that  era  would  be  awed  even  more  by  what  is 
done  by  surgeons  in  our  hospitals  today.  If  during  an 
equal  period  of  future  years,  surgeons  continue  to  forge 
ahead  as  now  guided  by  research,  the  life-line  of  prog- 
ress, who  among  us  is  bold  enough  to  say  what  sur- 
geons will  do  then? 

It  is  easy  for  surgeons  of  every  age  to  feel  that  it  will 
be  difficult  for  their  sucessors  to  surpass  them.  Let  those 
who  may  even  allow  such  a thought  to  cross  their  minds 
remember  what  Ambroise  Pare  said  in  1575:  "Posterity 
will  not  be  able  to  surpass  us  (be  it  said  without  malice 
or  offense)  save  by  some  additions,  such  as  are  easily 
made  to  things  already  discovered.”  How  many  times 
since  anesthesia  and  asepsis  have  come  to  bless  the  minis- 
trations of  surgeons,  have  well-known  surgeons  in  high 
places  repeated  Pare’s  prophecy!  Such  predictions  are 
testimony  not  alone  of  the  futility  of  prophecy;  but 
what  is  more  significant  is  that  progress  beyond  the 
dreams  of  all  prophets  indicates  the  great  catalytic  effect 
of  a single  new  fact  upon  all  practices  which  arise  from 
new  found  knowledge.  Let  us  not  blind  ourselves  to  the 
great  importance  of  a new  fact;  it  remakes  periodically 
our  external  environment.  And  if,  in  the  internal  en- 
vironment of  our  personal  lives  we  could  learn  to  im- 
plement these  gifts  of  science  for  our  own  happiness 
and  welfare,  as  well  as  for  our  fellowman,  what  a glori- 
ous age  would  lie  before  us!  Can  that  happen?  Man 
is  a perverse  creature,  and  frequently  refu.ses  to  accept 
what  is  best  for  him.  It  will  probably  always  be  so. 
Good  men,  however,  are  made  patient,  strong,  submis- 
sive, sympathetic  and  wise  by  trial  and  tribulation.  And 
when  bitterness  and  vindictiveness,  which  are  signs  of 
weakness,  make  way  in  our  leaders  and  in  us  to  these 
better  qualities,  we  may  find,  in  the  relationships  of 
ourselves  and  our  fellowman,  new  sources  of  happiness. 
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Foreword 

Problems  of  the  diagnosis  and  treatment  of  diseases  of  the  nervous  system  are  often 
considered  difficult  ones  by  the  physician  who  does  not  specialize  in  clinical  neurology.  Most 
parts  of  the  nervous  system  are  inaccessible  to  direct  examination,  and  its  intricate  organiza- 
tion and  integrated  functions  are  difficult  to  comprehend  on  superficial  observation.  As  a 
consequence,  many  practitioners  are  of  the  opinion  that  all  neurologic  matters  belong  to  the 
realm  of  the  specialist,  and  they  make  little  attempt  to  diagnose  or  to  treat  them.  This  im- 
pression is  far  from  correct,  however,  for  many  disorders  of  the  nervous  system  come  within 
the  everyday  experience  of  most  practitioners.  Furthermore,  many  systemic  diseases  may  show 
evidences  of  nervous  dysfunction  as  their  first  manifestations.  Medical  diagnosis  cannot  be 
made  without  some  knowledge  of  neurologic  diagnosis.  There  are  certain  rare  conditions 
and  diagnostic  problems,  it  is  true,  that  require  long  experience  in  the  field  of  diseases  of 
the  nervous  system  for  adequate  appraisal,  but  the  majority  of  the  more  common  neurologic 
entities  could  and  should  be  diagnosed  and  treated  by  the  physician  in  general  practice. 

The  Journal-Lancet  is  devoting  the  pages  of  this  issue  to  a series  of  articles  dealing 
with  clinical  neurology.  This  is  an  opportune  time  for  such  a project.  Neurology  has  come 
to  its  own,  more  than  ever  before,  in  the  rehabilitation  of  those  men  who  were  injured  dur- 
ing the  recent  World  War.  The  newly  organized  American  Academy  of  Neurology  has 
served  as  an  immense  stimulus  to  the  development  of  the  specialty  in  this  country.  The 
International  Congress  of  Neurology,  held  in  Paris  last  September,  has  demonstrated  the 
world-wide  scope  of  neurology.  Finally,  the  awarding  of  the  1949  Nobel  Prize  for  Medicine 
jointly  to  Dr.  Egas  Moniz,  Professor  Emeritus  of  Neurology  at  the  University  of  Lisbon, 
for  his  development  of  prefrontal  lobotomy,  and  to  Dr.  Walter  Rudolf  Hess,  Director  of 
the  Physiological  Institute  of  the  University  of  Zurich,  for  his  work  on  the  functional  or- 
ganization of  diencephalon,  has  proven  the  recognition  of  neurology  as  an  integral  and 
essential  part  of  medicine  in  general. 

Russell  N.  De  Jong,  M.D. 

Department  of  Neurology 

University  of  Michigan  Medical  School 
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Treatment  of  the  Hemiplegic  Patient 

Andrew  J.  Leemhuis,  M.D.,*  and  Joe  R.  Brown,  M.D.i 
Minneapolis,  Minnesota 


IN  recent  years  considerable  advance  in  the  application 
of  retraining  techniques  in  the  treatment  of  disabling 
neurologic  disorders  has  been  made.  It  would  seem  im- 
portant, therefore,  to  review  these  advances  as  they  relate 
to  the  care  of  hemiplegic  patients.  For  years,  some 
chronic  neurologic  disabilities  have  been  subjected  to  re- 
habilitation measures.  This  is  particularly  true  of  polio- 
myelitis and  a large  number  of  spastics  among  children. 
Results  of  rehabilitation  in  these  latter  groups  speaks  for 
itself.  During  the  past  few  years,  increasing  attention 
has  been  paid  to  the  retraining  of  patients  with  hemi- 
plegia. 

In  July,  1946,  a program  of  retraining  therapy  was 
organized  at  the  Veterans  Administration  Hospital,  Min- 
neapolis, as  a project  of  the  neurology  section,  with  the 
cooperation  of  the  physical  medicine  rehabilitation  serv- 
ice.' During  the  two  and  one-half  years  ending  January 
I,  1949,  289  patients  with  various  disabling  neurologic 
disorders  were  treated  with  encouraging  results.  Hemi- 
plegia comprised  almost  one-half  (105)  of  the  total 
number  of  cases.  The  program  and  results  described  in 
this  report  are  based  upon  experience  with  these  hemi- 
plegic patients. 

Treatment  Program 

On  the  basis  of  present  knowledge,  the  program  of 
treatment  of  disabling  neurologic  disorders  consists  of 
three  phases."  First  is  total  evaluation  of  the  patient, 
which  includes  a general  medical,  a complete  neurologic, 
and  a limited  psychiatric  examination,  as  well  as  deter- 
mination of  the  patient’s  social  and  vocational  situation. 
The  evaluation  should  determine  the  cause,  location,  and 
severity  of  the  neurologic  lesion  and  an  estimation  of  ex- 
pected progress.  In  addition,  the  patient’s  blood  pres- 
sure, cardiac  reserve,  urinary  status  and  orthopedic  dis- 
abilities must  be  noted  since  all  play  a very  important 
part  in  the  ultimate  result.  It  is  particularly  necessary 
to  evaluate  the  physical  assets  of  the  patient,  both  pres- 
ent and  future,  with  special  reference  to  what  residual 
function  he  has  or  may  develop.  These  residual  func- 
tions play  a large  part  m determining  an  ultimate  goal. 
The  patient’s  primary  personality,  his  basic  intelligence, 
the  degree  of  organic  deterioration,  and  the  interests  and 
motivating  forces  of  the  individual  should  be  considered. 
Frequently,  interrelationships  between  the  patient  and 
his  family  determine  the  ease  with  which  the  final  result 
IS  obtained.  Consequently,  an  estimate  is  made  of  the 
patient’s  home  situation,  his  attitude  toward  his  family. 
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and  his  family’s  attitudes  toward  him.  A review  of  the 
patient’s  vocational  aptitudes,  abilities  and  interests  is 
most  helpful  in  setting  a vocational  or  avocational  goal 
for  these  patients. 

The  second  phase  of  the  program  is  setting  a treat- 
ment goal  based  upon  results  of  the  total  evaluation. 
From  this  point  on,  all  therapeutic  procedures  are  di- 
rected toward  achieving  this  goal.  It  is  apparent  that 
the  ultimate  goal  varies  greatly  from  one  patient  to  an- 
other. For  example,  in  some  of  the  more  involved  hemi- 
plegias, especially  among  older  patients  with  limited 
cardiac  reserve,  the  maximum  goal  may  be  one  of  self 
care  activities,  limited  ambulation,  and  a hobby.  In 
others,  particularly  in  the  younger  age  group,  a goal  of 
greater  or  lesser  economic  independence  can  often  be 
achieved.  It  is  only  in  individuals  who  are  severely  de- 
teriorated, who  have  a marked  personality  disorder,  or 
who  have  a widespread  and  rapidly  progressing  neuro- 
logic di.sorder,  that  some  goal  of  treatment  cannot  be  set. 

The  final  phase  of  this  program  is  concerned  with 
methods  of  achieving  the  goals.  It  is  important  to  em- 
phasize that  the  success  of  a treatment  program  is  not 
the  result  of  efforts  of  the  single  individual  or  single 
skill  but  requires  the  coordination  of  all  therapeutic  in- 
fluences brought  to  bear  upon  the  patient.  Accomplish- 
ment of  a coordinated  program  necessitates  supervision 
and  guidance  by  the  physician  m charge  of  the  patient. 
He  must  be  acquainted  with  all  aspects  of  the  patient’s 
condition  and  treatment  program  and  he  must  keep  in 
mind  the  physical  limits  of  the  patient  and  the  social 
and  economic  possibilities  involved  in  each  case.  He  can 
then  proceed  with  the  treatment  program. 

From  a physical  standpoint,  treatment  begins  with 
physical  therapy  during  the  acute  and  subacute  stages 
of  the  illness  aimed  at  preventing  contractures  and  insti- 
tuting early  passive  and  active  movements.  This  is  fol- 
lowed by  corrective  therapy  which  emphasizes  recondi- 
tioning of  the  patient  and  re-education  in  the  use  of 
uninvolved  parts  for  substitution  problems,  education  in 
daily  self  care  and  ambulation  activities.*  Occupational 
therapy  should  be  both  diversional  and  functional.  Pre- 
vocational  therapy  is  added  later  and  is  aimed  at  pre- 
paring the  patient  for  the  type  of  job  which  he  would  be 
capable  of  handling  in  view  of  his  residual  disability. 
Adapted  sports  and  recreation  are  used  to  provide  mo- 
tivation and  maintain  interest.  Special  speech  therapy 
IS  indicated  in  the  aphasic  and  dysarthric  disorders.  The 
nursing  staff  must  be  well  informed  as  to  the  nature  of 
the  program  to  ensure  cooperation  by  preventing  depend- 
ency on  the  ward  and  seeing  that  the  patient’s  perform- 
ance is  kept  abreast  of  his  abilities.  Social  service  therapy 
is  instituted  on  admission  to  the  hospital  and  continues 
throughout  the  entire  program. 
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Etiology 

The  syndrome  of  hemiplegia  is  produced  by  varying 
causes.  In  young  individuals,  one  most  frequently  en- 
counters infections  and  tumors.  Among  older  individu- 
als, the  most  common  cause  is  a hemorrhage  or  a throm- 
bosis. In  addition,  there  are  numerous  other  less  com- 
mon causes.  Because  of  the  multiplicity  of  causes  and 
their  direct  effects  upon  the  entire  program  of  rehabili- 
tation, careful  consideration  should  be  given  to  the  spe- 
cific etiology  in  each  case.  Following  recovery  from  a 
stroke,  the  average  patient  will  have  a severe  weakness 
of  the  arm,  leg,  or  both.  Early  this  paresis  is  frequently 
flaccid,  but  later  it  becomes  spastic.  Because  of  immo- 
bility and  spasticity,  contractures  are  a common  develop- 
ment, particularly  in  the  shoulder,  wrist,  hip,  and  knee. 
A spastic,  inverted  foot  is  an  additional  common  com- 
plication. 

The  outlook  for  functional  recovery  is  variable  from 
patient  to  patient  and  can  be  determined  only  by  careful 
neurologic  evaluation  from  time  to  time.  Long  contin- 
ued flaccidity,  the  loss  of  reflexes,  and  the  early  onset 
of  contractures  are  unfavorable  signs.  The  early  return 
of  reflexes  and  function  implies  rapid  and  complete  re- 
covery. All  patients  with  hemiplegia,  regardless  of  the 
degree  of  recovery,  are  capable  of  ambulation  if  given 
adequate  rehabilitation  therapy}  Because  these  patients 
are  frequently  in  the  older  age  group,  they  are  subject 
to  high  blood  pressure,  heart  disease,  kidney  disease,  or 
diabetes.  However,  it  is  seldom  necessary  to  deny  the 
patient  the  benefits  of  rehabilitation  because  of  these 
conditions. 

Initial  care  of  the  hemiplegic  patient  consists  chiefly 
of  good  nursing  care  and  general  medical  treatment. 
During  this  period,  he  is  placed  on  a schedule  for  eat- 
ing, bowel  habits,  waking  and  sleeping.  Therefore,  the 
early  first  contacts  of  the  nurse  with  the  patient,  encour- 
aging him  to  help  himself,  are  the  beginnings  of  re- 
habilitation. 

Social  service  is  notified  immediately  after  admission 
and  a social  worker  interviews  the  patient’s  family.  At 
this  time,  the  general  aims  of  the  program  are  outlined 
to  the  family,  and  an  estimate  is  made  as  to  the  length 
of  time  before  the  patient  will  be  ready  to  return  home. 
Any  financial  or  social  problems  resulting  from  the  pa- 
tient’s illness  are  discussed,  and  the  family  is  encouraged 
to  use  social  service  facilities  to  the  fullest  extent.  The 
social  worker  also  develops  contact  with  the  patient  as 
soon  as  the  patient’s  condition  permits,  and  continuous 
contact  with  both  the  patient  and  family  is  maintained 
throughout  the  entire  hospital  stay. 

Since  most  hemiplegics  are  kept  in  bed  for  a period 
of  three  to  six  weeks  depending  upon  the  severity  and 
cause  of  their  involvement,  it  is  necessary  to  begin  phys- 
ical therapy  on  the  affected  limbs  within  the  first  week 
while  the  patient  is  still  bedfast.  During  the  stage  of 
flaccidity,  daily  passive  motion  through  full  joint  range 
is  instituted.  Bed  posture  is  corrected  and  supportive 
measures  are  instituted  to  maintain  good  body  alignment, 
relieve  tension  on  weakened  or  paralyzed  muscle  groups, 
and  to  prevent  deformities  from  developing.  Hot  packs 


or  radiant  heat  are  used  to  relieve  muscle  spasm  and 
pain,  when  present,  preparatory  to  exercise.  If  contrac- 
ture or  muscle  shortening  has  occurred,  motion  must  be 
carried  to  the  point  of  slight  pain.  The  shoulder,  hand, 
hip  and  knee  joint  are  particularly  important  due  to  the 
rapidity  with  which  contractures  may  occur  and  the 
marked  effect  which  such  contractures  will  have  on  func- 
tion. Weight  bearing  on  a slightly  flexed  knee  requires 
relatively  great  quadriceps  strength.  This  is  in  marked 
contrast  to  the  knee  locked  in  full  extension  which  can 
bear  weight  with  little  or  no  quadriceps  innervation. 

With  the  first  sign  of  returning  function,  the  patient 
is  encouraged  to  assist  actively  in  all  movements  initiated 
and  completed  by  the  physical  therapist.  A powder 
board  and  counter-balanced  sling  suspension  apparatus 
are  used  to  eliminate  gravitational  pull  in  the  patient’s 
first  attempt  to  move  actively.  Active  assistive  exercise 
is  active  effort  on  part  of  the  patient  to  move  his  limb, 
assisted  by  the  physical  therapist  who  helps  initiate  or 
complete  the  movement.  Assistive  movement  requires 
keen  judgment  on  the  therapist’s  part  to  aid  only  when 
the  muscle  is  too  weak  to  accomplish  its  movement.  The 
alert  therapist  can  eliminate  inertia,  gravity,  and  fric- 
tion, and  thus  allow  a feeble  and  weakened  muscle  to 
carry  the  part  through  as  complete  an  arc  of  motion  as 
possible.  Exercise  should  be  carried  out  daily  and  the 
muscle  should  be  worked  to  a point  short  of  fatigue. 
This  program  of  assistance  in  movement  is  carried  out 
until  the  muscle  is  capable  of  normal  motion  and  of 
such  strength  as  to  carry  the  limb  through  a range  of 
motion  for  several  repetitions.  Pulley  therapy  enables 
the  patient  to  give  himself  passive  or  active  assistive 
exercises. 

Active  exercise,  in  which  the  patient  makes  the  entire 
motion  himself  without  assistance,  is  next  employed  to 
hasten  restoration  of  muscle  function.  Active  exercise 
should  be  undertaken  once  daily  and  the  muscle  should 
be  worked  to  a point  short  of  fatigue.  The  value  of 
effort  put  forth  by  the  patient  will  largely  determine  the 
success  of  the  exercises.  Consequently,  attention  to  daily 
effort  within  the  full  capabilities  of  the  patient  is 
necessary. 

Between  therapy  periods,  footboards  and  sandbags 
may  be  used  to  hold  the  foot  at  a right  angle  and  to 
prevent  external  rotation  of  the  thigh.  In  selected  cases, 
posterior  splints  may  be  substituted.  Light  cock-up 
splints  may  be  indicated  for  the  hand  and  wrist. 

When  the  patient  is  able  to  be  up  in  a wheelchair, 
he  is  taken  to  a corrective  therapy  gymnasium  for  more 
vigorous  activities  in  a group  setting.  At  this  time,  the 
patient  becomes  a more  active  participant  in  his  own 
retraining.  The  main  efforts  are  directed  toward  self 
care  and  ambulation  activities  which  are  part  of  the  daily 
requirements  of  living. 

It  is  possible  to  teach  self-care  by  three  methods:  (1) 
by  direct  use  of  the  patient’s  personal  effects  and  facili- 
ties; (2)  by  the  use  of  simulated  objects;  (3)  by  the 
use  of  related  activities  in  the  exercise  gymnasium.  The 
direct  method  is  probably  the  best  since  it  has  the  ad- 
vantage of  teaching  the  activity  in  direct  relationship 
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to  its  practical  application.  For  example,  the  patient  is 
taught  to  shave  with  his  own  razor,  to  dress  with  his 
own  clothes,  to  get  into  and  out  of  his  own  bed,  and  to 
use  regular  toilet  facilities.  Feeding  is  actually  taught 
in  the  dining  hall. 

Before  undertaking  actual  ambulation,  it  is  often 
ncessary  to  improve  joint  range  and  muscle  power  by 
pulley  therapy  and  progressive  resistance  exercises.  The 
patient  practices  balancing  and  shifting  his  weight  from 
foot  to  foot.  Walking  in  the  parallel  bar  is  practiced 
with  especial  attention  to  posture,  balance,  and  foot 
placement.  The  normal  progression  of  ambulation  is 
next  to  crutch  gaits,  then  to  cane  gait.  When  possible, 
all  aids  are  discarded.  Special  attention  is  given  to  stair 
climbing.  Final  stages  include  development  of  distance 

Figure  1 

Self  Care 


cedures  and  frequently  must  be  continued  after  the  pa- 
tient has  left  the  hospital. 

Among  younger  individuals,  prevocational  training  is 
begun  in  the  hospital,  and  contacts  are  made  for  him  to 
continue  his  training  after  discharge  from  the  hospital. 

Criteria  of  Performance 

Criteria  of  performance,  based  on  a large  number  of 
activities  required  for  daily  living,  are  the  objective  meas- 
ures of  a patient’s  improvement.’  These  activities  may 
he  divided  into  two  main  categories:  self  care  activities 
and  ambulation  activities  (Fig.  1 and  2).  -We  have 
selected  twenty-five  activities  for  each  category,  repre- 
senting those  activities  considered  most  important  to  our 
patients.  Four  points  are  allotted  to  each  activity  per- 

Figuhe  2 

A mhulation 


1.  Change  position  in  bed 

2.  Feed  self 

3.  Wash  hands  and  face 
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1.  Arise  and  stand  with  aid  in  parallel  bars 

2.  Arise  and  stand  without  aid  in  parallel  bars 

3.  Shift  weight  from  foot  to  foot  in  parallel  bars 
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4.  Brush  teeth  and  comb  hair 

5.  Write  name  and  address 

6.  Use  telephone 

7.  Sit  up  for  six  hours 

8.  Get  from  lying  to  sitting  position 
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4.  Walk  in  parallel  bars  with  assistance 

5.  Walk  in  parallel  bars  without  assistance 

6.  Walk  with  assistance  of  instructor 

7.  Walk  without  assistance,  instructor  by  side 

8.  Arise  to  stand  from  wheelchair  without  aid 
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9. 

From  sit  on  bed  to  stand 

9.  Walk  alone,  using  crutch 

10. 

Tie  pajama  bottoms 

10.  Climb  stairs  with  railing 

n. 

Put  on  and  take  off  shoes 

tS 

11.  Climb  stairs  with  rail  backwards 

12. 

From  bed  to  wheelchair  to  bed 

12.  Walk  sidewards  and  backwards 

13, 

Sit  and  arise  from  armless  chair 

O 

13.  Walk  alone  using  cane 

14. 

U. 

Put  on  and  take  off  pajama  bottom 
Put  on  and  take  off  pajama  tops 

14.  Walk  on  ground  and  carpeting  (rugs) 

15.  Open  and  close  door  from  stand 

16. 

In  and  out  of  chair  at  table 

On 

16. 

Climb  bus  steps 

17. 

Shave  self 

17. 

Climb  curb 

18. 

Pick  object  off  floor 

+f 

18. 

Climb  steps  without 

hand 

rail 

19. 

Use  toilet  without  assistance 

6o 

19. 

Discard  wheelchair 

20. 

In  and  out  of  car 

20. 

Distances  (feet) 

. 25 

50 

75 

100 

21. 

Tie  shoes 

21. 

48  feet — seconds 

85 

80 

75 

70 

22. 

Put  on  and  take  off  braces 

00 

22 

Distances  (feet) 

150 

200 

300 

400 

23. 

Clothe  self  completely 

23. 

48  feet — seconds 

65 

60 

50 

45 

24. 

Take  bath  without  assistance 

-1-5 

24. 

Distances  (feet) 

500 

600 

700 

800 

25. 

Get  from  floor  to  stand 

O 

k5 

25. 

48  feet — seconds 

40 

35 

30 

25 

ON 


00 
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and  speed,  negotiating  curbings  and  streetcar  steps,  and 
completely  discarding  the  wheelchair. 

When  the  patient  is  not  engaged  in  physical  or  cor- 
rective therapy,  he  is  encouraged  to  participate  in  occu- 
pational therapy.  Woodworking,  braiding,  finger  paint- 
ing, and  clay  modeling  offer  excellent  exercises  for  the 
development  of  the  hemiplegic  hand  and  wrist,  while  the 
hicycle,  jig-saw,  sewing  machine,  and  similar  treadle  ap- 
paratus are  used  for  the  development  of  the  foot  and 
ankle. 

Speech  therapy  is  introduced  if  an  aphasia  is  present. 
The  patient  is  encouraged  to  use  his  language  residual 
as  much  as  possible,  and  materials  arc  provided  by  the 
therapist  for  retraining  and  expansion  of  the  limited 
function.  The  cour.se  of  speech  therapy  is  often  much 
more  prolonged  than  any  of  the  other  rehabilitation  pro- 


formed,  making  a possible  score  of  100  both  in  self  care 
and  in  ambulation  activities.  Each  patient  is  tested  on 
adm'ss  on  to  the  neurologic  rehabilitation  service,  his 
progress  is  recorded  during  his  stay,  and  a final  rating 
IS  made  on  discharge.  A review  of  the  activities  listed 
indicates  that  a patient  achieving  a score  of  0 to  15 
(noted  0 on  a scale  of  0 to  4 + ) is  almost  helpless, 
whereas  a patient  scoring  16  to  32  (1  + ) is  still  very 
dependent.  For  this  reason,  a score  below  33  is  consid- 
ered as  failure.  A score  of  33  to  60  (2-F)  indicates 
moderate  independence  on  the  part  of  the  patient,  while 
a score  of  61  to  84  (3  + ) indicates  that  the  patient  re- 
quires help  with  only  a few  of  the  necessary  daily  activi- 
ties. If  the  patient  scores  85  to  100  (4+),  he  requires 
little  or  no  help  and  in  many  cases  is  capable  of  em- 
ployment. 
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In  addition  to  objective  measurement  of  the  patient’s 
abilities,  it  is  important  also  to  note  the  patient’s  adjust- 
ment to  h s social  situation.  The  teaching  of  self  care 
and  ambulation  is  useless  unless  the  patient  actually 
uses  his  new  skills  in  his  daily  living.  For  this  reason, 
patients  are  observed  with  respect  to  the  personal  char- 
acteristics (Fig.  3).  A subjective  estimate  is  made  of 


Figure  3 

Social  Readjustment 


Rating  of  social  readjustment  was  graded  subjectively 
0 to  plus  four.  Criteria  used  included  an  estimate  of  the 
ress  made  toward  the  achievement  of  the  goal  expected  in 
of  patient’s  total  abilities  and  disabilities.  The  following 
vidual  characteristics  were  considered: 

from 

prog- 

view 

indi- 

1.  Cooperation 

7.  Competitiveness 

2.  Initiative 

8.  Determination 

3.  Personal  hygiene 

9.  Enthusiasm 

4.  Stability 

10.  Maturity 

5.  Adaptiveness 

11.  Planning  for  future 

6.  Consideration  of  others 

12.  Sociability 

the  patient’s  social  adjustment  and  the  progress  he 
makes  toward  achievement  of  the  maximum  goal  of 
which  he  is  capable.  This  rating  is  made  on  the  follow- 
ing basis:  failed  (0),poor  (l  + ),fair  (2  + ),good  (3  + ), 
superior  (4  + ).  Thus,  it  is  possible  for  a patient  to 
rate  4+  on  self  care  and  ambulation  while  the  social 
adjustment  rates  0 or  1 + . Conversely,  a severe  disabil- 
ity in  an  older  patient  may  rate  superior  (4  + ) on  social 
adjustment  and  at  the  same  time  have  an  ambulation 
and  self  care  rating  of  2 + . 

Results 

During  a two  and  one-half  year  period,  a total  of 
253  patients  were  discharged  from  the  neurologic  re- 
habilitation service  of  the  Veterans  Administration  Hos- 
pital, Minneapolis,  of  whom  105  were  hemiplegic  pa- 
tients. Four  of  the  patients  remained  insufficient  time 
for  an  evaluation  of  the  results;  five  died  of  varying 
causes  during  the  course  of  therapy;  and  eight  were  not 


severely  disabled  at  the  time  of  admission.  The  remain- 
ing 88  severely  disabled  patients  were  studied  intensively 
with  the  following  results:  60  (68.2%)  achieved  85- 

100%  of  activities,  13  (14.8%)  achieved  61-84%  of 
activities,  9 (10.2%)  achieved  33-60%>  of  activities, 
6 (6.8%)  failed  to  achieve  33%  of  activities.  Four  of 
the  failures  were  due  to  severe  organic  brain  damage, 
one  was  due  to  the  development  of  gangrene  of  both 
legs  requiring  bilateral  amputations,  and  one  failed  due 
to  a fractured  hip  incurred  during  the  time  of  treatment. 

The  average  age  of  the  patients  was  54.4  years  (the 
oldest  patient  so  far  treated  is  82  years) , and  the  aver- 
age duration  of  disability  before  treatment  was  10.6 
months.  The  average  retraining  period  was  3.8  months. 

Conclusions 

1.  The  retraining  program  for  disabled  neurologic 
patients  at  the  Veterans  Administration  Hospital,  Min- 
neapolis, is  described.  The  specific  application  of  such 
a program  to  hemiplegic  patients  utilizes  a team  ap- 
proach under  the  direction  of  the  neurologist.  Such  a 
program  of  therapy  can  be  adapted  for  treatment  of 
patients  in  the  home  or  as  outpatients. 

A review  of  105  hemiplegics  indicates  that  at  least 
85%  of  such  patients  show  improvement  under  such  a 
program. 

3.  Age,  duration  of  disability,  and  complicating  med- 
ical conditions  will  influence  the  course  of  treatment 
but  do  not  contraindicate  instituting  retraining  therapy. 
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SURVEY  OF  HANDICAPPED 

A survey  among  physically  handicapped  adults  who  are  in  need  of  specially  designed 
homes  which  will  help  to  restore  them  to  useful  activities  is  being  conducted  by  the  National 
Society  for  Crippled  Children  and  Adults. 

According  to  Dr.  Howard  A.  Rusk,  chairman.  Department  of  Rehabilitation  and  Phys- 
ical Medicine,  New  York  University,  many  of  the  five  million  handicapped  persons  in  the 
U.  S.  could  be  restored  to  normal,  useful  lives  if  they  lived  in  properly  designed  homes  that 
would  include  such  functional  units  as  ramps  instead  of  steps,  wide  passages  for  wheel  chairs, 
colors  schemes  for  ease  in  cleaning,  facilities  built  for  chair  height,  safety  features,  etc. 

From  this  survey,  the  society  will  prepare  a digest  of  suggestions  and  ideas  for  designers, 
engineers,  and  architects  who  will  work  on  this  model  home  project.  The  National  Society 
for  Crippled  Children  and  Adults,  11  South  LaSalle  Street,  Chicago  3,  Illinois,  is  interested 
in  receiving  the  names  and  addresses  of  handicapped  adults  who  will  be  asked  to  take  part 
in  this  survey. 
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Spinal  Subarachnoid  Alcohol  Injection 

As  a Final  Palliative  Procedure  in  Cases  of  Spastic  Paraplegia  in  Flexion 

Ira  S.  Ross,  M.D. 

Newark,  New  Jersey 


Treatment  in  cases  of  spinal  paralysis  depends  on 
the  nature  of  the  cause  of  paralysis,  the  age  of  the 
patient  and  his  general  physical  condition.  If  the  cause 
is  not  progressive,  the  goal  is  eventual  rehabilitation. 
If  the  underlying  disease  is  progressive  and  one  for 
which  there  is  no  cure,  the  aim  is  to  make  the  patient 
as  comfortable  as  possible,  to  relieve  pain  and  to  pro- 
vide some  mechanical  means  for  disposing  of  excretory 
wastes. 

The  natural  course  of  events  in  cases  of  anatomic 
severance  of  the  spine  is  well  known.  The  first  stage, 
called  "spinal  shock,”  consists  of  sensory  loss  below  the 
segmental  level  of  the  lesion,  flaccid  paralysis,  loss  of 
reflexes,  anhydrosis,  fall  in  blood  pressure  and  sphincter 
tonicity.  This  is  a vulnerable  period  for  skin  and  blad- 
der. Dry  skin  ulcerates  as  a result  of  even  mild  pressure. 
Rapid  decalcification  of  the  bones  occurs.  Large  quanti- 
ties of  calcium  are  excreted  in  the  urine  and  stones  may 
form  in  the  urinary  tract.'  After  about  three  weeks, 
provided  the  patient  has  been  free  of  sepsis,  spinal 
automatism  begins  to  function  and  the  period  of  spinal 
shock  passes.  Spinal  reflex  activity  first  manifests  itself 
as  the  Babinski  response  on  stimulation  of  the  lateral 
foot  margin.-’  Tone  returns  first  to  the  flexor  muscles  of 
the  lower  extremities,  the  hamstring  tendon  reflexes  ap- 
pearing before  the  patellar  and  ankle  reflexes.  Spon- 
taneous flexor  movements  develop  and  sweating  returns 
in  about  two  months. 

In  four  to  six  months  the  mass  reflex  occurs  in  re- 
sponse to  any  noxious  stimulus  applied  below  the  level 
of  the  lesion.  This  consists  of  violent  flexor  spasms  of 
the  legs,  profuse  perspiration  below  the  level  of  the 
lesion,  evacuation  of  the  bladder  and  bowel  and  occa- 
sionally even  priapism  and  ejaculation.  During  this 
stage  the  trophic  condition  of  the  skin  and  muscles  is 
very  good  and  bed  sores  are  controlled  more  easily.  It 
IS  not  possible  to  comment  on  the  neurotropic  mech- 
anisms involved  in  the  cause  and  healing  of  bed  sores. 
However,  the  state  of  spasticity  in  flexion  becomes  an 
important  mechanical  interference  in  the  nursing  of  the 
patient  and  the  treatment  of  decubiti.  Not  all  patients 
are  seen  from  the  inception  of  injury  or  accident.  Fre- 
quently, bed  sores  are  far  advanced  and  spastic  contrac- 
tion m flexion  makes  it  impossible  either  to  immobilize 
the  wounds  or  to  support  the  weight  of  the  patient  off 
them.  Lven  when  bed  sores  finally  heal  the  patient  with 
spastic  contractures  cannot  be  put  in  braces  effectively 
and,  therefore,  cannot  be  rehabilitated. 

Orthopedic  operations  have  been  devised  in  endeavors 
to  straighten  spastic  limbs.  The  case  of  a twenty  year 


old  boy  whose  spinal  cord  had  been  severed  by  a bullet 
is  cited.  His  legs  became  spastic  and  went  into  flexion. 
He  was  subjected  first  to  one  and  then  another  muscle 
sectioning  procedure,  only  to  have  his  limbs  assume  fix- 
ated positions  at  inappropriate  angles.  Finally,  when  the 
bellies  of  every  muscle  exposed  in  the  upper  thighs  and 
hips  were  sectioned  the  femurs  had  already  become  fused 
at  functionless  angles  to  the  pelvis.  All  that  remained 
to  permit  the  patient  to  move  about  in  bed  or  wheel 
chair  was  amputation  of  both  legs. 

Root  sectioning  procedures  have  been  devised  to  ren- 
der the  limbs  flaccid.  '- ’ These  require  extensive  lam- 
inectomy and  section  of  anterior  or  posterior  roots  from 
T-11  through  S-1.  Munro  has  published  a description 
of  the  technique  for  anterior  rhizotomy  from  the  elev- 
enth thoracic  through  the  first  sacral  roots  for  relief  of 
spastic  paraplegia  in  flexion.  Preservation  of  roots  S-3-4 
permits  spinal  autonomic  operation  of  the  bladder. 

Many  cases  of  spastic  paraplegia  in  flexion  are  not 
justifiable  candidates  for  extensive  operation.  Among 
contraindications  to  major  surgical  procedures  are  the 
following  conditions:  extreme  debilitation;  presence  of 

infected  tissue  in  or  about  the  operative  site;  and  pro- 
gressive nature  of  the  underlying  disease  giving  the 
patient  too  short  a life  expectancy  to  enjoy  whatever 
benefit  might  accrue  from  operation. 

A procedure  that  would  interrupt  reflex  pathways 
from  the  sensory  to  the  motor  end  organs  of  the  lower 
extremities  was  sought.  The  procedure  had  to  be  simple 
and  unaccompanied  by  shock.  It  was  thought  that  if 
absolute  alcohol  were  floated  into  the  subarachnoid  space 
with  the  caudal  extremity  elevated,  as  Dogliotti  had 
done  for  relief  of  intractable  pain,  the  lumbo-sacral  roots 
might  be  devitalized  and  the  state  of  spasticity  in  flexion 
changed  to  that  of  flaccidity. 

Technique  oe  Injection 

Absolute  alcohol  is  lighter  than  water  and  tends  to 
float  on  top  of  the  spinal  fluid  before  dissolving  with  it. 
Therefore,  it  is  absolutely  imperative  that  the  patient’s 
caudal  extremity  be  the  highest  portion  of  his  spinal 
column. 

Procedure:  The  foot  of  the  bed  is  raised  appropri- 
ately to  elevate  the  caudal  extremity  of  the  spinal  col- 
umn. The  patient  lies  on  his  side  in  position  for  lumbar 
puncture.  The  upper  side  will  be  treated  first.  As  many 
cubic  centimeters  of  spinal  fluid  are  withdrawn  as  the 
estimated  number  of  cubic  centimeters  of  alcohol  to  be 
injected.  Five  to  ten  cubic  centimeters  have  sufficed  in 
most  cases.  The  alcohol  is  injected  slowly  but  steadily, 
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about  five  to  ten  seconds  being  taken  to  inject  five  cc. 
Anesthesia  and  flaccidity  in  the  top  lower  limb  follows 
immediately.  The  patient  is  allowed  to  remain  in  the 
same  position  with  caudal  extremity  elevated  higher  than 
head  and  shoulders  for  one  hour.  The  procedure  is 
repeated  on  the  opposite  side  the  following  day  to  ren- 
der the  other  lower  limb  flaccid  and  anesthetic. 

The  danger  in  the  procedure  rests  in  the  possibility 
of  positioning  the  patient  improperly.  It  is  important 
for  the  operator  to  bear  in  mind  that  the  alcohol  is 
lighter  than  spinal  fluid  and  therefore  floats  on  it  before 
entering  into  solution. 

Report  of  Cases 

Case  1.  A man  aged  33,  fell  from  a tree,  losing  conscious- 
ness immediately,  and  on  recovery  could  not  move  his  legs. 
Examination  showed  that  he  was  paralyzed  and  anesthetic  below 
the  ninth  thoracic  segment,  and  x-ray  demonstrated  a com- 
pression fracture  of  the  seventh  thoracic  vertebra.  Decubiti 
formed  over  the  sacrum  and  both  hips.  With  an  indwelling 
catheter  and  tidal  drainage  with  acriflavin  he  developed  edema 
of  the  penis  and  scrotum,  and  a supra-pubic  cystotomy  was 
performed. 

When  seen  again  by  the  neurologic  service  four  months  later, 
the  patient  was  in  the  characteristic  position  of  spastic  para- 
plegia in  flexion.  He  was  emaciated  to  an  extreme  degree.  His 
temperature  had  been  fluctuating  daily  from  95°  to  106° 
Fahrenheit.  The  pressure  sore  over  the  sacrum  had  healed  par- 
tially with  a thin  covering  of  granulation  tissue  and  new  epi- 
thelium. This  area  was  still  chronically  infected,  however,  and 
presented  a risk  in  operative  approach  to  the  lower  spinal  seg- 
ments. The  denuded  area  over  the  right  hip  was  raw,  the 
muscles  were  in  constant  motion  and  oozed  blood  continuously. 
The  shaft  of  the  femur  in  this  area  was  exposed.  The  ulcer  over 
the  left  hip  extended  to  the  acetabulum.  The  head  of  the  left 
femur  had  disarticulated  and  was  exposed  black  and  necrotic. 
The  legs  were  flexed  with  the  knees  up  to  the  patient’s  chin. 
Patellar  reflexes  could  be  obtained  with  difficulty.  The  Achilles 
and  hamstring  tendon  reflexes  were  more  active.  Clonus  could 
be  elicited  in  each  ankle  and  the  Babinski  response  was  present 
on  both  sides.  The  slightest  touch  on  the  skin  of  the  legs  pro- 
duced a strong  mass  withdrawal  response. 

Spinal  puncture  was  performed  a short  time  after  this.  With 
the  foot  of  the  bed  supported  on  shock  blocks,  the  patient 
turned  on  his  right  side,  the  puncture  was  performed  between 
the  third  and  fourth  lumbar  spines  and  eight  cubic  centimeters 
of  spinal  fluid  were  withdrawn.  Six  cubic  centimeters  of  abso- 
lute alcohol  were  introduced  within  thirty  seconds.  The  pa- 
tient’s legs  became  limp  immediately.  On  the  following  morn- 
ing the  left  leg  was  still  limo  but  the  right  leg  exhibited  the 
flexor  spasm.  The  procedure  was  repeated  with  the  patient 
turned  on  his  left  side,  and  this  time  twelve  cubic  centimeters 
of  spinal  fluid  were  withdrawn  and  ten  cubic  centimeters  of 
absolute  alcohol  were  introduced  within  thirty  seconds.  The 
right  leg  became  limp  immediately.  Both  legs  remained  flaccid 
subsequently. 

Case  2.  A woman  aged  42,  in  the  terminal  stages  of  mul- 
tiple sclerosis,  had  been  bedridden  for  two  years  and  was  com- 
pletely paralyzed  below  the  waist.  Her  skin  was  subject  to  an 
allergic  dermatitis  that  frequently  caused  painful  lesions  of  her 
arms  and  legs.  She  complained  incessantly  of  perineal  discom- 
fort and  aching  pains  in  her  knees,  thighs  and  legs.  Her  lower 
extremities  were  spastic  in  flexion,  and  for  two  months  she  had 
been  subject  to  strong  flexor  spasms  associated  with  contrac- 
tions of  her  abdominal  muscles.  During  these,  her  bladder  over- 
flowed about  the  catheter  and  as  often  as  two  or  three  times 
a day  she  expelled  the  mushroom  catheter.  Her  thighs  main 
tained  strong  adductor  spasms  so  that  the  knees  continually 
pressed  against  each  other,  eroding  the  inner  surfaces  and  add- 
ing to  her  pain.  The  position  of  her  legs  made  it  impossible 
to  turn  on  her  abdomen  and  precluded  adequate  bathing  of  her 
genitalia  and  perineum. 

Lumbar  puncture  was  performed  as  described,  with  the  pa- 
tient on  her  left  side.  Six  cubic  centimeters  of  absolute  alcohol 


were  introduced  and  the  right  leg  became  flaccid.  The  pro- 
cedure was  repeated  the  following  day  and  the  other  leg  be- 
came flaccid.  Both  legs  remained  limp  subsequently.  A level 
of  loss  of  sensation  developed  in  the  right  side  below  the  elev- 
enth dorsal  segment  and  on  the  left  side  below  the  eighth  dorsal 
segment.  Cystometry  performed  before  and  after  each  punc- 
ture resulted  in  the  same  type  of  cystometrograms.  The  bladder 
acted  like  a balloon  before  and  after  interruption  of  sacro-spinal 
innervation.  It  was  felt  that  there  was  probably  sufficient  fibrotic 
change  in  the  patient’s  bladder  to  preclude  any  neurophysiologic 
deductions  from  the  findings  in  her  case.  However,  prior  to 
spinal  alcohol  injection  the  bladder  expelled  large  mushroom 
and  Foley  catheters  during  mass  reflex  spasms.  After  spinal 
alcohol  injection,  the  retention  catheters  remained  in  place  with- 
out difficulty. 

Discussion 

At  the  time  this  procedure  was  devised,  it  was  believed 
that  spinal  alcohol  destroyed  too  much  to  be  of  value  in 
cases  with  good  prognosis  for  life  where  partial  motor 
function  remained  in  the  lower  extremities  and  where 
autonomous  bladder  regulation  might  be  established. 
Anterior  rhizotomy  was  felt  to  be  the  only  procedure 
that  would  maintain  a worthwhile  bladder  in  cases  of 
complete  cord  transection. 

Subsequently,  Shelden  and  Bors  ' have  used  the  spinal 
subarachnoid  alcohol  procedure  in  treating  twenty-four 
patients  with  paraplegia  of  both  legs  of  at  least  one 
year’s  duration  with  no  evidence  of  improvement  of 
motor  function.  They  report  improved  bladder  useful- 
ness in  all  patients  regardless  of  whether  the  bladder  had 
been  atonic  or  hypertonic  prior  to  the  procedure.  How- 
ever, they  recommend  that  subarachnoid  alcohol  injec- 
tion be  reserved  for  those  patients  with  incapacitating 
mass  reflexes  who  have  atonic  bladders  with  excessive 
residual  urine  or  hypertonic  bladders  with  small  capacity 
and  frequent  voiding.  They  do  not  state  whether  they 
used  the  procedure  in  cases  that  retained  any  posterior 
column  function.  Certainly  in  treatment  where  rehabili- 
tation is  the  therapeutic  goal  proprioception  should  be 
spared  wherever  possible.  In  treating  patients  with  good 
life  expectancy  Shelden  and  Bors  have  taken  this  pro- 
cedure into  a field  where  the  author  feared  to  tread. 
It  is  possible  that  with  good  judgment  it  may  have  fur- 
ther usefulness  than  that  indicated  in  this  report.  Neuro- 
surgical anterior  rhizotomy  is  a formidable  procedure. 
It  is  available  only  in  areas  where  expert  neuro-surgeons 
are  obtainable.  Subarachnoid  alcohol  injection  is  an  ex- 
tremely simple  procedure.  Its  very  simplicity  is  perhaps 
its  greatest  danger.  The  possibilities  for  doing  damage 
with  indiscriminate  use  are  all  too  obvious. 

We  are  all  familiar  with  the  selective  action  of  certain 
toxins  and  infectious  processes  that  have  selective  action 
on  the  sensory  nerves  and  sensory  roots.  An  agent  which 
would  permanently  paralyze  sensory  nerves  and  have  no 
action  or  only  transitory  action  on  the  motor  nerves, 
which  could  be  administered  in  a vehicle  of  significantly 
different  specific  gravity  from  that  of  spinal  fluid  and 
whose  toxic  action  would  rapidly  dissipate  on  dilution 
with  spinal  fluid  would  be  an  extremely  valuable  adjunct 
in  rehabilitation  of  spastic  spinal  paraplegics  in  whom 
alcohol  is  too  drastic  an  agent  to  use.  Such  a drug 
should  be  sought  by  pharmaceutical  companies  who  have 
facilities  for  chemical  and  animal  research. 
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Conclusion  and  Summary 

Introduction  of  absolute  alcohol  into  the  lumho-sacral 
subarachnoid  space  is  presented  as  a final  palliative  pro- 
cedure in  the  treatment  of  cases  of  spastic  paraplegia 
in  flexion.  In  patients  with  good  life  expectancy  who 
are  able  to  stand  the  operation,  anterior  rhizotomy,  as 
described  by  Munro,  is  a preferable  procedure  because: 

1.  It  destroys  less  neural  tissue. 

2.  It  preserves  a more  complete  autonomous  neuro- 
regulatory  mechanism  for  the  bladder. 

3.  It  maintains  the  anti-dromic  vascular  regulatory 
mechanisms  for  the  skin. 

4.  It  can  preserve  whatever  sensory  mechanisms  that 
may  be  still  intact. 
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Tularemic  Encephalitis  and  the  Neurologic 
Manifestations  of  Tularemia 

Louis  Berlin,  M.D.,  and  P.  D.  Petterson,  M.D.* 

Topeka,  Kansas 


SINCE  the  early  descriptions  of  tularemia,  the  disease 
has  been  classified  into  four  types, ^ the  ulcero-gland- 
ular,  the  oculo-glandular,  the  glandular,  and  typhoidal. 
Occasionally  there  are  added  pneumonic  and  oral-abdom- 
inal forms."  This  arbitrary  division,  by  emphasizing 
the  focal  lesions,  obscures  the  basically  septicemic  nature 
of  the  disease.  The  initial  pathologic  change  does  occur 
at  the  site  of  inoculation  of  the  organism,  but  a bac- 
teremia ensues  soon  thereafter,  and  the  organisms  then 
appear  to  have  a predilection  for  lodging  in  the  lungs, 
liver,  spleen,  and  lymph  nodes.  Occasionally  they  may 
invade  the  central  nervous  system  and  there  produce 
a meningitis  and/or  an  encephalitis.  It  has  been  inti- 
mated that  the  central  nervous  system  involvement  by 
tularemia  is  merely  a terminal  complication,^’"’^  but  it 
is  obvious  from  previously  reported  cases,  and  from  the 
case  presented  here,  that  the  lesions  in  the  central  nerv- 
ous system  are  a direct  result  of  tularemic  bacteremia. 

During  the  septicemic  invasion  by  B.  tularensis,  neuro- 
logical symptoms  and  signs  appear  occasionally.  These 
may  be  divided  into  three  categories.  The  most  common 
are  non-specific  neurologic  phenomena  which  are  attrib- 
utable to  the  severe  septic  or  toxic  state.  Secondly,  there 
may  develop  a lymphocytic  meningitis.  Thus  far  only 
eleven  cases  of  confirmed  tularemic  meningitis  have  been 
reported. Finally,  there  are  indications  that  an  encepha- 
litis may  develop.  Only  one  case  of  tularemic  encepha- 
litis has  been  reported, but  there  are  suggestions  in 
other  reports  that  the  disease  is  more  common  than  this 
single  report  would  indicate.  Our  purpose  then  is  to 
report  another  case  of  tularemic  encephalitis.  In  doing 
so,  we  shall  attempt  to  clarify  the  nature  of  the  intra- 
cerebral complications  of  tularemia. 

Case  Report 

C.  W.,  a 27-year-old  white  male,  was  admitted  to  Winter 
Veterans  Administration  Hospital  because  of  an  abscess  of  the 
right  fifth  finger,  regional  adenitis,  and  chills  and  fever  of  six 
days  duration.  He  had  felt  well  until  a hunting  trip,  during 
which  he  became  somewhat  fatigued  but  had  no  specific  symp- 
toms. Two  days  later  he  developed  some  nausea,  generalized 
aching,  and  began  to  feel  alternately  hot  and  chilly.  The  next 
morning  he  noted  further  that  his  finger  throbbed  and  pained 
severely.  He  was  hospitalized  locally  and  given  quinine,  peni- 
cillin, and  sulfaguanidine.  Despite  medication  a tender  adenopa- 
thy developed  in  the  right  axilla,  and  fever  and  rigors  continued 
night  and  day.  On  the  fifth  day  of  illness  the  lesion  of  the 
finger  became  localized  into  an  abscess;  this  was  incised  and  a 
5 millimeter  foreign  body  was  removed.  His  temperature  rose 
to  104  degrees.  Because  of  the  obvious  septicemia  and  because 
the  patient  was  becoming  delirious  and  unmanageable,  he  was 
transferred  to  Winter  Veterans  Administration  Hospital.  The 


*From  the  Neurologic  and  Medical  Sections  of  Winter  Vet- 
erans Administration  Hospital,  Topeka,  Kansas. 


Fig.  1.  Low  voltage  fast  activity  with  occasional  burst  of 
four  per  second  waves,  one  week  after  the  onset  of  tularemia. 


Fig.  2.  Bursts  of  four  per  second,  50  micro-volt  waves  and 
out  of  phase  activity  in  triangulation  about  the  left  ear,  eleven 
days  after  the  onset  of  tularemia. 


general  physical  examination  on  admission  was  normal  except 
for  findings  in  the  right  upper  extremity  and  in  the  nervous 
system.  Cellulitis  of  the  proximal  portion  of  the  right  fifth  fin- 
ger with  a central  crusted  draining  lesion  was  observed.  There 
were  numerous  tender  supratrochlear  and  axillary  nodes  and 
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tenderness  along  the  medial  aspect  of  the  right  forearm  and 
arm.  Initial  neurologic  examination  revealed  mild  clouding  of 
the  sensorium,  delay  in  responses  to  questioning,  and  general 
lethargy.  There  was  obliteration  of  the  physiologic  cupping  of 
the  optic  discs  bilaterally,  blurring  of  the  disc  margins  on  the 
right,  and  transient  nystagmus  on  looking  to  the  left.  The  left 
biceps  and  radial  reflexes  were  hyperactive,  and  Babinski  and 
Rossolimo  signs  were  elicited  on  the  right.  Two  days  later  the 
patient  manifested  a definite  right  facial  flattening,  right  con- 
vergent strabismus,  and  hyperactivity  of  the  masseter  reflex. 
The  left  patellar,  suprapatellar,  and  ankle  reflexes  were  more 
active  than  the  right,  and  there  was  left  ankle  clonus.  There 
also  developed  marked  resistance  to  flexion  of  the  neck. 

One  week  after  the  onset  of  this  acute  illness  an  electro- 
encephalogram showed  low  voltage  fast  activity  with  a small 
amount  of  mixed  frequency  alpha  in  short  runs,  having  an 
amplitude  of  20  to  30  microvolts.  There  were  also  brief  runs 
of  5 cycle  per  second  waves  of  30  microvolts  on  the  left  side 
of  the  head  (Fig.  I).  This  was  indicative  of  mild  cortical 
damage.  By  the  eleventh  day  the  electroencephalogram  had  be- 
come a predominantly  low  voltage  fast  record  with  brief  runs 
of  5 to  7 per  second  delta  activity  up  to  30  microvolts  in  ampli- 
tude and  symmetrical  in  all  leads.  In  the  left  temporal  area 
there  was  evidence  of  delta  activity  at  50  microvolts  with  a few 
4 cycle  per  second  waves  (Fig.  2).  This  was  interpreted  as 
indicative  of  diffuse  cortical  damage  with  a suggestion  of  local- 
ization in  the  left  temporal  area.  A lumbar  puncture  performed 
on  the  ninth  day  of  his  illness  was  completely  normal. 

Because  of  the  patient's  failure  to  respond  to  intensive  peni- 
cillin therapy,  he  was  started  on  streptomycin  on  the  ninth  day 
of  illness,  and  this  treatment  was  maintained  for  six  days.  On 
the  tenth  day  agglutination  for  B.  tularensis  was  reported  as 
1:640.  It  was  only  then  that  he  revealed  that  he  had  been 
skinning  rabbits  two  days  prior  to  his  present  illness.  The  pa- 
tient became  afebrile  and  subjectively  asymptomatic  within 
48  hours  after  the  institution  of  streptomycin  therapy.  Prior 
to  his  discharge  25  days  after  onset  of  illness,  the  patient  had 
regained  about  ten  pounds  of  weight  and  felt  much  improved. 
Since  streptomycin  had  already  been  instituted  at  the  time  the 
agglutination  was  reported,  subsequent  blood  cultures  were 
negative. 

By  the  22nd  day  the  electroencephalogram  had  reverted  to 
normal  and  the  slow  activity  previously  reported  was  now  absent. 
A liver  biopsy  performed  after  the  patient's  discharge  showed 
necrotic  liver  cells  with  areas  of  concentric  arrangement  of  in- 
flammatory cells  in  the  liver.  These  were  mostly  polymorpho- 
nuclear leukocytes  and  some  lymphocytes.  There  were  also 
some  endothelial  cells  and  a few  proliferating  fibroblasts.  These 
liver  changes  were  considered  to  be  multiple  focal  areas  of 
inflammation  and  necrosis  of  liver  cells,  compatible  with  the 
diagnosis  of  tularemia.  At  the  same  time,  the  agglutination  to 
tularemia  had  risen  to  1:2560.  Two  months  after  the  acute 
onset  the  patient  still  had  some  hyperactivity  of  the  left  patellar, 
suprapatellar,  and  ankle  reflexes.  Otherwise  he  had  reverted 
back  to  his  premorbid  state  except  that  it  was  the  impression 
of  the  people  working  with  him  that  he  was  more  irritable  and 
more  difficult  to  get  along  with  than  previously. 

Discussion 

The  patient  developed  ulcero-glandular  tularemia. 
Within  five  days  after  the  onset  of  the  local  symptoms 
he  began  to  manifest  a mild  confused  state,  cervical 
rigidity,  focal  neurologic  signs  such  as  blurring  of  the 
optic  disc  margins,  nystagmus,  facial  flattening,  hyper- 
activity of  the  deep  reflexes,  pathologic  reflexes  and  ankle 
clonus  on  the  left,  and  an  abnormal  electroencephalo- 
gram. Some  of  the  reflex  changes  persisted  for  several 
months  after  the  acute  infection  had  been  cured. 

The  nature  of  the  neurologic  complications  may  be 
understood  best  if  it  is  realized  that  bacteremia  occurs 
shortly  after  inoculation  of  the  organism.'*  This  produces 
necrotic  lesions  in  the  spleen,  liver,  lungs,  and  lymph 
nodes.  The  focal  lesions  of  these  organs  may  then  en- 


large, liquefy,  and  produce  multiple  abscesses.  From 
these  foci,  a second  bacteremia  may  ensue  which  will 
spread  the  infection  over  a wider  area.  Neurologic 
symptoms  then  may  be  observed  either  relatively  early 
or  late  in  the  course  of  the  disease. 

In  a series  of  85  fatal  cases,  33  are  reported  as  in- 
volving the  nervous  system.'’  This  creates  the  impression 
that  neurologic  involvement  is  a common  complication 
of  tularemia.  However,  when  cases  of  meningitis  are 
excluded  from  the  series,  the  nature  of  the  central  nerv- 
ous system  changes  is  less  clear.  It  appears  that  most  of 
the  neurologic  changes  that  occur  are  seen  as  an  expres- 
sion of  the  severe  septic  and  toxic  state  that  prevails. 
These  symptoms,  which  occur  even  at  the  onset  of  the 
illness  or  any  time  thereafter,  may  consist  of  headaches, 
convulsions,'  confusions,  delirium,  auditory  hallucina- 
tions, drowsiness,'''"  stupor,"'^-"’  urinary  and  fecal  incon- 
tinence," tremors  of  the  tongue  and  extremities,^'"' 
dysarthria,*’''''"  cervical  pain  and  rigidity,'*' and 
photophobia.'"  None  of  the  cases  in  this  category 
showed  any  abnormality  of  the  spinal  fluid,  and  post- 
mortem findings  " did  not  reveal  histopathologic  changes 
characteristic  of  tularemia.  Instead,  in  one  instance  in 
which  the  patient  manifested  sudden  deafness  during 
tularemia,  only  fatty  degenerative  but  non-inflammatory 
changes  were  evident  in  the  neurones,  glia,  and  muscu- 
laris  of  the  vessels.  There  was  degeneration  of  the  my- 
elin in  the  eighth  nerve." 

The  most  common  specific  neurologic  involvement  of 
tularemia  is  meningitis.  This  occurs  in  from  three  to 
eleven  days  after  onset  of  symptoms  and  has  been  ob- 
served in  association  with  all  types  of  tularemia.  The 
patients  affected  have  ranged  in  age  from  5 to  52  years."* 
Symptoms  of  tularemic  meningitis  have  included  deliri- 
um, stupor,  cervical  rigidity,  tremors,  tache  cerebrale, 
seizures,  palatal  paralysis,*^  nystagmus,**  altered  and 
pathologic  reflexes,  and  paresis  of  the  lower  extremities.**" 
The  spinal  fluid  in  these  instances  has  been  under  in- 
creased pressure  and  contained  from  200  to  2100  leuico- 
cytes,  of  which  70  to  100  per  cent  were  lymphocytes. 
The  organism  has  been  recovered  from  the  spinal  fluid 
by  bacteriologic  methods.  Only  two  of  the  cases  of  tular- 
emic meningitis  have  survived.*®  In  the  other  cases 
death  occurred  in  from  ten  to  eighteen  days  after  the 
onset  of  the  meningitis.  The  brains  and  spinal  cords 
showed  a diffuse  thickening  and  lymphocytic  infiltration 
of  the  meninges.  There  were  nodular  meningeal  thick- 
enings containing  round  cells,  polymorphonuclear  leuke- 
cytes,  and  occasional  Langhans,  and  some  epithelioid 
cells.  These  lesions  also  involved  the  ependyma.**''" 
At  times,  the  meningeal  ***  and  ependymal  lesions  *' 
extended  into  the  upper  layers  of  the  cortex  or  the  peri- 
ventricular areas  respectively,  and  there  they  produced 
large  necrotic  foci. 

Thus  far  only  one  definite  case  of  intracerebral  tular- 
emia without  meningitis  has  been  reported  previously.’’’ 
That  patient  developed  headache,  somnolence,  stupor, 
nystagmus,  and  hypoactivc  reflexes  on  the  right  in  asso- 
ciation with  ulcero-glandular  tularemia.  A lumbar  punc- 
ture revealed  a bloody  fluid  containing  145  leukocytes. 
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The  corpus  collosum,  basal  ganglia,  and  pons  contained 
numerous  minute  necrotic  and  hemorrhagic  foci,  infil- 
trated with  leukocytes  and  similar  to  the  lesions  of  the 
lymph  nodes  and  lungs.  The  adjoining  vessels  showed 
proliferative  endangiitis.  It  may  be  that  other  cases 
which  have  shown  delirium,  cervical  rigidity,  positive 
Babinski  signs,'^  deafness,’ ■*  and  seizures,  if  adequately 
studied  neuropathologically,  would  have  also  shown  evi- 
dence of  tularemic  encephalitis. 

Hence  it  appears  that  neurologic  signs  and  symptoms 
have  been  found  in  all  stages  and  types  of  tularemia. 
Some  of  these  developed  without  any  evidence  of  ab- 
normality of  the  spinal  fluid  and  with  no  evident  patho- 
logic changes  in  the  brain.  These  may  be  results  either 
of  the  toxic  or  septic  state,  or  instances  of  tularemic 
encephalitis  in  which  adequate  clinical  and  neuropatho- 
logic  investigations  had  not  been  performed.  The  most 
definite  changes  are  evident  when  a tularemic  meningitis 
develops  which  reproduces  in  the  meninges  the  changes 
found  in  other  organs.  However,  there  are  indications 
that  tularemic  encephalitis  may  develop  independently 
of  the  occurrence  of  a meningitis. 

Summary  and  Conclusions 

The  initial  lesion  of  tularemia  develops  at  the  site 
of  inoculation  of  the  organism,  but  a bacteremia  soon 
follows  which  produces  disseminated  necrotic  lesions. 
The  neurologic  manifestations  either  result  from  the 
severe  septic  state  or  arise  from  the  bacterial  invasion  of 
the  central  nervous  system.  The  specific  cerebral  lesions 
most  commonly  encountered  consist  of  a granulomatous 
lymphocytic  meningitis  with  occasional  extensions  of  the 
infection  into  the  cerebral  parenchyma. 

Tularemic  encephalitis  without  preceding  meningitis 
h^s  been  reported  only  once  previously.  A second  case 
of  tularemic  encephalitis  is  reported  which  developed  in 
the  course  of  ulcero-glandular  tularemia.  The  symptom- 
atology can  not  yet  be  definitely  delineated.  However, 
focal  neurologic  changes  and  electroencephalographic 
abnormalities  have  been  found,  in  addition  to  diffuse 
encephalitic  signs  and  evidence  of  general  visceral  in- 
volvement. 
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PUBLIC  HEALTH  SERVICE  EXAMINATION 

A competitive  examination  for  appointment  of  medical  officers  in  the  United  States 
Public  Health  Service  will  be  held  on  May  15,  16  and  17,  1950.  Examinations  will  be  held 
at  a number  of  points  throughout  the  United  States,  located  as  centrally  as  possible  in  rela- 
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Appointments  will  be  made  in  the  grades  of  assistant  surgeon  (equivalent  to  Army  rank 
of  First  Lieutenant)  and  Senior  Assistant  Surgeon  (equivalent  to  Captain) . 
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The  Diagnosis  of  Epilepsy 
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IN  its  Greek  derivation  the  word  "epilepsy”  means  to 
be  taken  with  or  to  have  seizures.  Therefore,  in  its 
broad  connotation  the  term  includes  any  individual  who 
has  seizures.  Actually  there  are  two  schools  of  thought 
on  this  concept,  one  school  tending  to  limit  the  term  to 
the  narrower  connotation  of  essential  epilepsy,  the  other 
tending  to  include  all  patients  with  seizure  manifesta- 
tions and  even  patients  with  other  periodic  manifesta- 
tions of  neurologic  illness  such  as  migraine.  Both  are 
motivated  by  humanitarian  reasons  and  an  attempt  to 
help  patients  avoid  the  loathesome  stigma  attached  to 
the  disease  of  epilepsy.  The  first  group  seeks  to  reduce 
the  number  of  patients  included  in  the  diagnostic  cate- 
gory and  thereby  spare  more  patients  from  the  ana- 
thematous  cloud,  while  the  second  group  by  adding  in 
more  and  more  patients  seeks  to  dilute  the  group  and 
so  dispell  the  stigma.  Epilepsy  will  be  considered  here 
on  a broad  basis  to  include  all  patients  with  convulsive 
manifestations,  but  excluding  those  without  seizure  mani- 
festations. 

The  important  points  to  be  discussed  are:  (1)  estab- 
lishment of  the  diagnosis  of  epilepsy,  (2)  the  type  of 
the  seizure  present,  and  (3)  the  cause  of  the  seizure. 

Establishment  of  the  Diagnosis 
OF  Epilepsy 

As  deduced  from  the  preceding  definition  of  epilepsy, 
establishment  of  the  diagnosis  consists  in  the  determina- 
tion of  the  presence  of  seizures.  In  the  majority  of  cases 
this  offers  no  problem  for  there  is  adequate  evidence  of 
the  presence  and  even  of  the  type  of  attacks  by  history 
from  the  patient  and  from  witnesses.  There  are,  how- 
ever, certain  situations  where  establishment  of  the  pres- 
ence of  seizures  is  difficult  indeed.  These  include  pa- 
tients who  may  have  had  a single  or  several  nocturnal 
attacks  when  sleeping  alone,  with  no  definite  history  of 
seizure  but  with  incontinence  and  tongue  biting  during 
the  night,  followed  by  drowsiness,  headache  and  mus- 
cular aches. 

The  neurologist  is  not  plagued  by  the  difficulty  of 
determining  the  epileptic  origin  of  minor  seizures,  but 
physicians  in  other  branches  of  medicine,  teachers,  par- 
ents and  others  who  are  unaware  of  the  clinical  mani- 
festations of  minor  seizures,  often  ascribe  these  attacks 
to  psychogenic  or  other  factors.  In  the  difficult  diag- 
nostic groups  just  mentioned,  the  presence  of  definite 
electroencephalographic  evidence  of  a paroxysmal  dys- 
rhythmia is  confirmatory  evidence.  However,  a diagnosis 
of  epilepsy  cannot  rest  solely  on  electroencephalographic 
evidence,  for  clinical  manifestations  of  seizures  must  be 
either  present  or  highly  probable. 

*Department  of  Neurology,  Jefferson  Medical  College,  Phila- 
delphia, Pennsylvania. 


The  More  Common  Types  of  Convulsive 
Seizures 

Generalized  or  grand  mal  seizures  may  be  preceded 
by  a period  of  premonition.  This  consists  of  difficulty 
in  concentration,  episodes  of  myoclonic  jerkings,  head- 
ache, or  malaise  lasting  several  days  or  as  briefly  as  half 
an  hour.  The  premonitory  symptoms  are  not  common 
manifestations  of  epilepsy.  Warnings  or  auras  occur  in 
about  one  half  the  cases.  They  may  be  vague  and  in- 
describable, or  non-focal  as  a feeling  of  a black  cloud 
coming  over  the  patient  or  a sensation  of  distress,  rising 
from  the  epigastrium  to  the  throat.  In  some  patients, 
the  aura  by  its  very  nature  suggests  abnormal  activity 
of  a cerebral  cortical  area.  In  these  cases  the  aura  is 
an  auditory,  visual,  or  uncinate  hallucination.  In  true 
generalized  seizures,  the  aura  is  followed  by  a cry  and 
loss  of  consciousness.  With  loss  of  consciousness,  the 
patient  falls  if  unsupported  and  the  tonic  phase  of  the 
seizure  begins.  During  the  tonic  phase  there  is  muscular 
rigidity  with  the  body  and  extremities  either  flexed  or 
extended.  This  tonic  phase  may  include  deviation  of  the 
head  and  eyes  either  upwards,  downwards,  or  to  either 
side.  A history  of  deviation  of  the  head  and  eyes  always 
to  one  side  is  suggestive  of  a focal  cortical  onset,  espe- 
cially if  the  deviation  occurs  before  the  loss  of  conscious- 
ness. Cyanosis,  drooling  of  saliva,  incontinence  of  urine 
and  feces,  involuntary  ejaculation  are  all  frequent  con- 
comitants of  the  seizure.  In  the  post-ictal  or  post-seizure 
state  the  patient  may  be  stuporous  or  present  automatic 
activity  not  unlike  that  described  below  for  psychomotor 
seizures.  The  generalized  seizure  therefore  may  be  truly 
generalized  with  no  clinical  suggestion  of  a focal  onset 
for  the  attacks.  In  .some  cases,  despite  the  apparent  gen- 
eralized nature,  investigation  of  the  aura  or  the  early 
phases  of  the  attack  indicate  abnormal  firing  of  one 
region  of  cerebral  cortex  from  which  the  generalized 
attack  may  ensue. 

Petit  mal  and  psychomotor  seizures  can  best  be  con- 
sidered together,  since  they  often  present  a problem  in 
differential  diagnosis.  The  following  table  presents  the 
chief  clinical  points  in  differentiation. 

Table  I 

Minor  Epileptic  Seizures 

Type  Frequency  Duration  Seizure  Type 

Petit  Mal  Children  Many  per  day  10-60  sec.  I)  Akinetic 

2)  Myoclonic 

3 ) Short  stare 

P,sycho-  Adults  Less  frequent  60  i sec.  Psychic  and 

motor  motor  activity 


The  characteristics  of  these  two  types  of  seizures  de- 
.serve  elaboration.  Petit  mal  attacks  are  of  three  types: 
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(1)  akinetic,  a very  transient  attack  consisting  only  of 
a sudden  dropping  of  objects  or  falling  of  the  patient, 
often  associated  with  a single  wave  and  spike  component 
in  the  electroencephalogram;  (2)  the  short  stare,  often 
described  by  the  patient  or  witness  as  a lapse,  absence 
or  black-out,  in  which  there  is  a short  break  in  the 
stream  of  consciousness  with  no  other  manifestation; 
(3)  the  myoclonic  form  of  petit  mal  attack  in  which  the 
patient  presents  a break  in  the  stream  of  consciousness, 
together  with  jerking  movements  of  head,  eyes  or  ex- 
tremities at  the  rate  of  approximately  three  per  second. 

In  psychomotor  seizures,  there  is  also  a break  with  the 
stream  of  consciousness  but  psychic  or  motor  activity  is 
carried  out.  This  activity  while  purposeful  is  irrelevant 
for  time  and  place.  Disrobing  whether  alone  or  in  public 
is  a frequent  manifestation  of  psychomotor  seizures. 
Bizarre  activities  are  common.  Following  a psychomotor 
seizure,  there  is  total  amnesia  for  the  events  occurring 
during  an  attack.  Certain  features  of  psychomotor  at- 
tacks connote  a focal  origin.  These  include  uncinate 
hallucination  or  masticatory  activities  at  the  onset  and 
are  indicative  of  a temporal  lobe  onset.  Electroenceph- 
alography may  however  demonstrate  a temporal  lobe 
focus  in  the  absence  of  a significant  focal  aura. 

Jacksonian  seizures.  The  most  frequent  type  of  jack- 
sonian  seizures  are  motor  in  type.  In  these  attacks  the 
movements  are  clonic  only,  unilateral,  and  begin  in  one 
part  of  one  extremity  and  march  to  include  a part  of, 
or  the  entire  extremity,  plus  other  regions  of  the  same 
side  of  the  body.  Only  rarely  do  these  attacks  spread 
to  include  the  opposite  side  of  the  body.  Loss  of  con- 
sciousness occurs  only  when  the  attacks  become  bilateral. 
The  point  of  onset  is  in  accord  with  the  proportional 
representation  of  the  parts  of  the  body  in  the  motor  cor- 
tex. Therefore,  jacksonian  motor  seizures  commonly 
begin  in  the  thumb,  great  toe  or  angle  of  the  mouth. 
Spread  to  adjacent  parts  of  the  body  follows  the  distri- 
bution of  representation  of  the  parts  in  the  motor  cortex. 

Jacksonian  sensory  seizures  are  similar  in  onset  and 
spread  to  their  motor  counterpart  but  are  characterized 
by  subjective  sensations  of  dysesthesia  or  numbness  in- 
stead of  involuntary  movement.  These  seizures  originate 
from  lesions  of  the  post-central  gyrus.  Since  electrical 
stimulation  of  the  motor  cortex  yields  occasional  sensory 
responses  and  likewise  stimulation  of  the  sensory  cortex 
evokes  some  motor  responses,  areas  4 and  3,1,2  can  be 
grouped  together  as  the  sensory-motor  cortex.  With  this 
in  mind  it  is  not  surprising  that  jacksonian  seizures  often 
present  both  sensory  and  motor  phenomena  and  may 
then  be  described  as  jacksonian  sensory  motor  seizures. 

Aphasia.  Transitory  episodes  of  aphasia  may  occur 
as  a seizure  manifestation  and  may  be  accompanied  by 
other  seizure  manifestations  as  clonic  movements  of  the 
contralateral  face  or  even  generalized  seizures. 

Adversive  seizures  consist  of  tonic  deviations  of  eyes, 
or  eyes  and  head,  to  the  side  opposite  the  lesion.  Adver- 
sive seizures  may  occur  alone  and  be  unassociated  with 
loss  of  consciousness  or,  as  noted  previously,  may  be  a 
part  of  a generalized  seizure. 


Hallucinatory  seizures  are  auditory,  visual  or  uncinate 
in  type.  The  visual  images  and  sounds  are  most  fre- 
quently poorly  formed  but  in  some  cases  are  highly 
integrated. 

Establishment  of  the  Cause  of 
THE  Epilepsy 

There  are  two  chief  types  of  epilepsy,  the  essential  or 
idiopathic  and  the  symptomatic  types.  The  essential  type 
includes  the  cases  with  a genetic  background,  non-focal 
types  of  seizures,  and  bilateral  electrical  cortical  dys- 
rhythmias. The  symptomatic  type  includes  the  cases 
arising  on  the  basis  of  a focal  cerebral  disease  or  a 
general  medical  disease.  The  differentiation  into  these 
two  types  of  epilepsy  is  based  on  the  following  factors: 
age  of  onset,  family  history  of  epilepsy,  the  type  of  seiz- 
ure, duration  of  seizures,  the  presence  of  a disease  capa- 
ble of  producing  seizures  and  the  electroencephalographic 
evidence  of  focal  or  general  dysrhythmia. 

The  age  of  onset  is  important  (Table  II)  in  that  seiz- 
ures beginning  between  the  ages  of  10  and  30,  and 


Table  II  ' 


Age  of  Onset,  Year 

Presumptive  Cause 

Infancy 

0-2 

Birth  injury;  degeneration;  congeni 
Birth  injury;  febrile  thrombosis; 
trauma;  idiopathic 

Childhood 

2-10 

Adolescence 

10-20 

Idiopathic;  trauma 

Youth 

20-35 

Trauma;  neoplasm 

Middle  Age 

35-55 

Neoplasm;  trauma;  arteriosclerosis 

Senescence 

55-70 

Arteriosclerosis;  neoplasm 

especially  between  10  and  20,  are  more  likely  to  be  idio- 
pathic in  type  than  seizures  having  their  onset  at  other 
times  in  life.  A positive  or  negative  family  history  of 
epilepsy  is  not  a definitive  diagnostic  point  for  idio- 
pathic vs.  symptomatic  epilepsy,  but  the  presence  of  a 
positive  family  history  makes  more  tenable  the  diagnosis 
of  idiopathic  epilepsy. 

The  type  of  seizure  is  a strongly  indicative  point  be- 
tween idiopathic  and  symptomatic  epilepsy.  Table  III 

Table  III 


Types  of  Seizures  Occurring  in  Idiopathic  and 
Symptomatic  Epilepsy 


I Petit  Mal 

Idiopathic 

1 

J Generalized  seizures  without 
' j focal  components 

1 ' Psychomotor  seizures 

Either  idiopathic  > 

Generalized  seizures  with 

or  symptomatic 

) focal  components 

1 

' ( Adversive  seizures 

Symptomatic 

\ Jacksonian  seizures 
( Hallucinatory  seizures 

presents  the  seizure  type  viewed  on  the  basis  of  the  type 
of  epilepsy.  Certain  types  of  seizures  are  indicative  of 
idiopathic  epilepsy.  Petit  mal  seizures  with  electro- 
encephalographic correlation  are  idiopathic.  Only  very 
rarely  may  petit  mal  seizures  be  seen  as  the  result  of  a 
focal  lesion  to  one  orbital  gyrus.  Generalized  seizures 
without  focal  components  are  usually  idiopathic  but  not 
necessarily  so.  The  duration  of  seizures  is  not  a very 
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useful  point  in  differentiating  between  idiopathic  and 
symptomatic  epilepsy,  but  general  seizures  which  have 
been  present  10  years  or  longer  are  seldom  due  to  brain 
tumors. 

The  presence  of  certain  disease  entities  favors  the 
diagnosis  of  symptomatic  rather  than  idiopathic  epilepsy. 

Table  IV 

Diseases  Producing  Seizures. 


Congenital  defect 

Brain  injury  J birth  ^ meningo-cerebral  scar 

I post  natal  ) hematoma 


Brain  tumor 


Cerebral  infection 


Cerebro-vascular  disease 


I syphilis-paresis 
post-meningitic  scarring 
j brain  abscess 
' encephalitis 


Spontaneous  hypoglycemia 

I carotid  sinus  sensitivity 

Cardiovascular  disease  \ Stokes-Adams  syndrome 

I orthostatic  syncope 


Table  IV  presents  the  most  important  of  these  disease 
entities.  We  can  not  here  discuss  the  differential  diag- 
nosis between  these  various  entities  for  that  entails  much 
of  the  field  of  clinical  neurology  and  facets  of  general 
medicine  as  well.  Since  seizures  may  be  the  first  or  even 
the  only  clinical  manifestation  of  some  of  these  disease 
entities,  it  is  obvious  that  while  the  presence  of  such  a 
disease  in  a patient  with  seizures  suggests  the  epilepsy 
is  symptomatic,  the  converse  is  also  true  and  the  pres- 
ence of  seizures  makes  it  necessary  for  the  examiner  to 
be  certain  that  one  of  these  disease  entities  is  not  present. 

The  differential  diagnosis  between  symptomatic  and 
idiopathic  epilepsy  rests  upon  a careful  history  of  the 
types  of  seizures  and  the  subjective  and  objective  com- 
ponents of  the  attack,  the  history  of  onset,  duration  and 
family  history  as  outlined,  careful  neurologic  examina-  ^ 
non  and  finally  laboratory  studies.  The  most  important  j 
of  the  laboratory  studies  is  electroencephalography.  | 
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INTERNATIONAL  HOSPITAL  INSTITUTE 

In  order  to  make  the  latest  methods  and  techniques  of  hospital  administration  known 
throughout  the  Americas,  the  Third  International  Institute  on  Organization  and  Admm's- 
tration  of  Hospitals  will  be  held  in  Rio  de  Janeiro  in  June  1950.  Leading  educators  in  hos- 
pital work  from  nine  countries,  internationally  known  as  authorities  on  hospital  matters,  will 
lecture  on  the  most  recent  systems  and  methods  in  order  to  improve  the  standards  and  ex- 
change of  information  available  today  on  the  subject. 

Twelve  institutions  interested  in  the  development  of  hospital  service  have  joined  nineteen 
official  agencies  of  the  Brazilian  Government  in  the  organization  of  this  meeting  which  will 
be  held  in  the  Ministry  of  Education  of  Rio,  beginning  June  18  and  closing  July  1,  1950. 

Officers  of  the  Pan  American  Sanitary  Bureau — Regional  Office  of  the  World  Health 
Organization,  the  Inter-American  Hospital  Association,  the  Ministry  of  Education  and 
Health  and  the  National  University  of  Brazil,  have  officially  announced  the  meering  which 
IS  open  to  all  countries,  and  during  which  the  lectures  will  be  given  simultaneously  in  Por- 
tuguese, Spanish  and  English,  with  the  use  of  the  IBM  wireless  translating  equipment. 
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Elimination  of  causative  or  precipitating  factors 
when  possible  and  regulation  of  physical  and  mental 
hygiene  are  an  important  part  of  the  treatment  of  epi- 
lepsy. Success  in  management  of  the  majority  of  cases, 
however,  depends  on  the  ability  of  the  physician  to  con- 
trol seizures  with  anticonvulsant  drugs. 

The  first  rational  pharmacological  approach  to  the 
treatment  of  epilepsy  began  with  the  use  of  bromides 
by  Locock  in  the  middle  of  the  nineteenth  century. 
They  remained  for  a long  time  the  only  adequate  anti- 
convulsant medication.  In  1912  Hauptmann  demon- 
strated the  effectiveness  of  phenobarbital  as  an  anti- 
convulsant, and  thereafter  use  of  bromides  gradually  de- 
creased because  of  their  many  undesirable  side  effects. 
They  are  now  used  only  occasionally. 

While  phenobarbital  is  an  excellent  anticonvulsant 
drug,  its  use  is  limited  by  its  hypnotic  side  effects.  At 
the  present  time  it  is  employed  primarily  in  patients  with 
infrequent  seizures  or  used  in  combination  with  other 
anticonvulsants. 

Between  1921  and  1937  great  stress  was  laid  on  meta- 
bolic factors  in  the  therapy  of  epilepsy  and  the  impor- 
tance of  acidosis  ^ and  a negative  fluid  balance  " was  em- 
phasized. Wilder  ^ and  subsequently  many  others 
demonstrated  that  acidosis  resulting  from  a ketogenic 
diet  was  effective  in  reducing  the  frequency  of  seizures. 
However,  the  difficulty  in  maintaining  an  acidosis  and 
the  hardships  inherent  in  the  ketogenic  diet  have  lim- 
ited its  use.  Likewise,  excessive  restriction  of  fluid  neces- 
sary to  maintain  a negative  fluid  balance  has  prevented 
wide  acceptance  of  dehydration  therapy. 

A new  method  of  testing  the  anticonvulsant  activity 
of  drugs  in  animals  was  reported  by  Putnam  and  Mer- 
ritt ‘ in  1937.  Over  700  compounds  have  been  tested 
by  this  method,  the  most  outstanding  being  5,5  diphenyl- 
hydantoin  (dilantin) . Results  obtained  in  the  treatment 
of  200  patients  with  this  compound  were  first  reported 
by  Merritt  and  Putnam  in  1938.  Since  that  time  the 
efficacy  of  5,5  diphenylhydantoin  in  preventing  convul- 
sive seizures  in  humans  has  been  confirmed  by  many  ob- 
servers.”-^ It  is  now  generally  recognized  as  the  most 
effective  agent  for  prevention  of  grand  mal  and  psycho- 
motor seizures  available  at  the  present  time. 

While  5,5  diphenylhydantoin  is  an  extremely  effective 
agent  in  the  treatment  of  grand  mal  and  psychomotor 
attacks,  it  does  not  have  any  appreciable  effect  on  petit 
mal  nor  does  it  prevent  occurrence  of  grand  mal  or  psy- 
chomotor seizures  in  all  patients.  In  addition,  certain 
untoward  side  reactions  of  the  drug,  such  as  ataxia, 
nystagmus,  gastric  distress,  hypertrophy  of  the  gums 

*From  the  Department  of  Neurology,  College  of  Physicians 

and  Surgeons,  Columbia  University,  and  the  Neurological  In- 
stitute, Presbyterian  Hospital,  New  York. 


and  skin  rashes,  make  it  impossible  in  some  cases  to  ad- 
minister an  effective  dose  of  the  drug. 

In  1945  Loscalzo  reported  that  methylphenylethyl 
hydantoin  (mesantoin)  was  an  effective  anticonvulsant 
in  the  treatment  of  grand  mal  seizures.  Results  obtained 
with  this  compound  have  been  confirmed  by  other  inves- 
tigators.*'* However,  this  compound,  too,  is  ineffective 
against  petit  mal  and  against  many  cases  of  grand  mal 
and  psychomotor  seizures.  In  addition,  methylphenyl- 
ethyl hydantoin  has  now  been  in  use  long  enough  to 
demonstrate  that  it  possesses  graver  toxic  effects  than 
originally  noted.  There  have  been  recent  reports 
of  four  cases  of  severe  aplastic  anemia  with  death  in  two. 
One  other  patient  died  of  a fulminating  dermatitis  bul- 
losa after  having  taken  methylphenylethyl  hydantoin 
for  12  days.*' 

Lennox  **  reported  in  1945  the  results  of  an  extensive 
trial  of  5,5,5-trimethyloxazolidine-2,4-dione  (tridione)  in 
the  treatment  of  the  petit  mal  triad.  Favorable  results 
with  tridione  have  also  been  reported  by  other  observ- 
ers.*” Although  it  is  undoubtedly  the  most  effective  drug 
available  at  the  present  time  for  the  treatment  of  petit 
mal  seizures,  tridione,  too,  has  certain  grave  toxic  effects. 
There  have  been  3 fatal  cases  of  pancytopenia  ■”•"*•■■ 
and  2 cases  of  nephrosis  reported  following  use  of 
this  drug.  Other  fatalities  not  recorded  in  the  literature 
have  been  reported  to  the  authors. 

Six  New  Compounds 

All  the  anticonvulsant  drugs  now  in  use  have  some 
drawback,  and  there  is  a constant  search  for  some  new 
compound  which  will  be  effective  against  all  types  of 
convulsive  seizures  and  which  will  not  have  undesirable 
side  effects.  We  have  had  occasion  to  give  6 new  com- 
pounds (5  methyl,  5 phenyl  hydantoin;  5 isopropoxy- 
methyl-5-phenylhydantoin;  5,5  diphenylene  hydantoin; 
ethyl  phenyl  sulfone;  5 thienyl-5  phenylhydantoin;  and 
phenylacetylurea)  a fairly  extensive  trial  in  refractory 
cases  of  epilepsy.  With  few  exceptions  most  of  the  pa- 
tients who  received  these  new  drugs  were  those  whose 
seizures  were  uncontrolled  by  the  established  anticonvul- 
sants. In  most  cases  the  new  compound  was  added  to  the 
medication  that  the  patient  was  already  taking. 

5 Methyl,  5 Phenyl  Hydantoin: 

This  compound  was  administered  to  41  patients  for 
periods  ranging  from  five  days  to  one  year.  In  26  of 
the  41  patients  it  was  given  for  a sufficiently  long  period 
to  be  able  to  evaluate  its  anticonvulsant  activity  (Table 
1).  The  attacks  were  entirely  controlled  in  nine  (35 
per  cent),  reduced  in  frequency  in  ten  (38  per  cent), 
unchanged  in  six  (23  per  cent)  and  increased  in  fre- 
quency in  one  (4  per  cent) . The  anticonvulsant  activity 
of  the  compound  could  not  be  evaluated  in  the  remain- 
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ing  15  patients  due  to  occurrence  of  an  allergic  dermati- 
tis in  14  and  gastrointestinal  symptoms  in  one. 

The  beneficial  effects  of  this  compound  were  greatest 
when  the  seizures  were  of  the  grand  mal  or  psychomotor 
type.  It  was  given  to  only  a few  patients  with  petit  mal 
seizures  and  in  one  of  these,  the  attacks  were  increased 
in  frequency. 

The  drug  was  given  in  doses  varying  from  0.4  to  1.0 
grams  daily.  Three  patients  developed  a mild  degree  of 
gastric  distress.  Fourteen  of  the  41  patients  (34  per 
cent)  developed  a skin  rash.  In  12  of  the  14  patients 
with  a skin  reaction,  the  rash  was  of  a scarlatiniform  or 
morbilliform  nature  and  appeared  5 to  10  days  after 


seizures  as  a result  of  administration  of  this  compound. 
There  was  a transient  reduction  in  frequency  of  attacks 
in  a few  patients  but  this  improvement  was  not  main- 
tained. No  toxic  side  effects  were  noted  from  the  admin- 
istration of  the  compound  in  dosages  varying  from  0.4 
to  20  grams  daily. 

5.5  Diphenylene  Hydantotn: 

This  compound  was  administered  to  43  patients  over 
periods  varying  from  2 weeks  to  35  months  (average 
6 months) . It  was  possible  to  evaluate  the  efficacy  of 
the  anticonvulsant  in  36  patients  (Table  1).  In  the  re- 
maining seven,  anticonvulsant  effect  of  the  compound 
could  not  be  determined  because  extended  administration 


Table  1 


The  Anticonvulsant  Activity  of  6 New  Compounds 


Compound 

No.  of 
Cases 

Attacks 

Type  of  Seizure 
benefitted 

Toxic  Effects 

Con- 

trolled 

Reduced  in 
frequency 

Un- 

changed 

Worse 

5 methyl,  5 phenyl 
hydantoin 

26 

35 

% 

38 

23 

4 

Grand  mal  and 
psychomotor 

Allergic  dermatitis 
Anemia 

5-isopropoxymethyl- 

5-phenylhydantoin 

25 

0 

0 

0 

0 

None 

None 

5.5  diphenylene 
hydantoin 

36 

14 

19 

67 

0 

Grand  mal  and 
psychomotor 

Ataxia,  nystagmus, 
diplopia,  dysarthria. 
Allergic  dermatitis 

Ethyl  phenyl 
sulfone 

25 

0 

16 

84 

0 

Grand  mal 

Slight  ataxia 

5-thienyl-5-phenyl- 

hydantoin 

23 

9 

35 

56 

0 

Grand  mal  and 
psychomotor 

Itching  sensation, 
ataxia,  nystagmus, 
dizziness,  diplopia, 
nausea  and  vomiting, 
rash,  tongue  plaques 

Phenylacetylurea 

60 

0 

38 

57 

5 

Grand  mal, 
psychomotor 
and  few  petit  mal 

Gastrointestinal  dis- 
turbances, jaundice, 
rash,  emotional  up- 
sets, lethargy,  sleep- 
lessness, depressed  wbc. 

treatment  was  started.  In  two  patients  the  rash  took  the 
form  of  an  exfoliative  dermatitis  which  appeared  about 
10  days  after  use  of  the  drug.  In  one  of  these  patients 
there  was  also  a severe  eosinophilic  reaction  in  the  blood 
with  displacement  of  the  red  cells  in  the  bone  marrow 
and  a severe  anemia. 

It  would  seem  from  the  results  obtained  with  admin- 
istration of  5 methyl,  5 phenyl  hydantoin  that  this  com- 
pound has  an  anticonvulsant  activity  equal  or  superior 
to  that  of  5,5  diphenylhydantoin  or  phenobarbital.  Seiz- 
ures were  either  controlled  or  reduced  in  frequency  in 
19  of  the  26  patients  (73  per  cent)  who  had  previously 
been  treated  with  the  latter  drugs.  The  toxic  side  effects 
of  this  drug  make  it  unsuitable  for  general  use  in  its 
present  form. 

5 -I  so  propoxy  methyl-') -Phenyl  hydantoin: 

This  compound  was  given  to  25  patients  for  periods 
varying  from  one  to  three  months  in  duration  (Table  1). 
There  was  no  significant  change  in  the  frequency  of 


was  prevented  by  appearance  of  a toxic  skin  reaction  or 
because  follow-up  data  were  inadequate  or  unreliable. 

Thirty-one  of  the  36  patients  had  been  refractory 
to  other  forms  of  therapy  while  in  five  the  5,5  diphen- 
ylcne  hydantoin  was  the  first  form  of  therapy.  In  the 
3 1 patients  who  had  been  treated  with  5,5  diphenyl- 
hydantoin and  phenobarbital,  the  attacks  were  entirely 
controlled  in  three  (8  per  cent),  greatly  reduced  in  fre- 
quency in  five  (14  per  cent),  and  not  significantly  af- 
fected in  23  (78  per  cent).  The  reduction  in  frequency 
was  seen  in  grand  mal  or  psychomotor  attacks.  There 
was  no  effect  on  the  frequency  of  petit  mal  attacks  in  the 
three  patients  who  were  subject  to  that  type. 

Of  the  five  patients  who  had  not  received  any  ade- 
quate treatment  previously  two  had  a complete  remission 
(both  in  their  grand  mal  and  petit  mal  attacks)  and  two 
had  a great  reduction  in  the  frequency  of  seizures.  There 
was  a temporary  remission  in  the  attacks  of  the  remain- 
ing patient  but  later  there  was  a recurrence  at  their  pre- 
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vious  frequency.  All  five  of  these  patients  had  frequent 
attacks  and  were  treated  with  5,5  diphenylene  hydantoin 
for  seven  months  or  more. 

The  dosage  administered  varied  between  0.4  and  2.3 
grams  daily.  The  symptoms  of  excessive  dosage  consisted 
of  ataxia,  nystagmus,  diplopia  and  dysarthria.  The  ma- 
jority of  adults  were  able  to  tolerate  1.7  grams  daily 
without  developing  these  symptoms  although  an  occa- 
sional patient  could  not. 

An  allergic  dermatitis  developed  in  seven  of  the  43 
patients  (16  per  cent)  taking  5,5  diphenylene  hydantoin. 
The  rash  usually  appeared  8 to  21  days  after  the  first 
dose  (average  10  days) . It  was  usually  morbilliform, 
occasionally  scarlatiniform,  and  was  often  accompanied 
by  fever,  headache,  malaise,  nausea  and  vomiting.  Ad- 
ministration of  5,5  diphenylene  hydantoin  was  resumed 
after  the  rash  disappeared  in  four  of  the  seven  patients. 
Three  were  then  able  to  continue  taking  the  drug  regu- 
larly and  in  adequate  dosage,  while  the  fourth  patient 
noted  a prompt  reappearance  of  toxic  symptoms  necessi- 
tating withdrawal  of  the  drug  again. 

From  the  results  obtained  with  the  administration  of 
5,5  diphneylene  hydantoin,  it  would  seem  that  this  com- 
pound has  a definite  anticonvulsant  activity.  It  is  not 
superior  to  5,5  diphenylhydantoin  and  phenobarbital  in 
refractory  cases,  however. 

Ethyl  Phenyl  Sulfone: 

This  compound  was  administered  to  25  patients  for 
periods  varying  from  one  week  to  seven  months  (Table 
1).  Complete  relief  of  attacks  was  not  obtained  in  any 
of  25  patients,  with  four  (16  per  cent)  showing  a reduc- 
tion in  frequency  of  seizures  and  21  (84  per  cent)  hav- 
ing no  appreciable  change  in  frequency. 

No  significant  toxic  side  effects  were  noted  after  ad- 
ministration of  ethyl  phenyl  sulfone  in  the  dosage  used, 
i.  e.,  0.6  to  1.6  grams  daily.  In  three  patients  there  was 
a slight  degree  of  ataxia  when  taking  over  1.0  grams 
daily. 

5-T hienyl-5  Phenylhydantoin: 

5-Thienyl-5  phenylhydantoin  was  administered  to  36 
patients  for  periods  ranging  from  two  weeks  to  nine 
months.  All  of  these  patients  had  previously  been  treat- 
ed with  various  anticonvulsant  drugs,  including  5,5  di- 
phenylhydantoin, phenobarbital,  either  alone  or  in  com- 
bination, and  had  not  been  relieved  of  their  seizures  by 
these  forms  of  medication. 

This  compound  was  given  to  23  of  the  36  patients 
for  a sufficiently  long  period  to  evaluate  its  anticonvul- 
sive  activity  (Table  1).  The  attacks  were  entirely  con- 
trolled in  two  (9  per  cent),  reduced  in  frequency  in 
eight  (35  per  cent),  and  unchanged  in  13  (56  per  cent). 
In  the  remaining  13  patients  it  was  not  possible  to  esti- 
mate anticonvulsant  effect  accurately  because  prolonged 
administration  was  halted  after  appearance  of  toxic  re- 
actions or  because  follow-up  data  were  inadequate  or 
unreliable. 

Reduction  in  frequency  occurred  in  grand  mal  or  psy- 
chomotor attacks.  One  patient  who  had  myoclonic  jerks 
in  addition  to  grand  mal  seizures  had  a reduction  in  the 


frequency  of  both  types  of  attacks.  No  effect  was  noted 
on  the  frequency  of  the  petit  mal  attacks  in  the  four 
patients  in  this  group  who  were  subject  to  this  type  of 
attack. 

The  dosage  administered  varied  between  0.25  and  1.4 
grams  daily.  The  appearance  of  itching  sensations, 
ataxia,  nystagmus,  dizziness,  diplopia,  and  nausea  and 
vomiting  made  it  necessary  to  discontinue  the  drug  in 
six  patients.  In  one  the  drug  was  discontinued  due  to 
appearance  of  a morbilliform  rash  2'/2  months  after 
initiation  of  treatment.  It  was  discontinued  in  another 
patient  because  of  the  appearance  of  tongue  plaques 
3 14  months  after  treatment  was  begun. 

The  results  obtained  with  the  use  of  5 thienyl-5  phenyl- 
hydantoin indicate  that,  while  this  compound  has  a defi- 
nite anticonvulsant  activity,  it  is  not  superior  to  5,5  di- 
phenylhydantoin and  phenobarbital  in  the  treatment  of 
refractory  cases.  In  order  to  determine  better  its  anti- 
convulsant efficacy  in  comparison  to  5,5  diphenyl  hydan- 
toin or  phenobarbital,  it  should  be  tested  in  a larger 
group  of  patients  not  previously  shown  to  be  refractory 
to  those  drugs. 

P henylacetylnrea  ( Phenurone) : 

This  compound  was  given  to  87  patients  with  all  types 
of  convulsive  seizures  for  periods  ranging  from  two 
weeks  to  seven  months.  In  all  cases  phenurone  was  added 
to  the  medication  that  the  patient  was  already  taking 
(5,5  diphneyl  hydantoin,  methylphenylethyl  hydantoin 
and  phenobarbital) . 

It  was  possible  to  evaluate  the  anticonvulsant  activity 
of  phenylacetylurea  in  60  of  the  87  patients  (Table  1). 
In  none  of  these  cases  were  attacks  controlled  completely. 
They  were  reduced  in  frequency  in  23  patients  (38  per 
cent),  unchanged  in  34  (57  per  cent)  and  made  worse 
in  three  (5  per  cent).  Anticonvulsant  effect  could  not 
be  determined  in  the  remaining  27  patients  because  pro- 
longed administration  of  the  drug  was  prevented  by 
appearance  of  toxic  reactions  or  because  follow-up  data 
were  inadequate  or  unreliable. 

When  effective,  the  compound  reduced  frequency  of 
grand  mal  and  psychomotor  attacks.  It  was  slightly  more 
effective  in  the  latter  than  in  grand  mal  seizures.  There 
was  some  reduction  in  the  frequency  of  petit  mal  attacks 
in  four  of  the  19  patients  with  such  seizures. 

The  drug  was  given  in  a daily  dosage  varying  from 
0.5  to  6.0  grams  daily.  In  15  patients  the  compound 
had  to  be  discontinued  because  of  the  severity  of  the 
toxic  reactions.  In  six  of  the  15  patients,  gastrointestinal 
symptoms  (anorexia,  nausea,  vomiting,  diarrhea,  abdomi- 
nal distension  and  pain)  appearing  7 days  to  8 weeks 
after  initiation  of  treatment  necessitated  discontinuation 
of  the  medication.  Jaundice  developed  in  two  patients 
2 and  6 weeks  after  treatment  was  started.  In  two  others 
morbilliform  rash  developed  7 and  14  days  after  treat- 
ment was  begun.  In  the  remaining  five  patients  the  drug 
was  discontinued  because  of  fears  of  death  and  nervous- 
ness, chest  pain  and  inability  to  concentrate,  ataxia,  leth- 
argy and  inability  to  sleep  and  a depression  of  the  white 
blood  count. 
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Our  experience  with  phenylacetylurea  would  indicate 
that  this  compound  has  some  anticonvulsant  activity,  but 
that  it  is  not  superior  to  5,5  diphenyl  hydantoin  and 
phenobarbital  in  the  treatment  of  refractory  cases. 

Summary  and  Conclusions 

The  successful  management  of  the  majority  of  pa- 
tients with  convulsive  seizures  depends  on  the  ability  of 
the  physician  to  control  these  attacks  with  anticonvulsant 
drugs.  The  value  of  such  compounds  as  phenobarbital, 
5,5  diphenylhydantoin  (dilantin),  methylphenylethyl  hy- 
dantoin (mesantoin),  tridione,  and  the  bromides  is  well 
recognized,  but  all  have  some  drawbacks.  Six  new  com- 
pounds: 5 methyl,  5 phenylhydantoin,  5 isopropoxy- 

methyl  5-phenylhydantoin,  5,5  diphenylene  hydantoin, 
ethyl  phenyl  sulfone,  5 thienyl-5  phenylhydantoin,  and 
phenylacetylurea — have  been  given  a fairly  extensive  trial 
m the  treatment  of  cases  that  did  not  respond  to  the 
established  anticonvulsants. 

Four  of  these  compounds,  5 methyl,  5 phenylhydan- 
tom,  5,5  diphenylene  hydantoin,  5 thienyl-5  phenylhydan- 
toin and  phenylacetylurea  have  anticonvulsant  activity. 
Of  this  group  only  5 methyl,  5 phenylhydantoin  proved 
more  effective  than  the  usual  anticonvulsant  drugs, 
either  controlling  or  reducing  the  frequency  of  seizures 
in  73  per  cent  of  cases  in  which  it  was  administered. 
Fdigh  incidence  of  allergic  skin  reactions  makes  its  use 
impractical  in  its  present  form,  however. 

At  the  present  time  5,5  phenylhydantoin  is  the  safest 
and  most  effective  compound  for  the  treatment  of  grand 
mal  and  psychomotor  seizures.  Tridione  is  the  most 
effective  drug  for  the  treatment  of  petit  mal  seizures. 
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PREVENTABLE  BLINDNESS  CAMPAIGN 

A ^500,000  budget  for  an  intensified  campaign  against  preventable  blindness  has  been 
adopted  as  the  195()  objective  of  the  National  Society  for  the  Prevention  of  Blindness. 
Plans  call  for  a stepped-up  program  on  two  major  fronts:  preventive  education  and  service, 
and  research. 

An  estimated  22,000  men,  women,  and  children  will  become  blind  in  the  LJnited  States 
during  the  coming  year,  though  50  to  75  per  cent  of  this  blindness  could  be  prevented. 

In  the  schools,  4,500,000  children  have  some  form  of  visual  defect,  but  only  a fraction 
of  these  cases  are  being  found  and  treated,  according  to  the  society.  Further,  they  report 
that  £00,000  per.sons  over  35  have  unrecognized  glaucoma,  a disease  that  causes  almost 
certain  loss  of  vision  unless  treated. 
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The  Treatment  of  Tetanus 

Jolyon  S.  Tucker,  M.D.,  and  Gene  M.  Lasater,  M.D.* 
Minneapolis,  Minnesota 


Most  of  the  current  concepts  of  the  pathogenesis 
of  tetanus  agree  that  its  development  is  dependent 
upon  multiplication  of  the  organisms  and  production  of 
a soluble  toxin.  It  is  this  toxin  which  produces  the 
symptoms.  The  mechanism  by  which  toxin  reaches  the 
nervous  system  is  still  controversial.  The  older  theory 
of  Myer  assumed  that  toxin  passed  along  the  peripheral 
nerve  axes.  This  explained  the  fact  that  when  the  site 
of  injury  was  more  remote,  the  incubation  period  tended 
to  be  longer,  and  also  explained  the  phenomenon  of  local 
tetanus.  However,  a series  of  systematic  and  careful  ex- 
periments by  Abel  and  his  co-workers  ' showed  conclu- 
sively that  the  spread  of  toxin  is  probably  by  the  hemat- 
ogenous route.  Further  evidence  for  a hematogenous 
spread  comes  from  histological  studies.  It  has  been 
shown  that  a perivascular  demyelination  occurs  if  the 
disease  has  been  present  for  five  days  or  more."  Histo- 
logic as  well  as  experimental  studies  support  the  view 
that  symptoms  in  this  disease  may  result  from  the  in- 
volvement of  certain  groups  of  motor  cells,  probably 
accounting  for  the  clonic  spasms.  Experimental  evidence 
also  suggests  that  in  tetanus  there  may  be  some  involve- 
ment of  the  myoneural  junction,  central  synaptic  mech- 
anism, and  the  cholinesterase-acetyl-choline  system.^ 
According  to  Abel’s  experiments,  serum  therapy  is 
powerless  to  mitigate  or  abolish  the  lethal  effect  of  the 
tetanus  toxin  once  a certain  dose  has  been  fixed  by  the 
nervous  system.  On  the  basis  of  cross  circulation  experi- 
ments, Firor  ^ felt  that  this  fixation  of  the  toxin  within 
the  nervous  system  resulted  in  the  production  of  a sec- 
ond toxin  which  would  not  respond  to  tetanus  antiserum. 
The  ideal  treatment,  therefore,  would  be  to  combat  the 
fixed  toxin  or  to  neutralize  Firor’s  secondary  toxin,  if 
such  exists.  Such  a therapeutic  agent  is  not  available. 
Accordingly,  the  treatment  has  centered  about  control- 
ling the  manifestations  and  preventing  their  progression 
to  a fatal  issue. 


Table  1 

Causes  of  Death  in  Eleven  Fatal  Cases 
(Eight  Autopsies) 


Exhaustion 

Toxic 

and/or 

Laryngeal 

Enceph- 

Pneumonia 

Medullary 

spasm 

alitis 

8 

5 

3 

4 

A knowledge  of  the  usual  causes  of  death  in  this  dis- 
ease is  most  essential  to  any  consideration  of  treatment. 
In  tetanus  death  usually  results  from  one  of  five  causes, 
namely:  spasm  of  the  glottis,  diaphragm  and  intercostal 
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muscles  resulting  in  asphyxia;  toxic  encephalitis;  ex- 
haustion; medullary  failure;  secondary  pulmonary  infec- 
tion. 

In  a number  of  our  cases  it  was  most  difficult  to  dis- 
tinguish between  death  from  exhaustion  and  medullary 
failure.  In  both  there  often  occurred  changes  in  pulse, 
respiration  and  temperature.  It,  is  our  feeling  that  most 
fatalities  which  were  considered  due  to  exhaustion,  ac- 
tually were  due  to  unrecognized  medullary  failure. 
Pathological  studies  in  a number  of  our  cases  tend  to 
lend  proof  to  such  a concept."’’ 

Treatment  in  tetanus  has  centered  around  measures 
to  prevent  the  above  complications  and  has  included: 

1.  Excision  of  the  wound  of  entry  in  order  to  pre- 
vent further  toxin  formation. 

2.  Neutralization  of  the  circulating  toxin. 

3.  Sedation. 

4.  Use  of  curare  and  curare-like  drugs  to  combat 
muscle  irritability. 

5.  Penicillin  to  combat  secondary  pulmonary  infection. 

6.  Early  tracheotomy  to  prevent  asphyxia. 

7.  Oxygen  therapy  to  help  maintain  medullary  func- 
tion. 


Table  2 

Methods  of  Treatment  Used  at  University  of  Minnesota 
Hospitals.  1932-1950 


1932 

0 5 

1938 

c 

o 

ra 

O 

X ^ 

o 

B 

1944 

Antitoxin 

00 

al  Excision 
wound 

Penicillin 

Curare 

Tracheoto 
& Oxygen 

1950 

Cr: 

The  trend  of  treatment  in  tetanus  has  varied  consid- 
erably over  a period  of  years.  However,  there  has 
always  been  an  apparent  attempt  to  combat  one  or 
another  of  the  various  causes  of  death  by  current  tech- 
niques. This  trend  in  therapy  can  be  readily  visualized 
in  Table  2,  which  summarizes  the  methods  of  treatment 
at  the  University  of  Minnesota  Hospitals  since  1932. 

Excision  of  the  Wound:  Since  the  tetanus  bacillus 
produces  its  toxin  from  a focal  area,  it  would  seem 
logical  to  radically  remove  the  focus  of  infection  and 
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thereby  prevent  further  manufacture  of  the  toxin.  Opin- 
ions in  the  literature  as  to  the  efficacy  of  this  procedure 
have  been  controversial.  A number  of  investigators'-'’ 
have  observed  experimentally  that  the  course  of  the  dis- 
ease is  not  materially  affected  by  excising  the  wound. 
Spaeth  ‘ believes  that  the  risk  of  stimulating  the  patient 
IS  sometimes  an  important  deterrent  to  this  procedure. 
If  the  present  concept  of  the  pathogenesis  of  this  disease 
IS  correct,  then  it  would  seem  to  be  most  essential  to 
radically  remove  the  focus  of  infection  whenever  such 
a focus  can  be  found.  Since  1938,  we  have  tended  to 
be  more  radical  in  our  removal  of  the  wound.  It  must 
be  taken  into  consideration,  however,  that  there  will  be 
many  cases  in  which  no  focus  can  be  found  and  such 
patients  will  be  treated  without  the  apparent  benefits  of 
such  a procedure. 

Neutralization  of  the  Circulation  Toxin:  Extensive 

experiences  with  seroprophylaxis  in  World  War  I 
confirmed  clinically  the  experimental  work  of  Kitasato  ■' 
as  to  the  beneficial  effects  of  antiserum  on  the  tetanus 
toxin.  Opinion  has  differed  with  respect  to  use  of  serum 
once  symptoms  have  developed.  Experimentally  it  has 
been  shown  that  once  a lethal  dose  has  been  fixed  by 
nervous  tissue,  antitetanic  serum  is  powerless  to  mitigate 
the  course  of  the  disease."’  Since,  for  practical  purposes, 
it  IS  impossible  to  determine  if  this  has  occurred  clin- 
ically, it  has  been  thought  advisable  to  give  adequate 
antitoxin  to  all  patients  suffering  from  this  disease. 
Based  on  the  results  of  serial  titration  specimens, 
Spaeth  has  recommended  as  a reasonable  schedule 
the  administration  of  60,000  units  during  the  first  24 
hours  and  20,000  to  40,000  units  daily  for  the  next  few 
days.  With  the  newer  tendency  to  radically  remove  the 
focus  of  infection  it  would  not  seem  necessary  to  main- 
tain a high  .serum  level  of  antitoxin  for  any  length  of 
time.  Where  the  wound  is  extensive  and  cannot  be  com- 
pletely removed,  or  where  the  focus  cannot  be  found, 
a larger  dose  and  a longer  period  of  administration 
would  logically  be  indicated.  In  our  cases  the  dosage 
has  varied  from  40,000  to  200,000  units  daily  over  a 
period  of  from  a few  days  to  several  weeks,  depending 
on  these  factors. 

Intraspinal  serum  was  u.sed  here  prior  to  1938  but  has 
been  gradually  discarded  because  of  the  dangers  incum- 
bent in  its  use  '■  and  the  lack  of  proof  that  it  has  any 
advantage  over  the  parenteral  route. 

Sedation:  Environmental  and  pharmacologic  sedation 
has  been  repeatedly  cited  as  the  corner  stone  of  treat- 
ment. Bryant  and  Fairman  ' ' treated  22  patients  with 
.sedation  alone  and  had  only  five  deaths,  a very  low  rate 
and  contrary  to  most  reports  in  the  literature.  Absolute 
quiet,  a dark  room  and  sedation  have  been  considered 
of  great  importance  m preventing  and  controlling  the 
muscle  hyper-irritability  occurring  in  this  di.sease.  The 
most  popular  drugs  for  this  purpose  have  been  avertm, 
the  barbiturates,  chloral  hydrate,  and  paraldehyde.  The 
great  disadvantage  to  these  drugs  is  that  in  the  more 
severe  cases,  doses  which  control  the  symptoms  also 
greatly  suppress  respiration  and  predispose  to  respiratory 
infections.  The  barbiturates  have  been  shown  to  reduce 
the  life  span  of  experimentally  infected  animals.'  In 
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many  patients,  however,  the  barbiturates,  chiefly  amytal, 
have  proven  very  useful. 

Paraldehyde,  in  our  experience,  has  been  one  of  the 
best  drugs  when  administered  rectally,  orally,  or  intra- 
muscularly with  alteration  of  the  routes  because  of  its 
irritative  properties.  The  dosage  must  be  regulated  ac- 
cording to  the  response  of  the  patient  and  can  fre- 
quently be  reduced  if  curare  and  other  such  drugs  are 
used  concomitantly. 

Curare  and  Curare-hke  Drugs:  It  is  not  suprising  that 
Claude  Bernard,  who  showed  that  curare  had  its  primary 
action  at  the  myoneural  junction,  should  have  suggested 
that  this  substance  be  used  in  the  treatment  of  tetanus. 
The  first  case  was  treated  by  Hoche  in  1894.  Sporadic 
cases  were  reported  in  the  literature  hut  the  method  was 
greatly  hindered  by  the  lack  of  any  standardization  of 
the  substance.  Subsequent  to  the  crystallization  of  a 
highly  active  d-tubocurarine  chloride  '■’  in  1935,  several 
papers  have  appeared  on  its  use  in  tetanus. 

Intravenous  injection  of  the  substance  was  reported  to 
relieve  the  excruciating  pain  of  the  muscle  spasms  in 
a matter  of  seconds.  To  quote  one  author,'®  "One  could 
see  the  jaw  relax,  the  opisthotonos  disappear,  and  the 
respirations  become  easier.” 

Curare  possesses  certain  theoretical  advantages  over 
the  sedatives  previously  used  since  it  permits  relaxation 
without  the  prolonged  respiratory  depression  and  inter- 
ference with  vegetative  functions  which  was  present  with 
the  usual  sedatives.  Since  curare  paralyzes  the  intercos- 
tals  prior  to  the  diaphragm,  it  could  at  least  theoretically 
release  tonic  fixation  of  the  chest  without  complete  pa- 
ralysis of  the  respiratory  musculature.  However,  at  the 
onset,  the  use  of  curare  was  somewhat  impracticable, 
since  it  had  to  be  given  intravenously  and  its  action  was 
very  short.  This  necessitated  very  frequent  injections 
and  continuous  attention  by  the  physician  in  order  to 
combat  toxicity  and  the  side  effects  of  hypersecretion 
and  bronchospasm. 

More  recently,  a suspension  of  curare  in  wax  and  oil, 
similar  to  that  used  by  Romansky  and  Rittman  for 
penicillin  has  been  used  in  the  treatment  of  various  spas- 
tic conditions  by  Schlesinger.-"  He  observed  no  unde- 
sirable side  effects  in  1500  injections.  Weed  and  Pur- 
vis ■'  reported  the  use  of  this  drug  in  three  cases  of 
tetanus.  All  of  the  patients  had  generalized  muscular 
spasms  and  two  of  the  three  had  tetanic  convulsions. 
The  authors  used  a preparation  (Squibb)  containing 
175  units  of  d-tubocurarine  in  4.8  per  cent  wax  and  oil. 
The  dosage  of  the  drug  varied  between  0.75  and  2.0  cc. 
daily.  The  effect  from  one  intramuscular  injection  was 
apparent  within  an  hour  and  lasted  about  twenty  hours. 
They  encountered  no  .serious  toxic  effects.  EKG’s  were 
normal  and  no  clinical  cardiac  dysfunction  occurred.  All 
patients  lived.  We  have  used  curare  in  the  treatment  of 
three  ca.ses.  While  in  all  the  cases  there  seemed  to  be 
some  subjective  relief,  in  only  one  case  was  it  po.ssible 
to  form  any  definite  conclusions.  In  one  case  it  was 
felt  that  the  amount  of  sedation  required  was  consid- 
erably reduced  by  the  concomitant  use  of  curare. 

Godman  and  Adriani  --  have  recently  reported  .some 
success  with  myanesin  although  their  dosage  seems  to 
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be  small.  On  the  neurology  service  of  the  University 
Hospitals,  in  an  occasional  case,  a combination  of  curare 
and  pentothal,  known  as  Baird’s  solution,-'*  has  been 
used.  This  solution  represents  an  attempt  to  combine 
the  relaxing  effects  of  the  sedatives  with  that  of  the 
curare-like  drugs. 

Penicillin:  Knowledge  that  penicillin  inhibited  growth 
of  clostridium  tetani  naturally  stimulated  interest  in  the 
effect  of  the  antibiotic  on  the  disease.  It  is  generally 
agreed  that  the  organism  remains  at  the  site  of  the 
wound,  multiplies,  and  produces  its  toxin  locally.  How- 
ever, recovery  of  the  organism  from  various  organs  in 
four  fatal  cases  by  Mayer  indicates  that  a bacteremia 
may  occur.  The  experiments  of  Neter  would  seem 
to  show  that  the  antibiotic  fails  to  protect  animals 
against  the  toxin  itself. 

Several  reports  of  small  series  of  patients  treated  with 
penicillin have  been  published  with  statements 
that  in  the  cases  discussed  the  drug  "would  seem”  to  be 
or  "is  apparently”  life  saving  or  beneficial.  All  were 
uncontrolled  cases  and  one  cannot  draw  any  conclusions 
from  them.  Altemeier  “’■*  reported  16  cases  in  which  the 
drug  had  no  effect.  Diaz  Rivera  and  his  co-workers 
reported  some  benefits  from  penicillin  in  59  cases.  How- 
ever, the  difference  in  mortality  between  the  treated  and 
untreated  cases  was  less  than  3 per  cent  and  is  therefore 
of  questionable  significance.  Generally,  it  appears  that 
penicillin  has  very  little  effect  upon  the  disease  itself. 
Use  of  this  drug  is  of  utmost  importance,  however,  in 
combating  the  secondary  pulmonary  complications  that 
often  prove  fatal  to  the  patient.  It  is  for  this  purpose 
that  we  have  instituted  the  routine  use  of  penicillin  in 
all  cases  of  tetanus  admitted  within  the  past  few  years. 
Because  of  its  wider  antibacterial  spectrum,  the  use  of 
aureomycin  is  probably  indicated  for  this  latter  purpose 
also. 

Tracheotomy  and  Oxygen  Therapy:  In  1942  Baker  '"’ 
demonstrated  marked  nerve  cell  changes  in  certain  cell 
groups  in  the  medulla  in  tetanus.  While  the  clinical 
signs  and  the  mode  of  death  in  this  disease  had  often 
seemed  consistent  with  medullary  failure,  and  Firor 
had  noted  that  his  experimental  dogs  appeared  to  die 
primary  respiratory  deaths,  this  cause  had  previously 
been  given  little  consideration.  Moreover,  even  under 
the  best  regulation  of  sedation  it  is  often  impossible  to 
totally  avoid  acute  laryngospasm  which  acts  as  a con- 
stant threat  of  death  from  asphyxia  and  can  seldom  be 
averted  by  intubation  because  of  the  coincident  trismus. 

Primary  vital  medullary  center  involvement  in  polio- 
myelitis has  been  observed  and  described  on  our  service 
several  times  in  the  last  three  years. Superimposed 
hypoxia  which  resulted  from  partially  obstructed  airways 
has  always  been  followed  by  more  marked  and  fre- 
quently irreversible  involvement.  We  have  been  con- 
vinced that  the  institution  of  early  tracheotomy  and  sup- 
plemental oxygen  therapy  have  been  of  great  value  in 
preventing  this  occurrence. 

It  is  reasonable  to  suppose,  by  analogy  to  poliomyelitis, 
that  hypoxia  would  also  have  a detrimental  effect  on 


diseased  nerve  cells  in  tetanus.  Accordingly  within  the 
past  year  we  have  instituted  early  tracheotomy  in  order 
to  avoid  hypoxia  to  the  medulla  and  to  insure  an  ade- 
quate airway  in  the  event  of  spasm  of  the  laryngeal 
muscles.  Also  the  presence  of  a tracheotomy  facilitates 
the  administration  of  continuous  oxygen,  thus  giving  an 
added  safety  factor.  We  wish  to  emphasize  the  early 
and  elective  nature  of  this  procedure. 

Conclusions 

In  view  of  the  above  discussion  it  is  our  feeling  that 
the  most  effective  treatment  of  the  tetanus  patient  at 
the  present  time  should  include  the  following  points: 

1.  Environmental  Sedation:  The  patient  should  be 
placed  in  a cool,  dark  room,  situated  in  that  part  of  the 
ward  most  remote  from  extraneous  noises.  Furniture 
and  bedclothing  should  be  kept  at  a minimum  and  vis- 
itors should  be  forbidden.  A special  nurse  should  be  in 
constant  attendance.  Nursing  care  in  tetanus  will  be 
described  in  detail  in  a forthcoming  publication  from 
the  Division  of  Neurology 

2.  Pharmacologic  Sedation:  While  this  may  be  in- 
duced with  any  one  or  more  of  a variety  of  drugs,  we 
have  preferred  paraldehyde  because  the  degree  of  seda- 
tion is  easily  controlled  and  complications  accompanying 
its  use  are  few.  A standard  dosage  cannot  be  prescribed, 
but  will  depend  upon  the  clinical  response  of  the  patient, 
making  frequent  observation  of  the  patient  by  the  at- 
tending physician  mandatory. 

3.  Excision  of  the  Wound:  The  wound  should  be 
completely  and  widely  excised,  preferably  under  general 
anesthesia  to  avoid  precipitation  of  spasms.  The  tissue 
surrounding  the  wound  should  be  infiltrated  with  anti- 
toxin immediately  prior  to  surgery.  Pentothal  is  prob- 
ably the  anesthetic  of  choice  since  the  excitement  phase 
of  induction  is  eliminated  and  adequate  oxygenation  is 
maintained. 

4.  Antitoxin:  Immediately  after  the  diagnosis  has 
been  made  the  patient  should  be  tested  for  sensitivity  to 
horse  serum  and  antitoxin  administration  begun,  the  ini- 
tial dosage  depending  upon  his  response  to  the  sensi- 
tivity tests.  We  feel  that  at  least  100,000  units  should 
be  administered  by  the  intravenous  route  daily  for  the 
first  two  or  three  days.  Subsequent  dosage  will  depend 
upon  whether  or  not  the  physician  feels  that  the  focus 
of  infection  has  been  completely  eradicated  surgically. 
If  he  feels  that  excision  was  incomplete,  that  there  may 
be  other  foci,  or  if  no  focus  was  found,  then  large  daily 
dosage  should  be  continued  until  the  illness  is  terminated. 

5.  Early  Tracheotomy:  Tracheotomy  should  be  per- 
formed at  the  first  evidence  of  tonic  spasms.  It  should 
never  be  delayed  until  the  patient  has  periods  of  apnea 
and  cyanosis,  for  the  added  effect  of  hypoxia  upon  the 
diseased  nervous  system  may  produce  irreversible  medul- 
lary damage.  Oxygen  should  be  administered  under 
positive  pressure  through  the  tracheotomy  tube  during 
the  acute  phase  of  the  illness.  Frequent  removal  of  secre- 
tions by  suction  through  the  tube  is  usually  necessary. 

6.  Penicillin:  Penicillin  is  administered  to  prevent 

pulmonary  infections.  Specific  dosage  is  speculative. 


110 


The  Journal-Lancet 


However,  we  give  approximately  one  million  units  daily 
in  divided  doses. 

7.  Curare:  We  feel  that  the  administration  of  drugs 
with  a curare-like  action  is  definitely  effective  in  promot- 
ing muscular  relaxation  and  reducing  the  quantities  of 
sedative  drugs  required.  The  best  drug  available  to  date 
is  d-tubocurarine  in  oil.  There  is  individual  variation 
in  adequate  dosage,  depending  upon  the  size  of  the  pa- 
tient, severity  of  muscular  spasm,  etc.  On  the  average, 
we  have  found  that  approximately  1.5  cc.  injected  once 
daily  produces  considerable  relaxation  without  toxic 
symptoms.  An  ampule  of  prostigmine  should  be  kept 
in  the  room  and  ready  for  immediate  use  at  all  times 
in  the  event  that  the  patient  becomes  overcurarized. 

8.  Miscellaneous:  Supportive  therapy  must  of  course 
be  carried  out  as  with  any  acutely  ill  patient.  It  should 
be  pointed  out  that  insertion  of  the  gastric  tube  for 
feeding  purposes  should  never  be  attempted  unless  tra- 
cheotomy has  previously  been  performed  because  of  the 
danger  of  exciting  laryngospasm.  If  tracheotomy  has 
not  been  performed,  a syringe  with  pentothal  of  amytal 
should  be  kept  constantly  available  in  the  event  that  the 
patient  has  a sudden  spasm  of  the  laryngeal  muscles 
or  those  of  the  thoracic  cage. 

Although  our  present  experience  with  each  of  the 
above  treatment  procedures  is  limited,  we  feel  that  their 
application  in  the  patients  treated  by  us  has  indicated 
their  efficacy. 


Table  3 

Mortality  m Relation  to  Type  of  Treatment 


Type  of  Treatment 

No.  of 
Cases 

Mortality 
Per  Cent 

Sedation  and  Antitoxin 

12 

67 

Sedation,  Antitoxin  and  Excision 

7 

60 

Sedation,  Antitoxin,  Excision  and  Penicillin 
Sedation,  Antitoxin,  Excision, 

2 

50 

Penicillin,  Curare,  and  Tracheotomy 

3 

33 

Two  of  the  last  patients  treated  were  extremely  ill  for 
a long  period  of  time  and  still  survived.  Obviously,  it 
will  take  a large  series  of  cases  to  completely  justify  our 
optimism  with  the  above  suggested  methods  of  treat- 
ment. Nevertheless,  we  cannot  help  but  feel  that  more 
rigid  attention  to  the  medullary  complications  by  means 
of  tracheotomy  and  oxygen  therapy  will  help  reduce 
the  fatalities  in  this  disease. 
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The  Central  Action  of  Procaine  Hydrochloride 

Clarence  W.  Olsen,  M.D.,  Edwin  W.  Amyes,  M.D.,  and  Albert  A.  Marinacci,  M.D.* 

Los  Angeles,  California 


SINCE  the  adoption  of  procaine  hydrochloride  as  a 
local  anesthetic,  it  has  been  assumed  that  certain 
untoward  effects  can  be  attributed  to  its  accidental  intro- 
duction into  the  general  circulation  and  subsequent  en- 
trance into  the  central  nervous  system.  The  convulsions 
are  indicative  of  cortical  irritation  and  depression,  and 
the  respiratory  failure  may  be  correlated  with  the  ac- 
knowledged myasthenic  effect. 

The  revolutionary  deliberate  intravenous  injection  of 
procaine  for  its  central  effect  is  credited  to  Robert  Ba- 
rany,  who  attempted  to  treat  tinnitus  aurium  with  intra- 
venous injections  of  several  local  anesthetics  and  reported 
his  results  in  1935.  R.  W.  Lewy,  who  followed  up  this 
work  and  made  his  report  in  1937,  emphasized  the  cen- 
tral effect  as  the  only  explanation  for  the  relief  of  tin- 
nitus. 

The  central  or  toxic  effect  of  procaine  is  usually  seen 
when  it  is  injected  intravenously,  rapidly  or  in  concen- 
trated solution.  The  symptoms  are  numerous  and  can 
be  studied  best  in  tabular  form.  Their  general  resem- 


Table  1 

Symptoms  which  have  been  observed  with  intravenous  injec- 
tions of  procaine.  The  symptoms  which  resemble  those  described 
in  diencephalic  autonomic  epilepsy  are  marked  with  asterisk. 


Cerebral 

Confusion 

Convulsion 

^Unconsciousness 

Aphasia 

Inebriety 


Hypothalamic 

Anxiety 

Rage 

Excitement 

Euphoria 

Motor  restlessness 
Push  of  speech 
Flight  of  ideas 
Hallucinations 


Myasthenic 

Weakness 

Tiredness 

Areflexia 

Respiratory  paralysis 

Numbness 

Dysarthria 


A utonomic 
*Staring 
*Mydriasis 
Nausea 
Vomiting 
Paleness 
*Flushing 
*Lacrimation 
Diuresis 
*Tremor 
Dry  mouth 
U nclassified 
Numbness 
Allergic  shock 
Tinnitus 
Dizziness 
Vertigo 
Metallic  taste 


blance  to  the  symptoms  of  lesions  of  the  thalamus  and  of 
the  intraventricular  injection  of  drugs  which  influence 
the  intact  thalamus  is  remarkable. 

The  experimental  investigation  of  the  action  of  pro- 
caine has  been  directed  mainly  to  its  curare-like  effect 
on  the  myoneural  junction  and  to  its  interference  with 
the  transmission  of  impulses  in  autonomic  ganglia.  The 
clinical  investigation  of  the  central  effect  has  been  lim- 
ited to  observation  of  the  symptoms  accompanying  in- 
travenous injections.  We  have  attempted  to  correlate 
our  observations  with  serial  electroencephalograms. 


*From  the  Department  of  Nervous  Diseases  of  the  College  of 
Medical  Evangelists  and  the  Neuromedical  Services  of  the  Los 
Angeles  County  General  Hospital,  Los  Angeles,  California. 


We  are  by  no  means  pioneers  in  treating  nervous  dis- 
eases with  intravenous  injections  of  procaine.  Since  the 
initial  work  of  Barany  and  Lewy,  encouraging  results 
have  been  reported  with  Raynaud’s  disease,  cerebral 
edema,  carbon  monoxide  poisoning,  hysteria,  and  status 
epilepticus.  This  does  not  include  the  relief  of  pain, 
pruritus,  and  muscle  spasm  in  which  the  mechanism  is 
at  least  partly  neurogenic. 

The  basis  of  our  selection  of  patients  has  been  severe 
cerebral  dysrhythmia,  especially  of  the  slow  frequency, 
high  amplitude  type.  The  electroencephalogram  is  seri- 
ously but  transiently  abnormal  in  metabolic  disturbances, 
particularly  with  deficiencies  of  oxygen,  carbon  dioxide 
and  glucose.  It  may  be  permanently  altered  in  cases  of 
severe  trauma  to  the  brain,  in  meningo-encephalitis  and 
in  some  degenerative  conditions.  It  is  also  grossly  ab- 
normal in  some  acute  psychomotor  disorders  (excitement, 
confusion,  convulsion)  with  complex  etiology.  These  dis- 
orders have  a tendency  to  recurrence  and  to  self-perpet- 
uation, yet  they  do  resolve,  with  or  without  evident  cause. 
The  recovery  is  usually  coincident  with  improvement  in 
electroencephalographic  rhythms,  although  normality  of 
rhythm  does  not  necessarily  mean  clinical  recovery. 

Report  of  Cases 

Case  I:  J.  T.,  a man  aged  41,  with  history  of  excessive  drink- 
ing and  repeated  head  injury.  Alcoholic  indulgence  followed  by 
convulsions  and  severe  headache.  Four  intravenous  injections  of 
procaine  hydrochloride  with  clinical  improvement.  Hospital 
stay  10  days.  Clinical  diagnosis:  traumatic  and  alcoholic  en- 
cephalopathy. 

Electroencephalographic  findings:  A series  of  four  electro- 

encephalograms was  taken  from  September  22  to  September  30, 
1948.  The  pre-procaine  therapy  electroencephalogram  of  Sep- 
tember 22  showed  a fairly  regular  9 per  second  activity  from 
the  bi-occipital  and  bi-parietal  leads  and  moderate  high  voltage 
(60  to  100  microvolts)  and  6 to  7 per  second  activity  in  the 
bi-frontal  leads.  After  30  seconds  of  hyperventilation,  long  runs 
of  high  voltage  (300  microvolts),  slow  (2  to  3 per  second) 
activity  were  elicited  in  the  right  frontal  lead  and  to  a lesser 
degree  in  the  left  frontal  lead.  This  abnormality  persisted  after 
the  hyperventilation  was  discontinued.  The  cerebral  activity  im- 
proved with  procaine  therapy.  The  electroencephalogram  of  Sep- 
tember 30,  with  the  same  degree  of  hyperventilation,  elicited 
only  short  runs  of  6 to  7 per  second  waves  (60  to  75  micro- 
volts) in  the  bi-frontal  region,  while  the  rest  of  the  cerebral 
activity  was  within  normal  limits.  Thus  the  cerebral  activity  im- 
proved about  90  per  cent  in  eight  days. 

There  has  been  no  follow-up  in  this  case. 

Case  2:  B.  W.,  a girl  aged  16,  with  onset  of  convulsions 
at  10.  Status  epilepticus  precipitated  by  emotional  shock.  Five 
intravenous  injections  of  procaine  hydrochloride  during  last  hos- 
pital admission,  with  more  benefit  than  from  the  anticonvulsant 
treatment  used  previously.  Hospital  stay  17  days  (during  which 
she  had  an  appendectomy) . Clinical  diagnosis:  traumatic  and 
psychogenic  encephalopathy. 

Electroencephalographic  findings:  A scries  of  five  electro- 

encephalograms was  taken  from  September  7 to  October  7, 
1948.  The  pre-procaine  therapy  electroencephalogram  showed 
moderate  high  voltage  (60  to  100  microvolts),  5 to  6 per  sec- 
ond activity.  The  last  electroencephalogram,  one  month  later. 
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showed  7 to  9 per  second  activity  with  normal  voltage.  Thus 
the  cerebral  activity  improved  about  80  per  cent. 

There  have  been  no  convulsions  during  the  past  three  months. 
She  fainted  once  during  emotional  stress. 

Case  3:  V.  S.,  a girl  aged  15,  with  convulsions  beginning 
a few  days  after  a febrile  illness.  Old  history  of  bilateral  otitis 
media  in  repeated  attacks.  Three  daily  injections  of  procaine 
hydrochloride.  Hospital  stay  16  days.  Clinical  diagnosis;  infec- 
tious encephalopathy. 

Electroencephalographic  findings:  A scries  of  five  electro- 

encephalograms was  taken  from  September  30  to  October  7, 
1948.  The  pre-procaine  therapy  electroencephalogram  of  Sep- 
tember 30  showed  from  all  leads  long  runs  of  a high  voltage 
(200  microvolts),  slow  (2  to  3 per  second)  activity.  Between 
these  bursts  small  amounts  of  6 to  7 per  second  activity  were 
seen.  The  activity  improved  about  50  per  cent  with  procaine 
therapy. 

Since  leaving  the  hospital  the  patient  has  had  no  more  con- 
vulsions. She  has  gained  weight  and  has  felt  better.  She  is 
studying  with  a home  teacher. 

Another  electroencephalogram  taken  November  23.  1948 

showed  sustained  improvement,  now  considered  60  per  cent. 

Case  4;  T.  B.,  a Negro  girl  aged  14.  History  of  poor  ad- 
justment at  home.  Infectious  and  toxic  encephalopathy  follow 
ing  a cold  treated  with  penicillin  and  sulfadiazine.  Catatonic 
excitement.  Nine  procaine  injections  with  recovery  from  psy- 
chosis. Hospital  stay  one  month. 

Electroencephalographic  findings:  A series  of  four  electro- 

encephalograms was  taken  from  October  19  to  November  4, 
1948.  The  pre-procaine  therapy  electroencephalogram  of  Oc- 
tober 19  showed  a high  voltage  (70  to  100  microvolts)  and 
moderately  slow  (5  per  second)  activity  in  the  anterior  half  of 
the  cerebral  cortex.  In  the  occipital  leads  there  was  slow  activity 
(2  to  3 per  second)  waves  with  amplitude  of  250  microvolts. 
After  procaine  therapy  the  activity  improved  to  show  6 to  7 
per  second  activity.  Thus  the  cerebral  activity  improved  about 
80  per  cent. 

A recent  report  of  this  patient  indicates  good  physical  im- 
provement. She  attends  school,  where  her  adjustment  is  good. 
The  school  physician  reports  need  for  follow-up  treatment  as 
the  grades  are  a little  less  than  average. 

Another  electroencephalogram  taken  November  23  shows  that 
the  degree  of  improvement  previously  shown  (80  per  cent)  was 
maintained. 

Case  5;  M.  J.,  a female  Negro  graduate  nurse  aged  30,  with 
confusional  episodes  following  a shocking  experience.  Four  or 
five  injections  of  procaine  hydrochloride,  with  improvement. 
Hospital  stay  nine  days.  Clinical  diagnosis:  psychogenic  en- 
cephalopathy. 

Electroencephalographic  findings:  Only  two  electroencephalo- 
grams were  taken.  The  pre-procaine  therapy  electroence  ph  alo- 
gram  of  October  25,  1948,  showed  4 to  9 per  second  activity 
from  all  leads.  After  about  20  seconds  of  hyperventilation, 
long  runs  of  high  voltage  (300  microvolts)  with  2'’  per  second 
activity  were  elicited  from  all  leads.  This  activity  was  present 
after  hyperventilation  was  discontinued.  The  electroencephalo- 
gram of  November  1,  following  the  procaine  therapy,  with  the 
same  degree  of  hyperventilation,  failed  to  reproduce  the  build-up 
of  the  first  electroencephalogram.  Only  occasional  7 per  second 
activity  appeared  in  the  bi-frontal  area.  Otherwise  the  rest  of 
the  cerebral  rhythm  was  8 to  10  per  second  activity  with  normal 
amplitude.  This  the  cerebral  dysrhythmia  improved  about  90 
per  cent  after  the  procaine  therapy. 

At  a follow-up  visit  December  14,  she  reported  much  less 
an''iety  and  no  more  convulsive  or  confusional  episodes.  She 
said:  "1  have  more  poise.”  She  was  apparently  cheerful  and 
we'l  adjusted. 

An  electroencephalogram  taken  December  14  showed  that  the 
90  per  cent  improvement  was  maintained. 


Case  6:  D.  C.,  a man  ageu  ''7,  who  developed  stupor  and 

paralysis  due  to  carbon  monoxide  aspiiyxia.  Over  30  hours  of 
exposure  to  lighted  gas  heater  in  a closed  room.  Seven  injec- 
tions of  procaine,  with  clinical  recovery.  Hospital  stay  ten  days. 
Clinical  diagnosis:  anoxic  encephalopathy. 

Electroencephalographic  findings:  A series  of  three  electro- 

encephalograms was  taken  from  October  28  to  November  3, 
1948.  The  pre-procaine  therapy  electroencephalogram  of  Oc- 
tober 28  showed  from  all  leads  continuous  high  voltage  (100 
to  300  microvolts),  slow  (2  to  5 per  second)  activity.  The 
electroencephalogram  of  October  29  (post-procaine  therapy) 
showed  improvement  in  the  cerebral  activity.  The  electroen- 
cephalogram of  November  3,  after  the  procaine  therapy  was 
discontinued,  showed  normal  voltage  (20  to  60  microvolts)  and 
borderline  slow  (6  to  9 per  second)  activity.  The  cerebral  activ- 
ity was  improved  about  90  per  cent. 

It  has  been  impossible  to  get  an  adequate  follow-up  in  this 
case,  but  information  from  his  cousin  is  that  the  patient  has 
gone  to  New  Mexico,  where  he  is  working  (December  28). 

Case  7;  F.  T.,  a girl  aged  16.  Illness  of  one  year,  with  right- 
sided headaches  after  fall  on  ice.  Attacks  of  unconsciousness 
with  shaking  and  twitching.  Very  sensitive  startle  reaction. 
Three  injections  of  procaine,  with  clinical  improvement  follow- 
ing abreaction.  Hospital  stay  14  days.  Clinical  diagnosis; 
traumatic  and  psychogenic  encephalopathy. 

Electroencephalographic  findings:  A series  of  four  electro- 

encephalograms was  taken  from  November  12  to  November  22. 
1948.  The  pre-procaine  therapy  electroencephalogram  showed 
moderate  high  voltage  (75  to  100  microvolts),  slow  (5  per 
second)  activity  from  all  leads.  The  electroencephalogram  of 
November  22,  after  procaine  therapy,  revealed  the  electrical 
activity  to  be  within  normal  limits.  Thus  the  cerebral  activity 
improved  about  100  per  cent. 

The  patient  returned  to  Tennessee,  accompanied  by  her 
mother,  to  re-enter  the  school  she  was  attending  before  the 
illness. 

Discussion 

When  we  undertook  to  correlate  the  clinical  course  of 
patients  with  intravenous  procaine  with  the  electro- 
encephalographic findings,  we  were  disappointed  to  find 
that  little  or  no  change  was  observed  in  the  electro- 
encephalogram during  the  actual  injection  of  the  pro- 
caine. The  only  change  noted  is  increase  of  normal  fre- 
quencies, particularly  when  a slow  injection  is  given  and 
the  tracing  is  followed  for  an  hour  or  two.  The  more 
impressive  changes  have  developed  over  a period  of 
hours.  This  suggests  that  the  procaine  has  no  direct 
influence  on  the  cerebral  rhythm,  but  rather  sets  going 
a sequence  of  beneficial  actions  which  ultimately  lead 
to  clinical  improvement  and  improvement  in  the  cerebral 
rhythm.  One  mechanism,  offered  here  for  consideration 
as  the  significant  one,  is  a combination  of  depressed 
autonomic  activity  which  may  result  from  central  effects 
of  procaine,  while  the  other  is  a moderate  degree  of 
muscular  relaxation  brought  about  by  a curare-like  effect 
of  the  procaine.  This  would  ultimately  relieve  hyper- 
ventilation and  favor  a neutral  state  of  tone  in  the 
cerebral  blood  ve.ssels. 

:!:  * .1:  * 

Novoiain  br,and  of  proc.iine  liydrochloride  was  furnished  by 
Winthrop-Stearns.  Inc. 
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Editorial 


NEUROLOGY  — A CRITIQUE 

Tradition,  although  an  admirable  trait,  can  and  fre- 
quently does  impede  progress.  The  field  of  neurology 
which  has  always  been  proud  of  its  great  traditions  has 
indeed  suffered  from  this  most  valued  quality.  Since 
early  times  the  nervous  system,  because  of  its  anatomic 
isolation  from  the  rest  of  the  body,  has  been  shrouded 
in  mystery  and  has  been  considered  as  reacting  differ- 
ently  from  the  rest  of  the  human  organism.  The  public 
and  the  medical  profession  alike  have  assumed  that  brain 
functions,  whether  normal  or  abnormal,  were  unusually 
complicated  and  mysterious  processes  beyond  the  ade- 
quate understanding  of  the  ordinary  individual.  As  a 
result,  the  various  diseases  of  the  nervous  system  have 
received  little  attention  from  the  average  practicing  phy- 
sician, and  the  concept  has  developed  that  such  illnesses 
cannot  he  benefited  by  therapeutic  measures. 

So  thoroughly  has  this  field  been  ignored  that  a great 
majority  of  laymen  have  little  or  no  idea  of  the  com- 
ponents of  the  nervous  system,  its  importance  to  ade- 
quate functioning  of  the  individual  or  the  numerous 
conamon  illnesses  that  are  due  to  involvement  of  the 
nervous  system.  The  existence  of  a specialty  or  specialist 
dealing  exclusively  with  this  phase  of  medicine  is  not 
even  very  well  known.  Few  realize  that  without  an  ade- 
quately functioning  nervous  system,  the  individual  could 
become  a senseless,  sightless,  motionless  creature  capable 
only  of  a vegetative  existence.  There  is  little  apprecia- 
tion of  the  fact  that  such  common  physical  complaints 
as  headache,  dizziness,  pain,  weakness,  numbness,  diffi- 
culty in  speech,  incoordination,  etc.,  are  actually  involve- 
ments of  the  nervous  system. 

The  medical  profession,  too,  has  unconsciously  adopted 
an  attitude  of  indifference  toward  the  nervous  system 
and  has  failed  to  consider  how  important  an  adequate 
knowledge  of  these  structures  is  to  the  good  practice  of 
medicine.  In  a great  many  illnesses  treated  daily  by  the 
physician,  there  occur  associated  implications  of  the  nerv- 
ous system  which  must  be  taken  into  consideration  in 
evaluation  of  the  patient  from  both  a prognostic  and 
therapeutic  point  of  view.  For  example,  many  systemic 
infections  are  accompanied  by  cerebral  or  meningeal 
complications  which  may  influence  greatly  the  ultimate 
outcome  of  treatment.  Cardiac  conditions,  such  as  hyper- 
tension and  bacterial  endocarditis,  frequently  terminate 
in  a cerebral  involvement  which  may  demand  primary 
attention  due  to  severity  of  the  resulting  symptoms. 
Innumerable  other  illnesses,  such  as  pernicious  anemia, 
syphilis,  eclampsia,  uremia,  injuries,  diabetes,  hepatic 
disea.ses  or  pneumonia,  may  be  associated  with  cerebral 
complications  which  require  prompt  consideration  by  the 
physician. 

There  has  been  prevalent  a concept  that  the  nervous 
system  differs  from  other  organs  of  the  body  in  that  its 
diseases  are  incurable  and  that,  after  a diagnosis  has 
been  made  m neurology,  very  little  further  help  can  be 


offered  the  patient.  One  must  agree  that  there  are 
many  neurologic  illnesses  for  which  there  is  no  specific 
treatment,  but  does  this  differ  in  any  way  from  illnesses 
occurring  in  other  organ  systems?  Do  we  have  available 
specific  treatments  for  such  conditions  as  cirrhosis  of  the 
liver,  glomerulonephritis,  severe  cardiac  damage,  diseases 
of  the  collagen  system,  etc.?  The  only  saving  feature 
of  these  illnesses  is  that  they  are  generally  concealed  in 
the  body  cavities  and  cannot  be  seen  by  either  doctor  or 
patient,  while  neurologic  illnesses  are  in  evidence  con- 
stantly, visible  as  impaired  function,  and  serve  as  a con- 
stant reminder  that  we  still  have  much  to  learn. 

Many  diseases  of  the  nervous  system  actually  can  be 
treated  very  adequately.  Consider  for  example  the  newer 
therapies  available  in  neurosyphilis,  meningitis,  subacute 
combined  degeneration,  myasthenia  gravis,  the  convulsive 
disorders.  Parkinsonism,  brain  tumors,  strokes,  peripheral 
neuritis,  heavy  metal  poisoning,  etc.  Even  the  disabling 
neurological  disorders  are  offered  a most  optimistic  out- 
look by  rehabilitation  therapy.  A total  retraining  pro- 
gram will  show  improvement  in  about  75  per  cent  of 
even  the  most  severely  involved  patients  if  these  individ- 
uals are  not  allowed  to  become  complete  invalids  or  de- 
pendents  after  the  acute  phase  of  the  illness  has  subsided. 

As  in  many  traditional  situations,  only  drastic  meas- 
ures are  successful  in  altering  the  trends  of  years.  The 
actual  break  in  neurologic  tradition  was  furnished  by 
World  War  II.  Neurology  emerged  as  a dynamic  thera- 
peutic specialty,  championed  by  a group  of  men  who 
knew  from  their  war  experiences  that  the  traditional 
diagnoses  lacked  a great  deal  in  practicality  and  useful- 
ness. This  trend  has  continued  and,  as  a result,  many 
new  neurologic  techniques  and  therapies  have  been  de- 
veloped. Additional  stimulus  has  been  provided  by  the 
expansion  of  training  facilities  in  the  many  Veterans 
Hospitals  where  neurologic  disabilities  comprise  a large 
proportion  of  their  hospital  beds  and  require  proper 
treatment  from  doctors  trained  in  this  held.  The  Vet- 
erans Administration  is  doing  a hne  job  in  attempting 
to  obtain  proper  treatment  for  these  illnesses. 

One  must  realize,  however,  that  there  are  millions 
of  individuals  in  the  United  States  suffering  from  neuro- 
logic disturbances.  It  is  impossible  to  train  adequate 
numbers  of  specialists  to  treat  all  of  these  cases.  It  is 
imperative,  therefore,  that  treatment  of  most  of  them 
be  undertaken  by  practitioners  who  have  been  trained 
properly  in  medical  school  by  a competent  staff  of  neur- 
ologists. It  is  the  responsibility  of  every  medical  school 
to  recognize  the  importance  of  this  branch  of  medicine 
and  to  encourage  adequate  training,  teaching,  and  re- 
search in  this  held  in  the  interests  of  better  medicine  and 
greater  beneht  to  the  public. 

A.  B.  Baker,  M.D. 

Division  of  Nciirolojiy 

Ihiircrsily  of  Minnesota  Medical  School 
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Future  Meetings 


CONTINUATION  COURSES 

The  University  of  Minnesota  announces  a continua- 
tion course  in  dermatology  for  doctors  of  medicine  who 
are  engaged  in  general  practice.  Throughout  the  course, 
emphasis  will  be  placed  on  the  diagnosis  and  manage- 
ment of  common  skin  disorders.  A special  feature  at  the 
close  of  the  course  will  he  a conference  on  diagnostic 
problems  which  will  challenge  the  diagnostic  ability  of 
the  registered  physicians. 

This  course  will  be  presented  at  the  Center  for  Con- 
tinuation Study  on  March  27,  29,  1950. 

A course  in  pediatrics  will  be  given  April  10-12,  1950, 
at  the  University  of  Minnesota  Center  for  Continua- 
tion Study,  for  physicians  specializing  in  pediatrics.  The 
course  will  be  devoted  to  disorders  of  metabolism  and 
endocrine  function. 

Distinguished  visiting  physicians  who  will  participate 
as  faculty  members  for  the  course  are  Dr.  Daniel  C. 
Darrow  of  Yale  University  School  of  Medicine,  and 
Dr.  George  M.  Guest,  Children’s  Hospital,  Cincinnati, 
Ohio. 

A continuation  course  in  gynecology  for  doctors  of 
medicine  engaged  in  private  practice  will  be  presented 
at  the  Center  for  Continuation  Study  on  April  17-19, 
1950.  Among  the  subjects  to  be  considered  are  uterine 
bleeding,  inflammation  of  the  cervix  uteri,  urinary  in- 
continence, and  lesions  of  the  vulva. 


The  University  of  Minnesota  announces  the  7th  bi- 
ennial continuation  course  in  otolaryngology  to  be  held 
June  26,  27,  28,  29,  30,  1950.  This  course,  designed 
to  bring  to  the  practicing  otolaryngologist  the  newer  con- 
cepts and  developments  in  the  specialty,  will  be  under 
the  direction  of  Dr.  Lawrence  R.  Boies  and  associates 
of  the  University  Medical  School.  Guest  lecturers  will 
include  Dr.  Percy  Ireland,  Toronto;  Dr.  LeRoy  Schall, 
Boston;  Dr.  Philip  Meltzler,  Boston;  and  Dr.  John 
Shea,  Memphis. 

A symposium  on  hypertension  will  be  presented  on  the 
campus  of  the  University  of  Minnesota  on  September 
18-20,  1950,  in  honor  of  Drs.  Elexious  T.  Bell,  Ben- 
jamin J.  Clawson,  and  George  E.  Fahr.  Doctors  Bell 
and  Clawson  retired  from  the  Department  of  Pathology 
in  June  1949  and  Dr.  Fahr  will  retire  in  June  1950 
from  the  Department  of  Medicine. 

The  symposium  in  honor  of  these  men  is  appropriate 
since  all  three  have  had  special  interest  in  this  disease. 
Support  for  the  symposium  has  been  provided  by  the 
Variety  Club,  the  Mayo  Foundation,  and  the  Univer- 
sity of  Minnesota.  All  interested  physicians  will  be 
welcome  to  attend. 

The  University  of  Minnesota  will  offer  a three-day 
continuation  course  in  care  of  the  aged  in  institutional 


homes,  to  be  held  March  13,  14  and  15,  1950,  at  the 
Center  for  Continuation  Study.  The  course  is  being  pre- 
sented with  the  cooperation  of  the  Minnesota  Depart- 
ment of  Health  and  the  State  Division  of  Social  Wel- 
fare. The  purpose  of  the  course  is  to  consider  the  health, 
recreational,  and  social  needs  of  the  residents,  as  well  as 
administrative  problems  in  conducting  the  homes  to  meet 
those  needs  more  adequately. 


Opportunities  Open 


CHEST  DISEASE  ESSAY  AWARD 
The  Board  of  Regents  of  the  American  College  of 
Chest  Physicians  announces  a cash  prize  award  of  ^250 
to  be  given  annually  for  the  best  original  contribution, 
preferably  by  a young  investigator,  on  any  phase  relating 
to  chest  disease.  The  prize  is  open  to  contestants  of  for- 
eign countries  as  well  as  those  residing  in  the  United 
States.  The  winning  contribution  will  be  selected  by  a 
board  of  impartial  judges  and  the  first  award  will  be 
made  at  the  forthcoming  annual  meeting  of  the  College 
to  be  held  in  San  Francisco,  June  22-25,  1950. 

The  College  reserves  the  right  to  invite  the  winner  to 
present  his  contribution  at  the  annual  meeting,  and  to 
publish  the  essay  in  its  official  publication  Diseases  of 
the  Chest.  Contestants  are  advised  to  study  the  format 
of  Diseases  of  the  Chest  as  to  the  length,  form  and  ar- 
rangement of  illustrations  to  guide  them  in  the  prepara- 
tion of  the  manuscript.  Additional  information  may  be 
obtained  from  the  Executive  Secretary  of  the  College, 
500  North  Dearborn  Street,  Chicago  10,  Illinois. 

GENETICISTS  OFFER  PRIZE 
The  American  Genetic  Association  announces  a prize 
of  ^1,000.00  for  the  best  essay  written  during  1950  in 
partial  answer  to  the  question;  "Who  marries  whom, 
and  why?”  The  contest  is  devoted  to  "delimiting  the 
boundaries  of  a non-geographical  human  mating  isolate.” 
It  is  hoped  that  the  contest  will  clarify  some  of  the 
social,  economic,  and  educational  factors  which  are  im- 
portant in  determining  marriage  choices. 

Prizes  totaling  ^2,000.00  are  offered,  the  first  being 
^1,000.00.  The  contest  closes  February  28,  1951.  The 
competition  is  open  to  all  qualified  students  and  special- 
ists in  this  field.  For  additional  information  write  the 
American  Genetic  Association,  1507  M Street,  N.W., 
Washington  5,  D.  C. 

AMERICAN  BOARD  OF  OPHTHALMOLOGY 
Candidates  for  the  certificate  of  the  American  Board 
of  Ophthalmology  are  accepted  for  examination  on  the 
evidence  of  a written  qualifying  test.  Tests  are  held 
annually  in  various  parts  of  the  United  States. 

Applications  are  now  being  accepted  for  the  1951 
written  test.  They  will  be  considered  in  order  of  receipt 
until  the  quota  is  filled. 

Practical  examinations  for  acceptable  candidates  are 
as  follows:  Boston,  May  22-26;  Chicago,  October  2-6; 
West  Coast,  January,  1951. 
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News  Briefs 


North  Dakota 

Research  and  institutional  grants  totaling  ^42,850 
to  help  m the  fight  against  cancer  have  been  made  to 
the  University  of  North  Dakota  medical  school  hy  the 
State  Cancer  Society. 

Dr.  L.  W.  Larson  of  Bismarck,  chairman  of  the  can- 
cer society’s  executive  committee,  said  the  institutional 
grant  is  for  ^18,4‘aO,  and  the  research  grant,  ^24,400. 
The  institutional  grant  is  earmarked  for  the  departments 
of  pathology,  physiology  and  anatomy.  It  will  be  used 
mainly  to  buy  special  equipment  for  cancer  research. 

The  research  grant  will  cover  salaries  for  research 
fellows,  students,  and  technical  personnel,  and  the  cost 
of  expendable  equipment  and  materials  such  as  experi- 
mental animals  and  chemicals. 

Licenses  to  practice  in  North  Dakota  have  been 
granted  22  physicians  following  state  board  examina- 
tions. Successful  applicants,  listed  by  place  of  practice, 
include  Roy  F.  Messinger,  Beach;  Joseph  McEvoy,  Bis- 
marck; Warren  L.  Macauley,  Fargo;  Myron  J.  Talbert 
and  Robert  C.  Painter,  Grand  Forks;  Cyril  M.  Guest, 
Minot;  Frank  M.  Melton,  Fargo;  James  J.  Doyle,  un- 
known, and  John  C.  McEwen,  Bismarck. 

Others  are  Sidney  T.  Gettelman,  Beulah  or  Stanley; 
John  S.  Gillam,  Fargo;  Kenneth  Wakefield,  Gackle; 
Harry  B.  Fitzjerrell,  Jamestown;  Joseph  O.  Boreski, 
Gretna;  Clifford  W.  Hogan,  Fargo;  David  C.  Jaehning, 
Fargo;  Joseph  G.  Beaton,  Fargo;  William  A.  Tompkins, 
Grafton;  Dewitt  D.  Shannon,  Riverdale;  and  John 
McNeil,  Hettinger. 

A half  million  dollar  building  fund  campaign  for 
St.  Luke’s  Hospital  in  Fargo  is  under  way.  Campaign 
officials  hope  to  raise  ^500,000  for  the  hospital  so  that 
120  beds  may  be  added  to  overcrowded  St.  L.uke’s. 

Medical  Society  Elections  . . . 

Dr.  Robert  Fawcett  has  been  named  president  of  the 
li)evils  Lake  District  Medical  Society.  Other  officers  are 
Dr.  L.  F.  Pine,  vice  president;  Dr.  D.  W.  Fawcett, 
secretary-treasurer;  Dr.  D.  W.  Palmer,  censor;  Dr.  G. 
W.  Toomey,  delegate  to  the  American  Medical  Associa- 
tion; Dr.  William  Fox,  alternate  A.M.A.  delegate;  and 
Dr.  Chris  Johnson,  program  chairman. 

^ 

New  officers  of  the  Grand  Forks  District  Medical 
Society  were  elected  at  the  January  meeting.  Named 
president  was  Dr.  R.  E.  Mahowald;  Dr.  C.  R.  Tomp- 
kins, Grafton,  vice  president,  and  Dr.  Lloyd  Ralston, 
secretary-treasurer. 

Dr.  Charles  A.  Arneson  of  Bismarck  has  been  named 
president  of  the  Sixth  District  Medical  Society.  Dr. 
Leonard  Fredericks  is  the  new  vice  president,  and  Dr. 
Clifford  Peters  was  re-elected  secretary-treasurer.  Dr.  E. 
G.  Vmje  of  Hazen  was  named  to  the  board  of  censors. 


Dr.  V.  J.  Fischer  of  Minot  was  named  president  of 
the  Northwest  District  Medical  Society  at  the  January 
meeting  of  the  group.  Dr.  R.  T.  Gammell,  Kenmare, 
was  elected  vice  president  and  Dr.  Wm.  C.  Hurly  of 
Minot,  secretary-treasurer. 

* * * 

Dr.  Earl  M.  Haugrud  of  Faroe  h’s  been  n’m°d 
president  of  the  First  District  Medical  Society.  Dr. 
lohn  H.  Bond  of  Faroe  was  elected  vice  president,  and 
Dr.  Hugh  Hawn  of  Fargo,  secretary-treasurer.  Named 
to  the  house  of  deleoates  were  Dr.  Haugrud.  Dr.  A.  C. 
Fortney  of  Fargo  and  Dr.  C.  V.  Bateman  of  Wahpeton. 
Alternates  are  Dr.  Bond,  Dr.  J.  R.  Dillard  of  Fargo  and 
Dr.  E.  J.  Biethon  of  Wahpeton. 

* « * 

Stutsman  County  Medical  Society  elections  for  1950 
include:  president.  Dr.  John  W.  Jansonius  of  James- 
town; vice  president.  Dr.  Basil  Maloney,  LaMoure,  and 
Dr.  Richard  Nierling,  Jamestown,  secretary  and  treas- 
urer. Dr.  Thomas  Pederson,  Jamestown,  was  elected 
delegate  to  the  state  medical  meeting  with  Dr.  J.  N. 
Elsworth,  Jamestown,  alternate. 

New  Appointments  and  Locations  . . . 

The  DePuy-Sorkness  Clinic  at  Jamestown  announces 
the  association  of  Dr.  Edwin  O.  Hieb  in  the  field  of  in- 
ternal medicine.  Dr.  Hieb  has  just  completed  his  resi- 
dency in  internal  medicine  at  St.  Luke’s  hospital  and  the 
Fargo  Clinic  m Fargo. 

=(:  * 

A new  doctor  has  been  secured  for  the  Beulah  Hos- 
pital now  under  construction.  He  is  Dr.  Wesley  E.  Levi. 
The  new  20-bed  hospital  will  be  44x122  feet  with  a wing 
41x56  feet  extending  from  it.  The  wing  will  include  the 
operating,  x-ray  and  delivery  rooms.  The  hospital  com- 
mittee expects  to  have  a second  doctor  when  the  new 
structure  is  completed. 

* * * 

Dr.  John  B.  McHugh,  new  naanager  of  the  John 
Moses  Memorial  Veterans  Hospital  in  Minot,  has  ar- 
rived to  assume  his  duties.  Besides  acting  as  manager. 
Dr.  McHugh  also  will  serve  as  chief  of  professional 
services  at  the  hospital,  a post  he  held  at  his  most  recent 
appointment  at  the  VA  hospital  in  Outwood,  Ky.  He 
hopes  to  have  a full-time  staff  of  seven  doctors,  including 
the  chief  surgeon  and  the  chief  of  medicine. 

* + * 

Dr.  George  N.  Vigeland  of  Maddock  has  joined  the 
staff  of  the  Johnson  clinic  at  Rugby.  He  is  a son  of 
Dr.  J.  G.  Vigeland  of  Brinsmade  and  took  his  medical 
work  at  the  University  of  North  Dakota  and  at  North- 
western. He  served  his  internship  and  residency  at 
Ancker  hospital  in  St.  Paul,  Minn.  He  has  a brother 
in  Rugby  who  is  a dentist.  Dr.  H.  H.  Vigeland. 

Dr.  John  C.  McEwen,  a native  of  St.  Louis,  Mo., 
has  joined  the  staff  of  the  Missouri  Valley  Clinic  in 
Bismarck  and  will  specialize  in  internal  medicine. 
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South  Dakota 

Tlie  Tsclietter-Hohm  Clinic  at  Huron,  modern 
tliroughout  in  medical  and  surgical  equipment,  opened 
just  after  the  first  of  the  year.  The  new  fully  air-condi- 
tioned clinic  is  a T-shaped  structure  of  one  floor  with 
a full  basement.  Just  off  the  lobby  is  the  .small  recep- 
tion room  so  that  patients  going  to  the  clinic  at  night 
may  telephone  the  doctor  on  duty. 

The  Tschetter-Hohm  Clinic  is  staffed  by  Dr.  Paul 
Tschetter,  Dr.  Paul  Hohm  and  Dr.  Ted  Hohm.  In 
May  1946  the  Doctors  Hohm  joined  Dr.  John  S. 
Tschetter  and  Dr.  Paul  Ttschetter  in  the  clinic.  Dr. 
John  S.  Tschetter,  now  mayor  of  Huron,  retired  from 
active  practice  in  1949. 

Dr.  Lyle  Hare  of  Spearfish  placed  third  in  the  na- 
tion’s "General  Practitioner  of  the  Year”  contest  held  at 
the  December  session  of  the  American  Medical  Associa- 
tion in  Washington,  D.  C. 

A graduate  of  the  University  of  South  Dakota  and 
the  University  of  Illinois  college  of  medicine.  Dr.  Hare 
has  practiced  38  years  in  an  area  extending  into  three 
states.  He  has  delivered  3,000  babies  in  Spearfish  and 
surrounding  territory.  Dr.  Hare  is  a former  mayor  of 
Spearfish. 

Eight  South  Dakota  communities  have  been  granted 
emergency  status  in  the  field  of  medical  care  by  the 
South  Dakota  State  Board  of  Medical  Examiners.  Sev- 
enteen requests  for  declaration  of  emergency  status  were 
received  which  would  allow  the  communities  to  secure 
the  services  of  a displaced  person  physician  under  the 
law  passed  at  the  last  session  of  the  legislature.  Approved 
were  Lake  Norden,  Kennebec,  Eagle  Butte,  Newell, 
Isabel,  Hill  City,  Sanator  and  the  state  hospital  at 
Yankton. 

Dr.  L.  D.  Harris,  associated  with  Dr.  A.  W.  Spiry 
in  the  Spiry-Harris  clinic  at  Mobridge  for  the  past  nine 
years,  has  given  up  his  practice  of  medicine  and  surgery 
for  further  study  in  the  field  of  ophthalmology  at  the 
University  of  Minnesota  and  at  New  York  University. 


' Recent  Appointments  . . . 

New  officers  at  the  McKennan  Hospital,  Sioux  Falls, 
‘ are:  Dr.  L.  J.  Pankow,  chief  of  staff;  Dr.  Anton  Hyden, 
assistant  chief,  and  Sister  M.  Borgia,  secretary. 

Committee  appointments  include:  Credentials:  Dr. 
I F.  C.  Kohlmeyer,  chairman;  Drs.  Robert  Van  Demark 
! and  M.  O.  Lanam;  medical  records:  Dr.  Robert  Ogborn, 
chairman;  Drs.  Robert  Donahoe  and  Howard  Shreves; 
intern  training:  Dr.  John  McGreevy,  chairman;  Drs. 
. W.  J.  Hage,  Robert  Quinn  and  John  W.  Donahoe. 
i Library*  Dr.  T.  J.  Billion,  Sr.,  chairman;  Drs.  W. 
r Arneson,  H.  O.  Kittleson,  V.  V.  Volin  and  C.  W.  Ihle; 
I public  relations:  Dr.  E.  J.  McGreevy,  chairman;  Drs. 
♦ Arnold  Myrabo  and  D.  H.  Breit;  auditing:  Dr.  E.  L. 
Rich,  chairman,  and  Dr.  N.  E.  Wessman;  diagnostic 
and  clinical  aids:  Dr.  Myrabo,  chairman,  and  Drs.  Hage, 
Breit  and  Shreves;  obstetrical:  Dr.  William  Sercl,  chair- 
man, and  Drs.  F.  S.  Stahman  and  Quinn. 


Dr.  W.  A.  Delaney,  Sr.,  has  been  named  president 
of  the  medical  and  surgical  staff  of  St.  Joseph’s  hospital, 
Mitchell.  Other  officers  are  Dr.  B.  R.  Skogmo,  vice- 
president,  and  Dr.  Clarence  Moran,  secretary. 

sN  * 

Dr.  Glen  Heidepriem,  Deadwood,  has  been  appointed 
superintendent  of  the  Lawrence  County  Board  of  Health 
by  Dr.  G.  J.  Van  Heuvelen,  state  health  officer.  The 
term  expires  July  1,  1951. 


Medical  Society  Elections  . . . 

Dr.  Harold  P.  Adams  was  elected  president  of  the 
Huron  District  Medical  Society  at  the  organization’s 
annual  business  meeting  held  recently.  Other  officers 
elected  included  Dr.  Ted  Hohm,  vice  president,  and 
Dr.  Fred  Leigh,  secretary-treasurer. 

* * 

Dr.  J.  C.  Rodine,  Aberdeen,  has  been  elected  presi- 
dent of  the  Aberdeen  District  Medical  Society  for  1950. 
Other  new  officers  elected  are  Dr.  Paul  Scallin,  Redfield, 
vice  president,  and  Dr.  C.  L.  Vogele,  Aberdeen,  secre- 
tary-treasurer. 

* * 

Dr.  Mary  A.  Schmidt  is  the  new  president  of  Water- 
town  District  Medical  Society.  Vice  president  is  Dr. 
G.  Robert  Bartron;  Dr.  Donald  N.  Fedt  is  secretary- 
treasurer. 

* * * 

The  Third  District  Medical  Society  has  elected  offi- 
cers as  follows:  president.  Dr.  Dean  C.  Austin,  Brook- 
ings; vice  president.  Dr.  Donald  Scheller  of  Arlington; 
secretary.  Dr.  Calvin  M.  Kerschner  of  Brookings;  dele- 
gates, Dr.  F.  E.  Boyd  of  Flandreau  and  Dr.  E.  A.  Hofer 
of  Canova;  alternates.  Dr.  Magni  Davidson  of  Brook- 
ings and  Dr.  Clarence  Sherwood  of  Madison;  censors. 
Dr.  M.  Drobinsky  of  Estelline,  Dr.  J.  A.  Muggley  of 
Madison,  and  Dr.  M.  C.  Tank  of  Brookings. 

* * * 

Dr.  M.  A.  Auld,  Yankton,  has  been  elected  president 
of  the  Yankton  District  Medical  Society.  Dr.  R.  F. 
Schwarts  of  Wakonda  was  elected  vice  president  and 
Dr.  F.  J.  Abts  was  retained  as  secretary-treasurer. 


Establishing  Practice  . . . 

Dr.  Harlan  White  at  Timber  Lake. 

* 

Dr.  John  Bartness  at  Bowdle.  He  will  assume  duties 
as  physician  and  surgeon  in  charge  of  the  Bowdle  Hos- 
pital. 

* =k 

Dr.  Abner  Willen,  at  Clark.  He  is  associated  with 
the  Clark  Medical  Clinic. 

* >1= 

Dr.  Thomas  A.  Marvin  has  resumed  practice  of  medi- 
cine at  Faulkton. 

* =K  * 

Dr.  Wendell  W.  White  plans  to  establish  a practice 
at  Dupree  about  the  fifteenth  of  March. 
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Dr.  Donald  C.  Balfour  of  Rochester,  director  emeritus 
of  the  Mayo  Foundation  for  Medical  Education  and 
Research,  received  the  University  of  Minnesota’s  "Build- 
er of  the  Name”  medal  on  February  16. 

Dr.  Balfour,  world  renowned  surgeon  and  director  of 
the  Mayo  Foundation,  a division  of  the  University’s 
graduate  school  from  1937  to  1947,  is  the  fourth  person 
to  receive  the  award.  The  honor  was  established  by  the 
Board  of  Regents  in  1947  to  be  given  in  recognition  of 
outstanding  service  to  the  University.  President  J.  L. 
Morrill  of  the  University  presented  the  medal  to  Dr. 
Balfour  during  the  convocation  held  in  Northrop  Mem- 
orial Auditorium  marking  the  99th  anniversary  of  the 
University’s  founding  by  the  Minnesota  territorial 
legislature. 

Plans  for  a 10-story  diagnostic  clinic  building  to  cost 
an  estimated  ^12,000,000  have  been  announced  by  Dr. 
A.  R.  Barnes,  chairman  of  the  board  of  governors  of 
the  Mayo  Clinic.  The  building  will  house  nearly  all  the 
facilities  to  be  used  by  patients  and  will  be  constructed 
by  Mayo  Association,  holding  company  for  the  clinic 
properties. 

The  present  clinic  building,  completed  in  1929  at  a 
cost  of  nearly  3 million  dollars,  will  be  used  for  profes- 
sional and  medical  graduate  education,  therapeutics  and 
laboratory  facilities. 

The  new  structure  will  be  located  in  the  block  west 
of  the  present  clinic  building  and  will  occupy  space 
where  the  present  Mayo  Foundation  Museum  of  Hy- 
giene and  Medicine  now  stands.  Construction  is  sched- 
uled to  start  August  1 and  will  require  three  and  one- 
half  to  four  years  to  complete. 


Dr.  Albert  M.  Snell,  who  went  to  the  Mayo  Clinic 
a quarter  century  ago  from  Mankato,  resigned  from  the 
Mayo  staff  recently  to  enter  private  practice  at  Palo 
Alto,  Calif.  Dr.  Snell  was  on  the  staff  of  the  Mankato 
Clinic  for  about  three  years  before  going  to  Rochester 
in  early  192^. 

Dr.  Theodore  B.  Rasmussen,  professor  of  surgery  and 
chief  of  the  division  of  neurosurgery  at  the  University 
of  Chicago,  gave  the  University  of  Minnesota  j.  B. 
Johnston  lecture  in  neurology  on  January  31.  His  sub- 
ject was  "Cortical  Localization.” 

Dr.  Rasmussen  is  the  first  University  of  Minnesota 
medical  school  graduate  to  give  the  Johnston  lecture, 
scheduled  annually  in  honor  of  the  former  professor  of 
neurology  and  dean  of  the  college  of  science,  literature 
and  the  arts  at  the  University. 

Dr.  Ralph  Ro.sscn,  the  state’s  first  commissioner  of 
mental  health,  was  given  his  official  commission  by  Gov. 
Luther  W.  Youngdahl  February  2 at  a public  dinner 
honoring  him.  Formerly  superintendent  of  the  Hastings 
state  hospital.  Dr.  Ros.sen  was  appointed  to  the  post 
effective  January  1. 


A native  of  Hibbing,  Minn.,  he  is  a graduate  of  Uni- 
versity of  Minnesota  Medical  School  and  holder  of  ad- 
vanced degrees  in  psychiatry  and  neurology. 

At  St.  Peter  state  hospital  in  1936  Dr.  Rossen  helped 
the  late  Charles  Frawley  initiate  the  non-restraint  re- 
habilitation treatment  now  prescribed  as  standard  for 
Minnesota’s  seven  mental  hospitals.  He  became  Has- 
tings superintendent  in  1938,  returning  there  after  serv- 
ice as  a lieutenant  commander  in  the  navv  in  World 
War  II. 

As  mental  health  commissioner.  Dr.  Rossen  will  stress 
professional  staff  training  for  improved  patient  care  and 
cure,  and  scientific  research  into  psychic  and  physical 
cause  and  treatment  of  mental  illness. 


Mayo  clinic  psychiatric  staff  members  will  give  ad- 
vanced training  to  doctors  in  Minnesota’s  state  hospital 
system  under  an  e.xtension  of  the  mental  health  program 
announced  by  Governor  Youngdahl. 

The  psychiatric  specialization  program  has  been 
worked  out  jointly  by  Dr.  Francis  J.  Braceland,  head  of 
the  Mayo  psychiatric  section  at  Rochester;  Dr.  Magnus 
C.  Peterson,  Rochester  state  hospital  superintendent,  and 
Dr.  Ralph  Rossen,  newly  appointed  state  commissioner  of 
mental  health. 

Each  of  Minnesota’s  seven  state  hospitals  eventually 
would  be  a training  and  research  center  under  the 
program. 


Minneapolis  Maternity  Hospital  has  established  what 
Its  staff  physicians  believe  to  be  a record  in  6,845  con- 
secutive maternity  cases  without  a death  among  the 
mothers. 

Recent  records  have  been  reported  from  hospitals  in 
the  following  cities;  Halifax,  Nova  Scotia,  5,390  con- 
secutive cases  without  the  death  of  a mother;  Chicago, 

111.,  5,641  cases  and  Madison,  Wis.,  5,500. 

Maternity  hospital’s  records  ran  from  April  1940  to 
August  1947.  Since  May  1948  there  have  been  2,288 
cases  without  a mother’s  death. 

During  the  past  13  years  there  have  been  only  three 
deaths  of  mothers  in  13,009  cases  for  a rate  of  .023  per 

1.000.  The  national  average  maternal  mortality  is  1.3 
deaths  per  1,000. 

A new  neurologic  center  was  dedicated  at  Glenwood 
Hills  Hospital  recently.  The  ^250,000  neurologic  cen- 
ter will  be  the  Upper  Midwest’s  first,  other  than  mili- 
tary and  veterans’  installations. 

It  will  treat  and  retrain  victims  of  nervous  system 
diseases  such  as  polio,  multiple  sclerosis,  paralySis,  speech 
di.sorders  and  many  more.  The  new  unit  will  include 
capacity  for  40  bed-patients  and  40  out-patients.  Neur- 
ologists and  neurosurgeons  will  serve  on  the  staff,  work- 
ing with  occupational,  corrective  and  physical  therapists. 

Glenwood  Hills  to  date  has  been  solely  a psychiatric 
hospital.  The  new  wing  will  aild  a new  psychiatric  floor, 
too,  to  the  hospitals’  old  80-bed  capacity. 
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I Syruj)  Sedulon,  a new,  non-narcotic  couph 
j preparation,  usually  controls  "night  cough” 
I which  robs  the  patient  of  needed  sleep. 

I Svrup  Sedulon,  given  in  therapeutic  doses, 

I seems  to  act  specifically  on  the  cough  reflex 
I without  interfering  with  heart  rate  or 
I respiration.  Because  of  its  mild  sedative 
I effect,  the  patient  sleeps  well,  and  next  day 
! experiences  no  after-eflects.  Sedulon,  the 

I 

I unique  active  ingredient,  has  a wide  maigm 
I of  safety,  is  well  tolerated,  and  remarkably 
1 effective  even  in  persistent  "night  cough.” 
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American  College  Health 
Association  News 

Are  you  anticipating  a vacancy  on  your  staff?  If  you 
wish  to  contact  personnel  seeking  positions  in  college 
health  service,  please  inform  the  secretary.  Her  address 
is;  School  of  Public  Health,  University  of  California, 
Berkeley  5,  California.  This  service  is  conducted  with- 
out e.xpense  to  the  employer  or  employee. 

Requests  have  been  received  for  information  about 
vacancies  from  the  following: 

1.  Male  physicians 

2.  Woman  physician — has  had  about  ten  years  in 
Student  Health  Service 

3.  Psychiatric  case  worker. 

4.  Nurses. 

The  following  institutions  have  requested  that  their 
membership  be  discontinued: 

Jersey  City  Medical  Center — Jersey  City,  N.  J. 

Bennett  College — Greensboro,  North  Carolina. 

Valley  City  State  Teachers  College — Valley  City, 
North  Dakota. 

The  report  of  the  Third  National  Conference  on 
Health  in  Colleges  entitled  A Health  Program  for 
Colleges  is  an  excellent  statement  of  generally  accepted 
standards  for  a total  college  health  program.  The  report 
can  be  used  by  an  institution  to  evaluate  its  program, 
facilities,  and  activities.  Orders  for  the  book  should  be 
sent  to  L.  W.  Holden,  M.D.,  University  of  Colorado, 
Boulder,  Colorado,  with  a check  for  ^1.25. 


Deaths 


Dr.  William  H.  Gaugh,  90,  retired  Granada,  Minn., 
physician,  died  December  7th.  At  the  time  of  his  retire- 
ment in  1939  he  was  the  oldest  practicing  physician  in 
Minnesota. 

Dr.  M.  J.  Hammond,  73,  of  Watertown,  S.  D.,  died 
December  9.  Associated  with  the  Northwestern  Clinic 
for  many  years,  he  was  chief  of  staff  at  Luther  hospital 
in  1938. 

Dr.  Charles  L.  Rodgers,  67,  died  December  D at  Min- 
nesota Soldiers  Home,  Minneapolis.  Dr.  Rodgers  had 
been  medical  officer  at  the  home  for  several  years.  He 
was  a native  of  Farmington,  Minn. 

Dr.  B.  F.  Bettelheim,  resident  of  Spearfish,  S.  D.,  for 
36  years,  died  there  December  20. 

Dr.  George  Douglas  Head,  79,  Minneapolis  physician 
for  53  years,  died  December  19.  He  was  the  first  doctor 
in  Minneapolis  to  specialize  m internal  medicine. 


A native  of  Elgin,  Minn.,  Dr.  Head  was  a graduate 
of  University  of  Minnesota  Medical  School,  and  was 
professor  of  clinical  medicine  at  the  university  from 
1902  to  1909.  He  had  served  as  president  of  Hennepin 
County  Medical  Association,  Minnesota  State  Medical 
Association  and  chief  of  staff  at  Abbott  Hospital. 

Dr.  John  Charnley  McKinley,  professor  emeritus  of 
neurology  and  psychiatry  at  University  of  Minnesota, 
died  January  3 at  the  age  of  58.  Retired  in  1945,  when 
he  was  stricken  with  a cerebral  hemorrhage,  Dr.  Mc- 
Kinley was  an  authority  in  his  field. 

Dr.  McKinley,  born  in  Duluth,  received  his  medical 
degree  at  the  University  of  Minnesota  in  1919  and  a 
degree  of  doctor  of  philosophy  in  nervous  and  mental 
diseases  in  1921. 

He  was  named  acting  head  of  the  department  of  medi- 
cine at  the  university  medical  school  in  1932,  at  which 
time  he  was  professor  of  neurology  and  psychiatry.  He 
became  head  of  the  department  of  neurology  and  psy- 
chiatry when  it  was  established  in  1943,  largely  through 
his  efforts. 

Dr.  Jesse  G.  Smith,  Sioux  Falls,  S.  D.,  died  January  7 
after  an  illness  of  more  than  two  years.  He  was  40 
years  of  age. 

Dr.  Frank  W.  Spicer,  71,  prominent  Duluth  physician 
and  a specialist  in  heart  and  internal  diseases,  died 
January  21.  He  had  been  in  active  practice  for  38  years 
and  held  staff  posts  at  St.  Mary’s,  St.  Luke’s  and  Miller 
Memorial  hospitals. 

Dr.  Clinton  Smith,  71,  pioneer  physician  in  Devils 
Lake,  N.  D.,  since  1903,  died  January  22  at  Miami, 
Fla.,  where  he  had  been  spending  the  winter.  His  body 
was  returned  to  Devils  Lake  for  the  funeral. 

Born  in  Allandale,  111.,  Dr.  Smith  took  his  first  year 
of  medicine  at  Louisville,  Ky.,  before  transferring  to 
Northwestern  University,  from  which  he  graduated  in 
1903.  He  is  a charter  member  of  Phi  Beta  Phi  frater- 
nity. He  was  one  of  the  five  pioneer  doctors  who  were 
honored  at  the  annual  meeting  of  the  Devils  Lake 
chamber  of  commerce  in  December. 

Dr.  John  Esser,  66,  practicing  physician  at  Perham, 
Minn.,  for  over  forty  years,  died  January  27. 

Dr.  Esser  was  mayor  of  the  village  for  four  years, 
village  health  officer  for  25  years,  county  health  officer 
for  six  years,  a member  of  the  State  Board  of  Health 
during  1934  and  1935. 

Dr.  Fannie  Dunn  Quain,  lifelong  resident  of  Bis- 
marck, N.  D.,  died  February  2 after  a heart  attack. 
She  was  75  years  old. 

The  daughter  of  a pioneer  druggist,  she  was  believed 
to  be  the  first  person  born  in  North  Dakota  to  graduate 
from  a medical  school  and  practice  medicine  in  the  state 
and  was  among  the  first  women  to  take  up  medicine  as 
a profession. 
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Foreword 

It  is  an  honor  again  to  be  asked  by  Dr.  J.  Arthur  Myers  to  make  a few  introductory 
comments  for  this  issue  of  the  Journal-Lancet  devoted  to  the  subject  of  tuberculosis. 

My  pleasure  in  accepting  this  invitation  is  dampened,  however,  by  noting  that  the  issue 
publishes  the  obituary  of  Dr.  H.  A.  Burns,  long  a leader  in  tuberculosis  control.  Dr.  Burns 
had  only  recently  assumed  the  superintendency  of  Minnesota’s  State  Sanatorium  when  I 
became  an  epidemiologist  in  the  Minnesota  Health  Department  twenty  years  ago.  His 
appointment,  I believe,  was  one  of  the  earliest  instances  of  a physician  with  epidemiological 
training  and  experience  being  placed  in  charge  of  a tuberculosis  hospital.  Shortly  thereafter, 
another  pioneering  step  was  taken  by  his  appointing  a full-time  epidemiologist  to  his  staff. 
This  appointee  happened  to  be  my  classmate  in  the  University  of  Minnesota  Medical  School, 
Dr.  Floyd  M.  Feldmann,  who  is  now  with  me  in  the  National  Tuberculosis  Association. 

One  of  my  earliest  public  health  experiences  was  working  for  a brief  period  with  Dr. 
Feldmann  in  conducting  tuberculin  sensitivity  surveys  in  rural  schools  in  northern  Minne- 
sota, under  the  adverse  conditions  of  Minnesota’s  blizzards,  as  part  of  Dr.  Burns’  program 
of  determining  the  extent  of  tuberculous  infection  in  various  counties  of  Minnesota.  It  is 
with  deep  regret,  therefore,  that  I note  the  occasion  for  the  obituary  in  this  issue. 

As  to  the  other  articles,  I note  with  satisfaction  their  broad  scope — not  only  as  to  subject 
matter,  but  geographically  speaking,  as  well.  In  view  of  the  communicable  nature  of  tuber- 
culosis, it  is  proper  that  physicians  living  in  and  in  the  vicinity  of  Minnesota  where  such 
tremendous  advances  have  been  made  in  the  control  of  tuberculosis  (although  much  still 
remains  to  be  done  even  in  that  area) , should  take  an  interest  in  the  problem  of  tuberculosis 
in  other  sections  and  segments  of  the  population  in  this  country,  and  among  peoples  of  other 
countries,  where  comparable  advances  have  not  thus  far  occurred. 

James  E.  Perkins,  Managing  Director, 
National  T uberculosis  Association 
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Herbert  Arthur  Burns,  M^D. 

Physician,  Epidemiologist,  Educator  and  Benefactor  of  Humanity 

J.  Arthur  Myers,  M.D. 

Miruieapolis,  Minnesota 


PROBABLY  few  physicians  have  outlined  their  profes- 
sional life’s  work  at  such  an  early  age  and  carried 
through  so  completely  as  did  Herbert  A.  Burns.  Mr. 
T.  T.  Allin  (Chicago)  a long-time  personal  friend, 
states  that  Dr.  Burns  decided  to  study  medicine  at  the 
age  of  eighteen  with  the  idea  of  going  into  state  work 
where  he  would  have  time  and  money  to  seek  informa- 
tion which  might  be  helpful  to  other  physicians.  Dr. 
Burns  received  the  degree  of  Doctor  of  Medicine  from 
the  University  of  Minnesota  in  1908.  After  completing 
an  internship,  he  was  associated  with  Dr.  F.  L.  Adair 
in  private  practice  and  became  clinical  instructor  in  ob- 
stetrics at  the  General  Hospital  and  pathologist  at  the 
Swedish  Hospital  m Minneapolis  in  1911.  The  oppor- 
tunity to  enter  state  work  came  in  1912  when  he  was 
appointed  epidemiologist  with  the  State  Board  of  Health. 
He  was  promptly  assigned  to  Rochester  as  acting  health 
officer.  In  this  capacity  in  1912,  he  emphasized  the  im- 
portance of  the  whole-time  health  officer  in  finding  and 
preventing  communicable  diseases  by  pointing  out  that 
for  the  most  part  just  severe  cases  are  seen  by  local  pri- 
vate physicians,  whereas  mild,  concealed  ones  and  car- 
riers are  discovered  only  by  a careful  search  of  the 
population.  In  fact,  during  a five-month  period,  44  per 
cent  of  the  cases  on  his  records  were  reported  by  prac- 
ticing physicians  and  the  remaining  ')6  per  cent  were 
found  by  the  health  officer.  In  this  report,  Dr.  Burns 
pointed  out  that  over  8000  deaths  from  preventable  dis- 
eases were  occurring  in  Minnesota  each  year  which 
showed  how  dearly  the  citizens  paid  for  tolerance  of 
lawless  sources  of  contagious  diseases  in  homes.  He 
observed  that  the  one  great  possibility  of  the  whole-time 
health  officer  is  the  creation  of  a public  sentiment  which 
will  not  tolerate  sources  in  homes  to  become  spreaders 
in  communities.  At  that  time,  diarrheal  diseases  of 
babies  was  prevalent  and  highly  fatal,  accounting  for 
6167  deaths  among  babies  in  Minnesota  from  1909 
to  1913.  He  said:  "The  business  of  being  a baby  in 
Minnesota  during  the  summer  months  is  accompanied 
by  a greater  hazard  than  that  of  being  a soldier  in 
time  of  war.” 

Dr.  Burns  lived  to  enjoy  the  fruits  of  his  labors.  For 
example,  when  he  made  the  1912  report,  2330  deaths 
(mortality  rate  109.0  per  100,000)  occurred  from  tuber- 
culosis, whi  le  only  503  (mortality  rate  17.1  per  100,000) 
died  in  1948  in  Minnesota.  There  were  only  28  cases 
of  typhoid  with  four  deaths  in  1948,  and  not  a single 
case  of  smallpox  was  reported  in  1948  and  1949.  The 
last  death  from  smallpox  occurred  in  1941.  In  1948, 
there  were  only  15  deaths  from  diphtheria,  14  from 
whooping  cough,  1 1 from  measles  and  three  from  scarlet 


Herbert  Arthur  Burns,  M.D. 


fever.  Diarrheal  diseases  of  babies  had  almost  disap- 
peared. By  1948  the  State  Board  of  Health  had  grown 
to  a large  and  effective  organization,  with  eight  fine 
district  health  units  located  in  strategic  places. 

In  the  spring  and  fall  of  1914,  working  with  Dr. 
C.  C.  Pratt,  health  officer  of  Mankato,  Dr.  Burns  con- 
ducted a tuberculosis  survey  in  Blue  Earth  County.  This 
consisted  mainly  of  visiting  families  and  making  con- 
tacts where  deaths  from  tuberculosis  had  occurred  or 
where  there  were  open  cases  in  homes.  They  brought 
to  light  27  previously  unreported  cases  of  tuberculosis. 
Seventeen  of  these  persons  were  contagious  and  some 
were  working  as  housemaids,  seamstresses,  as  sales  girls 
in  candy  stores,  etc. 

During  the  next  few  years.  Dr.  Burns’  career  carried 
him  into  various  epidemics  such  as  diphtheria  and  ty- 
phoid fever  and  included  a great  deal  of  work  in  epi- 
demiology of  tuberculosis.  He  was  so  persistent  and 
methodical  that  he  nearly  always  succeeded  in  locating 
carriers. 
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He  was  granted  a leave  of  absence  to  serve  in  the 
Medical  Corps  of  the  United  States  Army  in  Novem- 
ber, 1917.  He  entered  the  Army  as  first  lieutenant  and 
served  as  sanitary  inspector  at  Camp  Lewis,  American 
Lake,  Washington,  where  he  issued  an  elaborate  report 
of  his  work  from  January  to  December,  1918.  His 
training  and  experience  as  an  epidemiologist  placed  him 
in  good  stead  to  control  contagious  diseases  among  the 
72,334  recruits  admitted  to  the  camp  during  the  year. 
He  promptly  made  an  epidemiological  study  of  acute, 
upper  respiratory  infections  and  recommended  methods 
of  control.  It  is  believed  that  this  was  responsible  in 
no  small  way  for  Camp  Lewis  having  the  lowest  death 
rate  as  well  as  the  lowest  incidence  of  influenza  during 
the  1918  epidemic  of  any  military  installation  in  the 
United  States.  He  was  separated  from  military  service 
with  the  rank  of  captain  in  April,  1919. 

Tuberculosis  among  veterans  so  interested  him  that 
he  resigned  as  epidemiologist  with  the  Minnesota  De- 
partment of  Health  in  1920  and  engaged  in  field  work 
as  supervisor  of  tuberculosis  trainees,  first  with  the 
United  States  Public  Health  Service  and  later  the 
United  States  Veterans  Bureau.  During  the  period 
1920-28,  Dr.  Burns  was  also  an  active  member  of  the 
Lymanhurst  medical  staff,  and  for  a few  years  was  on 
the  Parkview  Sanatorium  staff.  He  also  participated  in 
teaching  physical  diagnosis  in  the  School  of  Medicine 
at  the  University  of  Minnesota. 

In  1928  he  resigned  from  the  Veterans  Bureau  and 
accepted  the  assistant  superintendency  of  the  Minnesota 
State  Sanatorium,  Ah-gwah-ching,  and  became  superin- 
tendent and  medical  director  in  1929.  His  long  years 
of  study  and  experience  qualified  him  admirably  for  this 
position.  He  did  not  believe  that  a sanatorium  staff 
should  limit  itself  to  the  care  of  sick  patients,  but  that 
it  should  be  actively  engaged  in  field  work  searching 
for  contagious  cases  of  tuberculosis  as  well  as  others  with 
less  extensive  disease  which  had  not  become  contagious. 
In  this  effort  to  stop  the  spread  of  tubercle  bacilli  in 
the  area  which  his  sanatorium  served,  he  introduced 
epidemiology  and  his  sanatorium  was  the  first  in  the 
j state  and  probably  first  in  the  nation  to  employ  a full- 
! time  epidemiologist. 

A preventorium  building  had  recently  been  erected 
on  the  sanatorium  grounds  which  Dr.  Burns  promptly 
converted  for  the  housing  of  contagious  cases  of  tuber- 
culosis. He  could  see  no  value  in  taking  the  child  with 
simple,  primary  tuberculosis  from  his  home,  either  from 
the  standpoint  of  the  individual’s  health  or  the  protec- 
tion of  the  community. 

Believing  that  every  practicing  physician  should  be 
constantly  on  the  lookout  for  tuberculosis,  he  put  forth 
effort  to  encourage  and  stimulate  interest  of  physicians 
in  this  disease  in  the  44  counties  he  served.  For  ex- 
ample, tuberculin  diluted  ready  for  administration  was 
distributed  without  charge.  Physicians  in  the  area  could 
have  free  consultation  with  sanatorium  staff  members 
whenever  they  desired.  Those  who  had  questionable 
x-ray  films  of  the  chest  of  members  of  clientele  were 
encouraged  to  send  them  to  the  state  sanatorium  for 


reading.  This  also  applied  to  mass  x-ray  surveys  through- 
out his  area.  He  personally  read  the  many  thousand 
films  sent  to  him  annually  and  reported  to  physicians 
promptly. 

As  soon  as  he  became  superintendent.  Dr.  Burns 
began  to  convert  the  state  sanatorium  from  a domiciliary 
institution  to  a hospital.  He  appointed  consultants  to 
the  staff  in  nearly  all  major  branches  of  medicine  and 
surgery  so  that  patients  who  developed  non-tuberculous 
conditions  were  promptly  diagnosed  and  treated.  He 
early  arranged  to  have  all  patients  in  need  of  chest 
surgery  transferred  to  the  University  of  Minnesota 
Hospitals.  As  this  was  a distance  of  some  200  miles, 
he  improvised  an  ambulance  and  often  accompanied  the 
patients.  It  was  he  who  stimulated  the  organization  of 
a special  chest  service  at  the  University  Hospital  where 
his  patients  could  be  admitted  for  unusual  diagnostic 
problems  and  surgery.  He  later  arranged  for  a full- 
time resident  surgeon  at  the  sanatorium  who  did  all  of 
the  general  and  chest  surgery  in  the  institution.  This 
was  continued  for  some  time,  but  the  isolation  of  the 
institution  made  it  difficult  to  retain  a resident  surgeon, 
so  he  procured  the  services  of  Dr.  T.  J.  Kinsella,  who 
still  goes  to  the  institution  periodically  and  performs  the 
chest  surgery.  Other  excellent  staff  members  were  select- 
ed so  that  for  many  years  patients  of  the  state  sana- 
torium have  had  fine  medical  and  surgical  service. 

Dr.  Burns  recognized  at  once  his  responsibility  in 
protecting  sanatorium  personnel  against  contagion.  He 
developed  an  effective  contagious  disease  technique  and 
insisted  that  it  be  practiced  as  rigidly  as  possible.  His 
sizable  pamphlet  on  this  subject  was  made  available  to 
both  patients  and  personnel  and  was  greeted  by  the  ex- 
cellent cooperation  of  all  concerned.  From  1935  to  1939 
the  sanatorium  buildings  were  almost  completely  remod- 
eled thus  converting  the  institution  into  one  of  the 
finest  physical  plants  to  be  found  anywhere. 

A considerable  number  of  Indians,  mostly  Chippewas, 
reside  in  the  area  served  by  the  State  Sanatorium. 
Tuberculosis  mortality  rates  among  them  were  several 
times  higher  than  that  among  Caucasians  of  the  same 
area.  It  was  obvious  to  Dr.  Burns  that  this  problem 
must  be  solved  not  only  for  the  Indians  themselves, 
but  also  for  many  of  their  white  countrymen  with  whom 
they  were  in  contact.  He  began  immediately  to  admin- 
ister the  tuberculin  test,  make  x-ray  inspections  of  the 
chests  of  reactors  and  recommend  isolation  and  treat- 
ment for  those  with  contagious  disease.  Almost  no 
attention  had  been  paid  to  tuberculous  Indians  until 
1926  when  an  old  school  house  was  converted  into  a 
24-bed  domiciliary  institution  called  a sanatorium.  In 
cooperation  with  the  State  Board  of  Health,  Dr.  Burns 
contacted  government  authorities  which  resulted  (1934) 
in  the  erection  of  a special  building  for  117  Indians  on 
the  state  sanatorium  grounds.  As  patients,  they  were 
found  more  cooperative  than  had  been  predicted.  Con- 
tagious cases  were  removed  from  the  reservation  and 
Indian  communities  and  in  due  time  a decrease  in  mor- 
tality rates  was  observed.  In  fact,  in  1937  the  tubercu- 
losis mortality  rate  among  Indians  was  529  per  100,000 
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population,  but  only  144  in  1948.  Dr.  Burns  became 
one  of  America’s  best  students  of  tuberculosis  among 
Indians  and  demonstrated  that  the  Indian  does  not  pos- 
sess an  inherent  susceptibility  to  tuberculosis,  that  he 
resists  the  disease  as  Caucasians  do  and  that  he  responds 
to  treatment  in  like  manner.  The  serious  problem  that 
had  existed  for  so  long  among  the  Indians  is  now  attrib- 
uted to  social  conditions  as  the  result  of  neglect  to  ex- 
tend the  tuberculosis  control  program  to  them. 

In  1919,  Dr.  Burns  prepared  a manuscript  on  "Con- 
tagious Disease  Control  in  State  Institutions.”  He  was 
aware  of  a tuberculosis  problem  of  considerable  magni- 
tude in  such  hospitals.  When  the  opportunity  came  in 
1934,  he  conducted  a tuberculosis  survey  in  Minnesota’s 
nine  institutions  for  the  mentally  ill.  Apparently  this 
was  the  first  time  such  a survey  had  been  conducted  on 
a state-wide  basis  in  this  country.  He  found  that  82 
per  cent  of  the  inmates  and  72  per  cent  of  the  personnel 
reacted  to  tuberculin.  These  figures  were  much  higher 
than  among  persons  in  the  general  population.  X-ray 
inspection  of  the  chests  of  inmates  revealed  shadows 
thought  to  represent  lesions  of  the  reinfected  type  of 
pulmonary  tuberculosis  in  11.2  per  cent,  while  such  evi- 
dence was  present  in  4.2  per  cent  of  personnel  members. 
Examinations  were  completed  for  tuberculin  reactors 
with  shadow  casting  lesions  and  sizable  numbers  of  both 
patients  and  personnel  were  found  to  have  contagious 
tuberculosis.  He  emphasized  that  this  problem  was  the 
most  urgent  one  in  anv  population  group  of  the  state. 

As  superintendent  of  the  State  Sanatorium  with  a 
large  tuberculosis  control  program  under  way  it  was 
impossible  for  him  to  attempt  to  solve  the  problem  in 
the  institutions  for  the  mentally  ill  at  that  time,  although 
he  frequently  called  attention  to  its  seriousness.  The 
opportunity  came  in  1942,  when  he  was  relieved  of  duties 
at  the  State  Sanatorium  and  was  appointed  chief  of  a 
newly  created  Tuberculosis  Control  Unit  in  the  Division 
of  State  Institutions.  Immediately  he  instituted  admis- 
.sion  and  pre-employment  examinations  and  an  annual 
survey  of  both  patients  and  personnel.  He  knew  the 
problem  could  not  be  solved  as  long  as  persons  with  con- 
tagious disease  were  in  contact  with  other  patients  and 
no  protection  was  afforded  personnel. 

There  was  no  single  state  institution  to  which  all 
tuberculous  patients  could  be  transferred  and  kept  under 
strict  isolation.  The  next  best  course  was  to  find  smaller 
places  in  four  different  hospitals  where  tuberculosis 
units  could  be  established  and  all  patients  transferred 
to  them.  Although  this  was  a long  step  towards  the  solu- 
tion of  the  problem,  it  was  handicapped  by  administra- 
tive difficulties  and  no  unit  was  large  enough  to  attract 
well-trained,  full-time  experts  in  diseases  of  the  chest. 

Despite  his  strong  desire  to  pre.ss  on  with  the  control 
of  tuberculosis  in  institutions  for  the  mentally  ill,  his 
loyalty  to  the  nation  was  so  great  that  he  volunteered 
for  military  service  in  World  War  II  and  was  accepted 
with  the  rank  of  major  in  1944.  He  was  eager  to  par- 
ticipate in  the  tuberculosis  work  in  either  the  Pacific  or 
European  theatres  of  war.  This  was  precluded  by  his 
age  and  he  was  assigned  to  tuberculosis  work  among 
veterans. 


On  separation  from  military  service  in  1946,  he  re- 
turned to  the  direction  of  the  Tuberculosis  Control  Unit 
of  the  State  Division  of  Institutions.  Until  a perma- 
nent arrangement  could  be  made  at  the  Veterans  Hos- 
pital, he  also  continued  there  as  acting  chief  of  the 
Tuberculosis  Service  by  special  petition  of  the  patients. 

Dr.  Burns  never  lost  sight  of  the  original  goal  and 
he  persisted  in  his  efforts  to  have  all  tuberculous  men- 
tally ill  patients  segregated  in  one  unit.  On  the  recom- 
mendation of  Governor  Youngdahl,  the  state  legislature 
of  1949  made  provision  whereby  an  adequate  building 
is  to  be  made  available  at  the  Anoka  State  Hospital, 
less  than  20  miles  from  the  University  of  Minnesota 
School  of  Medicine.  Here,  the  patient  body  should  be 
large  enough  to  attract  resident  physicians  and  consult- 
ants in  all  phases  of  medicine  and  surgery  will  be  readily 
available.  Thus,  through  his  ingenuity,  foresigKt  and 
understanding  the  most  serious  tuberculosis  problem  in 
his  state  was  well  on  its  way  to  solution.  In  1939,  just 
before  Dr.  Burns  became  chief  of  the  Tuberculosis  Con- 
trol Unit  in  the  Division  of  Public  Institutions,  the  tu- 
berculosis mortality  rate  in  the  hospitals  for  the  mentally 
ill  was  1293  per  100,000,  but  by  1948  it  had  been  re- 
duced to  714.  In  the  state  prison,  where  many  cases 
of  tuberculosis  and  deaths  occurred  each  year  for  so 
long.  Dr.  Burns’  program  was  also  effective.  In  fact, 
from  1941  to  1949  there  were  only  seven  proved  cases 
and  no  death  in  this  institution. 

He  longed  to  live  until  the  building  for  the  tubercu- 
lous mentally  ill  was  completed  at  the  Anoka  State  Hos- 
pital and  contagion  was  removed  from  all  of  the  other 
state  institutions.  When  he  realized  that  this  would  not 
be  possible,  he  experienced  deep  satisfaction  from  the 
assurance  of  Governor  Luther  Youngdahl,  Carl  J.  Jack- 
son,  Director  of  the  Division  of  Public  Institutions,  and 
Edmund  W.  Miller,  Superintendent  of  the  Anoka  State 
Hospital,  that  they  would  carry  out  his  plans  to  the  letter 
and  thus  his  goal  would  be  attained.  He  had  a fine 
library,  containing  many  old  and  rare  volumes,  which 
he  gave  to  the  tuberculosis  division  of  the  Anoka  State 
Hospital  for  use  of  those  who  were  to  follow  him. 

Dr.  Burns  had  always  been  in  excellent  health.  How- 
ever, in  the  cour.se  of  a routine  examination  late  in 
1947,  a mass  was  palpated  in  the  region  of  his  left 
kidney.  This  was  removed  in  January  1948  and  found 
to  be  a hypernephroma.  It  had  caused  no  symptom  and 
there  was  considerable  hope  that  it  had  not  yet  metas- 
tasized. Following  convalescence  from  surgery,  he  re- 
sumed work,  and  while  he  manifested  the  same  ambition 
as  formerly,  he  was  physically  unable  to  procure  the  cor- 
responding energy  output.  Early  in  July  1949  he  suf- 
fered a massive  brain  hemorrhage  and  died  on  the  eighth. 
The  hypernephroma  was  found  to  have  metastatized  to 
.several  places,  none  of  which  had  caused  symptoms  and 
apparently  was  not  responsible  for  his  death. 

Mrs.  Burns  was  a constant  .source  of  inspiration  and 
help.  Before  marriage  she  was  engaged  in  public  health 
nursing.  She  enlisted  in  military  service  during  World 
War  I and  spent  considerable  time  in  Europe.  Her 
training  and  professional  experience  provided  her  with 
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a great  deal  of  information  on  tuberculosis  and  a fine 
understanding  of  Dr.  Burns’  activities  in  this  field. 

Throughout  his  professional  life,  Dr.  Burns  exhibited 
energy  and  endurance  which  far  surpassed  that  of  most 
men.  He  was  six  feet,  two  inches  tall,  usually  weighed 
about  225  pounds,  and  was  physically  powerful.  His 
mental  capacities  seemed  unlimited.  Undoubtedly  he 
possessed  more  information  concerning  all  phases  of  tu- 
berculosis than  any  other  Minnesotan. 

He  was  usually  far  in  advance  of  his  time.  Being 
such  a thorough  student  of  tuberculosis,  he  devoted  so 
much  thought  to  methods  of  controlling  it  that  he  fre- 
quently outlined  procedures  and  discussed  plans  which 
could  not  materialize  until  many  years  later.  Thus  per- 
sons with  shorter  vision  often  criticized  and  referred  to 
him  as  a visionary  idealist.  From  the  earliest  work  on 
streptomycin  in  tuberculosis  at  the  Mayo  Clinic,  Dr. 
Burns  visualized  the  possibilities  of  this  antibiotic.  While 
he  was  in  the  Army  from  1944  to  1946,  working  on  the 
tuberculosis  service  of  the  Veterans  Hospital  and  before 
streptomycin  was  available  to  the  Veterans  Administra- 
tion, he  had  three  patients  whose  disease  was  progress- 
ing so  rapidly  that  he  believed  nothing  but  streptomy- 
cin would  help  them.  Therefore,  he  made  arrangement 
with  Dr.  H.  C.  Hinshaw  to  have  these  patients  trans- 
ferred to  the  Mayo  Clinic  where  the  drug  was  on  trial. 
When  he  was  separated  from  service,  the  patients  at 
the  Veterans  Hospital  were  so  fond  of  him  that  they 
petitioned  for  his  return.  He  was  so  desirous  of  helping 
them  that  he  made  considerable  sacrifice  to  serve  for 
several  months  as  acting  chief  of  the  tuberculosis  service 
on  a part-time  basis.  He  was  still  so  convinced  that  strep- 
tomycin would  help  many  of  the  veterans  that  he  was 
greatly  vexed  that  this  drug  was  still  not  available  in 
sufficient  quantity  through  the  Veterans  Administration. 
He  wrote  long  letters  to  the  central  office  in  Washing- 
ton, pleading  for  just  enough  streptomycin  for  a few 
of  his  more  seriously  ill  patients  who  he  thought  would 
soon  pass  the  time  when  anything  would  be  of  avail. 
He  was  seriously  criticized  by  those  who  thought  he  was 
overestimating  the  value  of  streptomycin. 

Dr.  Burns  had  long  known  that  everyone  who  reacts 
to  tuberculin  has  tuberculous  lesions.  He  realized  that 
if  an  efficacious  drug  were  available,  it  would  be  most 
effective  when  administered  as  soon  as  possible  after 
tubercle  bacilli  invade  tissues.  Therefore,  persons  whose 
sensitivity  to  tuberculin  had  recently  been  established 
should  receive  such  a drug  immediately  while  the  lesions 
are  small  and  vascular  and  it  might  be  brought  into 
immediate  contact  with  tubercle  bacilli  through  the  blood 
stream.  He  outlined  a project  for  periodical  testing  of 
nontuberculin  reactors  among  the  children  in  one  of  the 
institutions  for  the  mentally  ill.  Whenever  a child  was 
found  to  have  recently  become  allergic  to  tuberculin, 
streptomycin  was  to  be  promptly  administered.  He  pro- 
cured a grant  from  the  United  States  Public  Health 
Service,  but  before  the  project  was  started,  it  was  found 
that  streptomycin  is  not  a germicide,  but  has  only  a 
suppressive  effect  on  tubercle  bacilli.  It  had  also  been 
learned  that  among  persons  treated  with  this  drug  or- 


ganisms emerge  which  are  resistant  to  it.  Despite  his 
enthusiasm,  these  facts  convinced  Dr.  Burns  that  strep- 
tomycin was  not  the  drug  for  his  study.  Therefore,  he 
withdrew  the  project,  but  planned  to  make  another  re- 
quest for  funds  should  a safe  drug  be  discovered  which 
would  destroy  tubercle  bacilli  in  human  tissues. 

He  had  a large  store  of  knowledge  on  a wide  variety 
of  subjects  both  in  and  out  of  the  field  of  medicine. 
In  addition  to  his  busy  professional  life,  he  found  time 
to  devote  to  several  hobbies.  He  took  great  delight  in 
growing  several  varieties  of  flowers  and  was  a frequent 
exhibitor  and  prize  winner  at  flower  shows.  He  had 
collected  and  was  growing  nearly  every  kind  of  iris  ob- 
tainable. Over  the  years  he  assembled  one  of  the  finest 
collections  of  early  American  glass  in  this  country.  This 
was  gathered,  piece  by  piece,  from  various  parts  of  the 
United  States.  His  interest  in  philately  resulted  in  a 
large  collection  of  stamps.  He  had  a valuable  accumu- 
lation of  Indian  relics,  a collection  of  old  and  rare  books, 
a large  number  of  phonograph  records  of  classical  music 
and  a complete  collection  of  woodsman’s  tools. 

When  he  became  superintendent,  the  State  Sana- 
torium had  a herd  of  grade  Holstein-Friesian  cattle 
which  supplied  it  with  dairy  products.  He  detected  a 
few  cases  of  brucellosis  among  the  patients  and  traced 
the  disease  to  the  cattle  herd.  Immediately  all  animals 
with  this  disease  were  slaughtered.  On  July  1,  1930, 
the  Sanatorium  became  the  first  state  institution  to  in- 
troduce pasteurization  of  milk. 

Dr.  Burns  began  to  replace  the  grade  cattle  with  regis- 
tered purebred  Holstein-Friesian  animals  in  1929.  By 
1933  the  average  butterfat  production  of  the  28  cows 
was  583.5  pounds,  which  was  the  highest  record  in  the 
state  for  herds  of  over  20  cows.  By  means  of  periodic 
tests  for  such  diseases  as  tuberculosis  and  brucellosis, 
the  herd  was  kept  free  from  diseases  transmissible  to 
people. 

He  entered  into  a reforestation  project  of  a sizable 
part  of  the  Sanatorium’s  885  acres,  growing  some  of  the 
pine  seedlings  himself.  From  1936  to  1941  he  was  re- 
sponsible for  planting  an  average  of  50,000  young  pine 
trees  a year.  He  was  deeply  interested  in  art  and  painted 
a number  of  scenes  in  the  beautiful  Leech  Lake  region 
adjacent  to  the  Sanatorium. 

Ornithology  was  another  enjoyable  hobby.  He  was 
especially  interested  in  migration  of  birds  and  banded 
many  species  in  the  vicinity  of  the  State  Sanatorium. 
On  Pipe  Island  in  Leech  Lake,  the  common  tern  has  a 
rookery.  Dr.  Burns  banded  several  thousand  of  these 
birds,  and  was  notified  of  returns  as  far  away  as  Argen- 
tina. On  one  occasion  Professor  W.  J.  Breckenridge, 
of  the  Minnesota  Museum  of  Natural  History,  accom- 
panied him  to  Pipe  Island  and  made  a motion  picture 
film  for  his  museum  collection  on  bird  life  in  Minne- 
sota. 

Dr.  Burns  rose  early  each  morning  and  rarely  retired 
until  well  after  midnight.  A vacation,  as  such,  was  un- 
heard of  in  his  busy  life.  He  was  so  captivated  by  his 
professional  activities  that  his  work  was  recreation.  This 
fact,  together  with  his  great  diversity  of  interests,  is 
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probably  the  secret  of  his  long  days  of  activity  over  so 
many  years  without  a semblance  of  fatigue  or  ill  health. 

For  a long  time  Dr.  Burns  held  membership  in  the 
National  Tuberculosis  Association  and  the  American 
Sanatorium  Association  (American  Trudeau  Society 
since  1939) . He  was  a staunch  member  of  the  American 
College  of  Chest  Physicians,  having  served  for  many 
years  on  the  Committee  on  Chest  Diseases  in  Penal 
Institutions  and  Hospitals  for  the  Mentally  111.  He  was 
an  exceedingly  valuable  member  of  the  Committee  on 
Tuberculosis  of  the  Minnesota  State  Medical  Association 
and  a similar  committee  of  the  American  School  Health 
Association.  On  the  latter  committee,  he  played  an  im- 
portant part  in  arranging  for  certification  of  schools 
with  reference  to  tuberculosis  control  programs  in  prog- 
ress. 

He  had  a retiring  manner  and  almost  never  indulged 
in  controversy  in  medical  meetings.  He  never  talked 
about  salary  or  personal  financial  gain.  His  conversation 
always  centered  around  the  destruction  and  prevention 
of  disease  and  service  to  humanity. 

He  was  not  given  to  flattery  nor  did  he  receive  it  well. 
When  asked  for  an  opinion  he  stated  it  briefly  and 
frankly,  regardless  of  whether  it  agreed  or  conflicted 
with  those  to  whom  he  spoke.  Thus,  his  associates  knew 
exactly  where  he  stood  on  every  issue.  These  sterling 
qualities  often  gave  the  wrong  impression  to  casual  ac- 
quaintances, but  they  gained  for  him  the  highest  respect, 
admiration  and  confidence  of  those  who  knew  him  well. 
He  was  thoroughly  honest,  truthful  and  sincere.  He 
intended  no  harm  to  anyone.  There  was  nothing  worth- 
while that  he  would  not  do  for  a friend  or  any  good 
cause. 

He  was  never  guilty  of  discrediting  the  work  of  others 
or  attempting  to  destroy  anyone’s  reputation  for  his  own 
personal  advancement.  At  the  same  time,  he  would  vig- 
orously uphold  his  convictions.  He  never  sought  promo- 
tion or  fame  by  questionable  methods.  He  had  the 
courage  to  enter  into  any  situation,  regardless  of  the 
amount  or  strength  of  the  opposition.  Not  infrequently 
he  took  a firm  stand  for  what  he  believed  to  be  right 
with  the  full  knowledge  that  it  might  even  cost  him 
his  position. 

Thus,  Dr.  Burns  pioneered  in  several  projects  which 
have  been  adopted  as  standard  procedures  in  tuberculosis 
control.  He  always  struck  squarely  and  forcefully  at  the 
tubercle  bacillus  and  never  tolerated  slipshod  or  short- 


cut methods,  or  those  based  on  theory  for  which  there 
is  no  satisfactory  premise.  He  never  went  on  tangential 
excursions,  but  hewed  straight  to  the  line.  His  entire 
professional  life  was  in  a direct  course  toward  the  goal 
of  eradication  of  tuberculosis.  This  enabled  him  to  make 
such  outstanding  accomplishments  of  world-wide  value 
in  a lifetime  of  66  years. 

Publications  by  Herbert  A.  Burns 
Three  Years  Experience  in  the  Search  for  Typhoid  Carriers  in 
Minnesota  (with  A.  J.  Chesley,  W.  P.  Greene  and  E.  M. 
Wade).  J.A.M.A.  67:1882,  1917. 

Contagious  Disease  Control  in  State  Institutions.  Eighth  Bien- 
nial Report,  Minnesota  State  Board  of  Health.  1919. 

Home  Treatment  for  the  Tuberculous.  Journal-Lancet  44:161, 
1924. 

Studies  on  Tuberculosis  in  Infancy  and  Childhood  (with  J.  A. 

Myers).  Am.  Rev.  Tuberc.  14:4,  1926. 

Treatment  of  Tuberculosis.  Journal-Lancet  46:291,  1926. 

The  Management  of  Tuberculosis.  Minn.  Med.  13:85,  1930. 
Institutional  Care  of  Tuberculosis.  Minn.  Med.  14:618,  1931. 
Tuberculosis  Survey  in  an  Indian  County  in  Minnesota,  1931- 
32  (with  O.  F.  Ringle  and  F.  F.  Feldmann).  Journal-Lancet 
52:338,  1932. 

Result  of  Collapse  Therapy  in  an  Indian  Sanatorium  (with  W. 

A.  Abbott).  Journal-Lancet  52:611,  1932. 

Tuberculosis  in  the  Indian.  Am.  Rev.  Tuberc.  26:498,  1932. 
The  Physician  and  the  Family  in  Tuberculosis  Control.  Journal- 
Lancet  52:218,  1932. 

Procedure  and  Technique,  Minnesota  State  Sanatorium.  Printed 
Bulletin  about  1933. 

Factors  Influencing  the  Decline  in  the  Tuberculosis  Death  Rate. 
Journal-Lancet  53:411,  1935. 

Control  of  Tuberculosis  Among  Hospital  Personnel.  Hospitals 
10:42,  1936. 

A Study  of  the  Incidence  of  Tuberculosis  in  State  Institutions 
in  Minnesota.  Am.  Rev.  Tuberc.  33:813,  1936. 
Diaphragmatic  Hernia  and  Eventration  of  the  Diaphragm. 
Journal-Lancet  56:454,  1936. 

Late  Results  of  Thoracoplasty  (with  H.  A.  Carlson  and  O.  H. 

Wangensteen).  Minn.  Med.  22:294,  1939. 

An  Analysis  of  149  Tuberculosis  Deaths  During  1940-41. 
Journal-Lancet  63:1  13,  1943. 

Tuberculosis  in  Institutions  for  the  Mentally  111.  Dis.  Chest 
11:4,  1945. 

The  Significance  of  the  Time  Element  in  Tuberculous  Infiltra- 
tions. Dis.  Chest  13:5,  1947. 

Reports  of  Tuberculosis  Control  Unit  published  in  the  biennial 
reports  of  the  State  Division  of  Public  Institutions — the  last 
on  June  30,  1948. 

Numerous  unpublished  reports  to  the  State  Board  of  Health, 
United  States  Army,  etc. 

The  Treatment  of  Plumonary  Tuberculosis  with  Promizole 
(with  W.  H Feldman,  H.  C.  Hinshaw,  K.  H.  Pfuetze  and 
J.  A.  Myers).  Dis.  Chest  16:867,  1949. 

Important  Factors  in  the  Epidemiology  of  Tuberculosis.  Journal- 
Lancet  (in  press). 

The  Epidemiologist  and  Eradication  of  Tuberculosis.  Dis. 
Chest  (in  press). 


TUBERCLJLOSIS  IN  MENTAL  INSTITUTIONS 

One  of  the  great  sources  of  tuberculosis  infection  still  remaining  in  this  country  may 
be  found  among  inmates  of  mental  institutions.  In  1946  there  were  635,769  mental  patients 
in  the  United  States,  and  4,247  of  them  died  of  tuberculosis.  This  is  a rate  of  668.0  per 
100,000  in  contrast  to  36.4  for  the  general  population.  Deaths  from  tuberculosis  in  mental 
institutions  comprised  8.3  per  cent  of  the  total  deaths  from  tuberculosis  in  the  United  States 
during  that  year. — Robert  J.  Anderson,  M.D.,  Pub.  Health  Rep.,  Jan.  7,  1949. 
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Mediastinal  Tumors 

G.  Alfred  Dodds,  M.D.* 

Fargo,  North  Dakota 


Tumors  of  the  mediastinum  are  not  common  lesions 
but  with  the  increased  use  of  mass  x-ray  surveys  and 
routine  roentgenologic  examinations  of  the  chest  they 
are  being  discovered  with  increasing  frequency.  If  the 
malignant  mediastinal  tumors  arising  from  the  lymph 
nodes,  namely  the  lymphoma  group,  are  excluded  then 
it  can  be  generally  stated  that  the  majority  of  medias- 
tinal tumors  are  asymptomatic.  However,  their  success- 
ful treatment  depends  upon  their  detection  and  excision 
before  clinical  signs  become  manifest.  A slow  growing 
tumor  should  not  be  managed  by  a program  of  watchful 
waiting.  A positive  diagnosis  is  mandatory  and  this  is 
afforded,  with  negligible  risk,  by  thoracotomy. 

For  purposes  of  orientation,  the  mediastinum  is  con- 
sidered to  be  the  space  between  the  lungs  bounded  an- 
teriorly by  the  posterior  surface  of  the  sternum  and  pos- 
teriorly by  the  vertebral  column.  Inferiorly,  it  is  limited 
by  the  diaphragm;  superiorly,  by  the  thoracic  inlet. 
Anatomically,  the  mediastinum  is  divided  into  an  an- 
terior portion,  represented  by  a frontal  plane  passing  in 
front  of  the  tracheal  bifurcation,  the  mid-mediastinum 
encompassing  the  trachea  and  its  bifurcation,  and  the 
posterior  portion  containing  the  esophagus,  ascending 
aorta,  thdl-acic  duct,  vagus,  and  sympathetic  nerves.  The 
anterior  mediastinum  is,  in  turn,  subdivided  at  the  angle 
of  Louis  into  the  superior  and  inferior  portion,  the  su- 
perior mediastinum  containing  the  thymus  and  great 
vessels,  the  inferior  portion  the  heart  and  pericardium. 


Practically  any  tumor  can  occur  within  the  medias- 
tinum. There  are  certain  tumors  that  occur  with  greater 
frequency  and  in  a rather  constant  anatomical  location. 
The  most  common  are  the  malignant  tumors  arising 
from  lymph  nodes  comprising  the  lymphoma  group 
(lymphosarcoma,  lymphoblastoma,  Hodgkin’s  disease, 
etc.)  and  the  enlargement  of  hilar  lymph  nodes  due  to 
inflammatory  lesions  such  as  tuberculosis  and  sarcoidosis. 
This  group  of  tumors  occupies  the  area  where  the  con- 
centration of  lymph  nodes  is  greatest,  namely  the  an- 
terior and  mid-mediastinum.  Metastatic  mediastinal  ma- 
lignancy will  occupy  a similar  location.  Exclusive  of  the 
group  of  lymphomas,  the  most  common  tumors  of  the 
anterior  mediastinum  are  the  dermoid  cysts  and  terat- 
omas which  have  been  so  conveniently  and  correctly 
grouped  by  Harrington  ^ as  teratoid  tumors.  These  tu- 
mors are  thought  to  arise  from  the  abnormal  displace- 
ment of  cells  drawn  into  the  chest  by  the  descent  of  the 
heart  and  may  vary  from  simple  dermoid  cysts,  lined 
with  epidermis  and  its  appendages,  to  the  teratoma  con- 
taining derivatives  of  all  three  germinal  layers.  Peri- 
cardial cysts  are  the  next  most  common  tumors  occur- 
ring in  the  anterior  mediastinum.  In  the  midmedias- 
tinum the  bronchiogenic  cyst  is  most  frequently  seen. 
Such  cysts  are  lined  with  ciliated  epithelium,  contain 
bronchial  elements,  and  are  thought  to  represent  the  ab- 
normal development  of  a supernumerary  lung  which 
takes  place  very  early  in  embryonic  life."  These  were 


Figures  1 and  2.  (No. 37891.) 
Postero-anterior  and  lateral 
roentgenograms  of  right  pos- 
terior mediastinal  tumor,  dis- 
covered on  routine  prenatal 
chest  x-ray  examination.  Sur- 
gical specimen  was  a benign 
neurofioroma.  Patient  alive 
and  well  two  and  one-half 
years  following  surgery.  In- 
sert shows  surgical  specimen. 


*Department  of  Thoracic  Surgery,  Fargo  Clinic,  Fargo,  N.  D. 
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previously  considered  as  being  rare  tumors  but  are  be- 
ing reported  with  increasing  frequency.  The  writer  has 
been  able  to  collect  8^  cases  in  the  literature  up  to  Jan- 
uary 1,  1950. The  posterior  mediastinum  har- 
bors the  most  frequently  occurring  mediastinal  tumors, 
namely  those  of  neurogenic  origin.  (Fig.  1 and  2.) 
In  order  of  frequency  these  are  ganglioneuromas,  peri- 
neural fibrohlastomas,  neurofibromas,  and  neurinomas.'^ 
This  predilection  is  obvious  when  one  considers  the  pres- 
ence of  the  intercostal  nerves  and  the  thoracic  sympa- 
thetic chain.  An  occasional  rare  gastro-enteric  cyst  will 
occur  in  the  posterior  mediastinum.  In  the  superior  me- 
diastinum the  majority  of  tumors  arise  from  the  thymus 
and  thyroid.  Thymic  tumors  are  usually  malignant,  sev- 
eral hundred  having  been  reported.”  Of  these,  lympho- 
sarcoma predominates,  tending  to  surround  the  trachea 
and  great  vessels.  (Fig.  3 and  4.)  Carcinoma  of  the 
thymus  is  less  common.  Tumors  of  the  thymus  when 
associated  with  myasthenia  gravis  are  most  likely  to  be 
benign.'” 

The  relative  frequency  of  the  various  mediastinal  tu- 
mors, exclusive  of  the  lymphoma  group,  can  be  summed 
up  by  stating  that  75  per  cent  of  the  tumors  in  the  an- 
terior mediastinum  are  of  teratoid  derivation.  Fifty  per 
cent  of  the  tumors  in  the  mid-mediastmum  are  broncho- 
genic cysts.  Ninety-two  per  cent  of  the  tumors  in  the 
posterior  mediastinum  are  of  neurogenic  origin.  Sixty- 
five  per  cent  of  the  superior  mediastinal  tumors  that 
occupy  the  anterior  half  of  this  space  are  either  thyroid 
adenomas  or  thymomas.' ' 

In  considering  the  symptoms  and  diagnosis  of  medias- 
tinal tumors  it  is  convenient  to  first  consider  the  common 
tumor,  namely  that  of  the  lymphoma  group.  These  tu- 
mors represent  enlarged  hilar  lymph  nodes  and  are  part 
of  a systemic  disease.  The  finding  of  an  anterior  me- 
diastinal mass  in  a patient  with  associated  weight  loss, 
elevated  temperature,  and  cough  in  the  absence  of  pul- 
monary findings  of  an  acute  or  chronic  inflammatory 
process  should  make  one  suspicious  of  the  presence  of 


a lymphoma.  Many  of  these  cases  show  peripheral 
lymph  node  involvement  and  biopsy  of  the  same  will 
substantiate  the  diagnosis.  In  a series  of  174  cases  of 
Fdodgkin’s  disease  reported  by  Jackson  and  Parker,'" 
52  per  cent  showed  mediastinal  lymph  node  involvement 
and  in  only  one  was  there  absence  of  coincident  or 
antecedent  peripheral  lymphadenopathy.  These  tumors 
frequently  show  a bilateral,  irregular  shaped  mediastinal 
mass.  When  one  is  reasonably  certain  that  a lymphoma 
is  present  differentiation  between  this  and  a benign  tumor 
can  be  facilitated  by  the  response  of  the  tumor  to  a test 
dose  of  radiation  therapy.  Our  x-ray  department  has 
used  lOOOr  measured  in  air,  giving  500r  through  two  por- 
tals, anterior  and  posterior.  The  response  to  this  test 
dose  may  be  dramatic  with  complete  disappearance  of 
the  tumor.  (Fig.  4.)  One-third  of  the  lymphomas  are 
slow  in  their  reaction  to  radiation,'*  but  if  after  one 
month  of  therapy  there  is  no  change  in  the  size  of  the 
tumor  an  exploration  should  be  undertaken  to  determine 
the  nature  of  the  lesion  present  rather  than  continuing 
with  further  x-ray  therapy  which  would  make  ultimate 
removal  of  the  mediastinal  lesion  difficult.  There  are 
some  instances  reported  in  the  literature  in  which  a 
mediastinal  lymphoma  has  been  removed  surgically;  in 
each  instance  the  operation  was  undertaken  on  the  as- 
sumption that  the  lesion  was  not  of  lymphoblastic  origin. 
Evans  and  Haight  " recently  reported  four  such  cases. 
Two  of  these  were  Hodgkin’s  and  two  were  lympho- 
sarcoma. One  patient  with  Hodgkin’s  disease  died  seven 
and  three-fourths  years  later  of  recurrence.  The  other 
patients  are  alive  and  apparently  free  of  recurrence  at 
the  end  of  five,  four,  and  two  years  after  surgery.  The 
writer  has  had  this  experience  in  one  case  which  pre- 
operatively  was  considered  to  be  a teratoid  tumor  of  the 
mediastinum.  (Fig.  5 and  6.) 

The  preceding  comments  are  not  to  be  construed  to 
advocate  surgical  extirpation  of  lymphomas  of  the  me- 
diastinum. This  is  not  the  case.  On  the  contrary,  they 
are  to  be  treated  by  radiation  therapy  for,  regardless  of 


I'lgures  3 and  4.  (No.  110- 
005.)  Lympliosarcoina  of  the 
thymus,  roentgenogram  (port- 
able) shows  marked  widening 
of  the  superior  mediastinum, 
obstruction  of  superior  vena 
cava  and  tracheal  compression 
present.  (Figure  4)  Same  pa- 
tient as  shown  in  Figure  3 
after  one  month  roentgen 
therapy.  Asymptomatic  w’ith 
temporary  arrest  of  lympho- 
sarcoma. 
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Figures  5 and  6.  (No. 99460.) 
Postero-anterior  and  lateral 
roentgenogram  shows  a large 
unilateral  anterior  mediastinal 
tumor  in  a 70-year-old  male 
whose  only  symptom  was  an 
unproductive  cough.  No  per- 
ipheral lymphadenopathy.  This 
was  considered  preoperatively 
to  be  a teratoid  tumor. 
Growth  was  removed  without 
difficulty  at  the  time  of  sur- 
gery; pathologic  report  was 
lymphosarcoma.  Insert  shows 
surgical  specimen. 


the  method  of  treatment,  a cure  will  not  be  produced. 
Graver  recently  stated  that  it  was  doubtful  if  anyone 
could  produce  an  authenticated  case  of  cure  in  Hodg- 
kin’s disease  or  lymphosarcoma.  It  is  quite  possible  that 
there  are  other  instances  of  mediastinal  lymphomas  that 
have  been  excised  on  the  assumption  that  the  surgeon 
was  dealing  with  a benign  tumor,  such  cases  not  having 
reached  the  literature. 

The  primary  tumors  of  the  mediastinum,  other  than 
those  arising  from  lymph  nodes,  are  notoriously  devoid 
of  clinical  manifestations.  In  94  of  the  109  cases  re- 
ported by  Blades  * there  were  no  symptoms  of  intra- 
thoracic  disease  present.  The  tumors  are  usually  discov- 
ered by  routine  x-ray  inspection  of  the  chest  and  present 
a single,  sharply  outlined,  round  or  ovoid  tumor,  uni- 
lateral in  location.  Once  such  a tumor  starts  to  produce 
symptoms  it  represents  a complication  of  either  infection 
or  malignant  change.  One  of  the  earliest,  most  constant 
symptoms  of  a mediastinal  tumor  is  the  feeling  of  a 
vague  intrathoracic  discomfort.  Respiratory  symptoms 
are  the  next  most  common;  a dry  cough  usually  first 
noted  due  to  a pressure  on  a main  bronchus  or  the 
trachea.  As  the  tumor  growth  increases  in  size,  wheez- 
ing and  dyspnea  become  more  marked.  This  is  particu- 
larly true  with  teratoid  tumors  of  the  anterior  medias- 
tinum. Gastro-intestinal  symptoms  result  when  there  is 
pressure  on  the  esophagus  with  resulting  dysphagia. 
Obstruction  of  the  great  vessels,  particularly  that  of  the 
superior  vena  cava,  is  frequently  observed  in  malignant 
tumors.  Vascular  symptoms  are  usually  absent  in  be- 
nign tumors. 

Of  the  diagnostic  aids,  roentgen  inspection  of  the  chest 
is  by  far  the  most  important.  A lateral  chest  x-ray  film 
will  show  the  location  of  the  mass  in  reference  to  the 
anatomical  components  of  the  mediastinum. 

Fluoroscopy  is  of  particular  value  in  posterior  medias- 
tinal tumors,  especially  where  aneurysm  is  suspected. 
However,  if  no  visible  pulsation  is  present  in  the  aneur- 


ysm, due  to  the  presence  of  a laminated  clot,  the  differ- 
entiation between  this  and  a true  tumor  may  be  ex- 
tremely difficult.  In  these  cases,  angiocardiography  is 
of  value  in  outlining  the  aneurysm,’*'  yet  seldom  does 
one  see  an  aortic  aneurysm  in  a person  in  whom  all  sero- 
logic tests  for  syphilis  are  negative.  The  ingestion  of 
barium  with  careful  outlining  of  the  esophagus  under 
the  fluoroscope  in  posterior  tumors  will  show  changes  of 
this  structure  affected  by  the  tumor  and  will  likewise 
suggest  the  possibility  of  esophageal  origin  if  this  should 
prove  to  be  the  case.  Fluoroscopy  is  of  prime  importance 
in  differentiating  intrathoracic  goiter  as  this  tumor 
ascends  and  descends  with  swallowing.  The  only  other 
type  of  tumor,  either  extrathoracic  or  intrathoracic,  that 
does  this  is  a benign  tumor  of  the  esophagus.’”  Esoph- 
agoscopy  is  indicated  only  in  the  posteriorly  located 
tumors  where  it  is  thought  that  the  esophagus  is  in- 
volved. Bronchoscopy  is  of  great  value  when  a medias- 
tinal tumor  is  producing  pressure  upon  the  trachea  or 
on  one  of  the  major  bronchi.  It  is  by  this  means  that 
the  amount  of  external  compression  or  occlusion  can  be 
determined.  Likewise,  primary  bronchogenic  carcinoma 
can  be  excluded  or  identified  and  this  common  neoplasm 
may  feign  a tumor  of  the  mediastinum.  Bronchoscopy 
is  not  indicated  in  posterior  mediastinal  tumors  and  those 
located  adjacent  to  the  diaphragm.  In  the  differential 
diagnosis,  an  abscess  of  the  mediastinum  may  simulate 
a tumor.  There  will  always  be  a primary  cause  for  the 
abscess,  particularly  a tuberculous  spondylitis  with  para- 
vertebral abscess  formation.  Detailed  views  of  the  thor- 
acic spine  in  that  area  will  show  confirmatory  erosion 
of  the  vertebra.  Diagnostic  pneumothorax  as  a means 
of  differentiating  mediastinal  tumors  was  popular  10 
years  ago,  but  it  is  not  indicated  at  the  present  time. 
A more  accurate  procedure  is  exploratory  thoracotomy. 

Complications  do  occur  with  mediastinal  tumors  and 
these  are  either  infection,  which  is  often  observed  in  the 
dermoid  cysts,  or  malignant  degeneration.  There  is  no 
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test  or  diagnostic  procedure  by  which  one  can  say  that 
a mediastinal  tumor  is  benign  or  malignant.  These 
growths  can  become  malignant.  As  previously  stated, 
the  most  common  posterior  mediastinal  tumors  are  of 
neurogenic  origin.  These  are  reported  to  have  a 37 
per  cent  malignancy  by  Kent,''^  while  Heuer  reports 
a 26  per  cent  malignant  change.  Of  the  teratoid  tumors 
O per  cent  are  known  to  show  a malignant  change."" 
Once  malignancy  is  present  the  hope  of  cure  is  remote 
and  removal  may  be  impossible  because  of  the  involve- 
ment of  associated  vital  structures. 

Summary  and  Conclusion 

In  conclusion,  attention  is  drawn  to  the  fact  that  me- 
diastinal tumors  are  being  found  with  increasing  fre- 
quency due  to  the  more  extensive  use  of  chest  roent- 
genograms. For  this  reason  the  management  of  the  tu- 
mor IS  assuming  increasing  importance.  X-ray  therapy 
in  the  treatment  of  these  tumors  is  to  he  used  only  when 
one  of  the  lymphoma  group  or  an  inoperable  carcinoma 
can  be  diagnosed  with  reasonable  assurance.  Otherwise, 
all  unilateral  mediastinal  tumors  should  be  explored. 
Exploration  and  resection  is  relatively  simple  and  the 
opportunity  of  cure  where  a discrete  mediastinal  tumor 
can  be  completely  removed  is  100  per  cent  and  the  risk 
IS  negligible. 
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CANCER  RESEARCH  GRANTS  AT  LJNI VERSIT'l' 

Among  public  healtli  service  grants  to  aid  laboratory  and  clinical  cancer  research  in 
non-federal  institutions  were  three  scientists  at  the  LJniversity  of  Minne.sota:  Dr.  1.  M.  Kolt- 
hoff,  for  biophysical  studies  of  bitiod  serum  in  normal  and  cancerous  individuals;  Dr.  Arthur 
Kirschbaum,  for  induction  of  leukemia  and  other  neoplasms  in  mice  and  for  experimental 
therapy  of  leukemia  in  mice;  and  Dr.  Jerome  T.  Syverton  for  immunological  studies  on 
mouse  mammary  cancer  and  mouse  leukemia. 


GAI.I.IUM  POSSlBIMT'i'  IN  CANCER  RESEARCH 

One  of  the  ma|or  lead  companies  produces  gallium,  a unique  metal,  m considerable  quan- 
tity but  as  yet  has  learned  of  no  major  use  for  it.  A radioactive  isotopic  form  of  one  of  the 
gallium  salts  has  been  injected  into  test  animals  and  autoradiographs  made  of  the  animals’ 
bones.  Ihese  show  that  the  material  has  the  ability  of  going  direct  to  the  growth  areas 
within  the  bones  and  concentrating  there.  Since  gallium,  m this  form,  has  a relatively  short 
radioactive  life,  there  are  indications  that  it  may  prove  valuable  in  diagnosis  and  possible 
treatment  of  cancer  of  the  bone.  Work  done  so  far  is  still  in  the  preliminary  stages. 
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Tuberculosis  Control  Among  American  Indians 

Horace  DeLien,  M.D.*  and  Arthur  W.  Dahlstrom,  M.D.* 

Washington,  D.C. 


The  Bureau  of  Indian  Affairs  is  unique  among  Fed- 
eral agencies  in  that  it  is  responsible  for  the  total 
health  program  of  the  Indian  throughout  his  life  cycle. 
; How  well  it  discharges  this  responsibility  is,  however, 
a moot  question.  It  operates  64  hospitals  in  the  United 
' States  and  seven  in  Alaska.  Public  health  and  preventive 
medicine  are  the  most  important  segments  of  the  health 
I activity.  Tuberculosis  control  is  the  major  health  prob- 
lem since  tuberculosis  is  the  leading  cause  of  death. 
History  of  Tuberculosis  Among 
American  Indians 

No  documentary  evidence  exists  of  tuberculosis  among 
the  natives  of  North  America  before  the  exploration  of 
I Alaska  by  the  Russians,  Spaniards,  English  and  French. 

1 The  same  is  true  for  the  Indians  residing  in  the  area 

I now  the  United  States.  To  date,  paleopathology  pro- 
vides little  information  as  to  the  presence  of  tubercu- 
losis in  Indians  in  pre-Columbian  times.  There  are, 
however,  unauthenticated  reports  of  spines  recovered 
from  ancient  excavations  that  show  kyphosis  and  disease 
of  the  vertebrae.  Scrofula  and  consumption  are  de- 
scribed in  the  medical  literature  and  elsewhere  as  occur- 
ring commonly  among  Indians  in  the  18th,  19th  and 
20th  centuries.  Explorers,  traders,  settlers,  clergymen 
and  physicians  described  the  disease  and  attempted  to 
classify  it  into  major  categories  paralleling  the  signs  and 
symptoms  attributed  to  each  type.  Their  cumulative  re- 
ports shows  an  increase  in  morbidity  and  mortality  rates 
from  tuberculosis  among  Indians.  As  early  as  1654, 
a statement  is  made  regarding  an  Indian  student  who, 
not  long  after  he  took  his  degree,  died  of  consumption 
at  Charlestown,  Massachusetts,  where  he  was  placed 
under  the  care  of  a physician  and  where  he  "wanted 
not  for  the  best  means  the  country  could  afford,  both 
of  food  and  physik.”'  Hemoptysis,  cough,  dyspnea  and 
expectoration  are  described  increasingly  in  the  health 
records  of  Alaska  natives  including  Aleuts,  Eskimos  and 
Indians.  This  disease  neither  described  nor  noted  pre- 
vious to  the  discovery  of  America  was  referred  to  by  the 
Indians  subsequently  as  the  "drying  sickness”  or  "cough- 
ing sickness.”  Treatment  of  the  disease  in  the  Indians 
consisted  of  a combination  of  the  medicine  man’s  and 
the  non-Indian  physician’s  remedies  with  equivocal 
results. 

Incidence  of  Tuberculosis 
The  Bureau  of  Indian  Affairs  statistics  in  1925  showed 

I the  death  rate  from  tuberculosis  to  be  seven  times  that 
of  the  general  population  in  the  death  registration  area 
I and  in  the  State  of  Arizona  the  rate  among  Indians  was 
' 17  times  greater  than  the  rate  for  the  country  as  a whole. 

' *Burcau  of  Indian  Affairs,  Department  of  the  Interior, 
I Washington,  D.  C. 


Fellows  ■ reported  for  Alaska  a mortality  rate  from 
1926  through  1930  inclusive  of  655  and  56  per  100,000 
for  the  native  and  non-native  populations.  He  also  listed 
tuberculosis  as  a cause  of  death  in  35.5  per  cent  of  the 
natives  and  4.7  per  cent  of  the  non-natives. 

Brewer  ’’’  reported  72  per  cent  of  all  deaths  were  due 
to  tuberculosis  in  the  1 1 tribes  surveyed  by  him  in  the 
southwest.  Rates  in  excess  of  2,500  per  100,000  have 
been  reported  among  the  Sioux  Indians  in  the  Dakotas. 
It  is  evident  that  prior  to  the  use  of  x-ray  and  laboratory 
diagnostic  refinements,  the  reports  of  the  tuberculosis 
morbidity  and  mortality  rates  among  the  Indians  must 
be  accepted  with  caution  because  of  the  lack  of  proper 
diagnostic  equipment  and  diverse  collecting  and  report- 
ing of  these  data  by  teachers,  traders,  clergymen  and 
other  non-medical  people. 

Using  x-rays,  better  statistical  evidence  was  obtained 
by  the  Public  Health  Service  in  1912  when  a survey 
of  40,000  Indians  residing  in  26  states  showed  that  the 
incidence  of  shadows  thought  to  represent  tuberculosis 
varied  from  1.5  per  cent  to  21  per  cent.  The  tubercu- 
losis mortality  rates  for  the  years  1939  through  1946 
are  consistently  200  per  100,000  or  higher.  This  con- 
sistent high  rate  of  deaths  from  tuberculosis  indicates 
that  the  control  measures  are  not  adequate.  There  are 
a number  of  factors  which  are  responsible  for  the  lack 
of  further  reduction  which  will  be  discussed  later. 

Between  1927  and  1932,  17,000  Indians  were  exam- 
ined on  24  reservations  and  10  per  cent  were  found  to 
have  tuberculosis.  In  the  middle  ’30s,  surveys  on  the 
Pine  Ridge  Reservation  in  South  Dakota  in  which  6,325 
Indians  were  x-rayed  out  of  a population  of  roughly 
8,000,  showed  that  6.1  per  cent  had  x-ray  findings  sug- 
gestive of  active  tuberculosis.  Six  hundred  seventy-six 
of  the  1,000  Arapahoes  on  the  Wind  River  Reservation 
in  Wyoming  were  found  upon  x-ray  inspection  to  have 

3.7  per  cent  with  such  x-ray  findings.  Five  hundred 
forty-two  of  the  1,000  Shoshones  in  the  same  area  had 

4.8  per  cent  x-ray  pictures  which  suggested  tuberculosis. 
Out  of  1,320  of  the  8,000  population  residing  on  the 
Rosebud  Reservation  3.6  per  cent  had  such  x-ray  pictures. 
On  the  Papago  Reservation  in  Arizona,  of  the  482 
x-rayed,  6.2  per  cent  showed  such  shadows  and  on  the 
Turtle  Mountain  Reservation  in  North  Dakota,  it  was 
10  per  cent  among  1,054  x-rayed  of  the  approximately 
7,000  residents.  In  Alaska,  out  of  the  3,614  examined 
among  the  5,000  natives  in  the  southeastern  section, 
6.5  per  cent  had  x-ray  pictures  suggesting  tuberculosis. 
All  of  these  percentages  include  both  the  primary  and 
reinfection  types  of  tuberculosis. 

The  tuberculin  test  has  been  used  periodically  to  de- 
termine the  degree  of  tuberculinization  in  Indian  com- 
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munities  as  well  as  for  its  educational  and  diagnostic 
value.  Some  8,420  individuals  among  the  Pima  Indians 
of  Arizona,  the  Shoshone  and  Arapaho  Indians  of  Wy- 
oming, the  Sioux  of  South  Dakota,  the  Thlingit,  Haida 
and  Tsimpsian  Indians  m southeastern  Alaska  and  the 
Chippewa  Indians  of  North  Dakota,  living  under  dis- 
similar conditions  and  of  varying  degrees  of  accultura- 
tion, were  tested  with  0.00002  mgs.  and  0.00‘3  mgs. 
freshly  prepared  purified  protein  derivative.  This  showed 
that  the  incidence  of  tuberculous  infection  for  each  five- 
year  period  is  approximately  the  same  for  the  different 
tribes  and  reaches  roughly  100  per  cent  at  the  age  of 
2'y  years.  This  indicates  that  the  incidence  of  tuberculin 
reactors  is  not  particularly  affected  by  climate,  diet, 
social  and  economic  conditions,  tribal  stock,  or  degree 
of  blood  admixture. 

Tuberculin  Control  Program 

The  tuberculosis  control  program  of  the  Bureau  of 
Indian  Affairs  is  neither  dramatic,  exotic  nor  otherwise 
unusual  so  far  as  its  techniques  are  concerned.  It  does, 
however,  have  certain  characteristics  determined  by  the 
low  socio-economic  status  of  the  Indians,  the  varied  cul- 
tures, the  ethnic  differences,  nomadic  life  of  some  tribes 
and  such  language  barriers  as  exist.  These  characteris- 
tics require  health  personnel  to  be  better  trained  and 
more  experienced  in  order  to  carry  on  the  tuberculosis 
control  program.  In  certain  areas,  each  public  health 
nurse  must  have  a driver-interpreter  to  explain  to  the 
Indians  the  meaning  of  the  x-ray  in  relation  to  tubercu- 
losis and  the  cause  of  the  disease.  The  difficulty  encoun- 
tered in  covering  completely  a population  scattered  from 
the  deserts  of  the  southwest  to  the  colder  regions  border- 
ing Canada  and  living  in  sparsely  settled  rural  commu- 
nities results  in  the  examination  of  a smaller  number  of 
individuals  when  compared  with  similar  surveys  conduct- 
ed in  urban  centers.  To  illustrate,  only  19,334  Indians 
could  be  examined  with  the  x-ray  between  June  30,  1947, 
and  July  1,  1948.  However,  3.4  per  cent  were  found 
to  have  shadows  thought  to  represent  significant  tuber- 
culosis. Surveys  at  Pine  Ridge,  South  Dakota,  Rosebud, 
South  Dakota,  Papago,  Arizona,  and  among  the  Navajo 
Indians  showed  3.5  per  cent,  2.1  per  cent,  2.2  per  cent 
and  4.1  per  cent  respectively  had  such  shadows. 

Control  Tec:hniques 

The  first  technique  m our  control  program  is  case 
finding  by  microfilm  x-ray.  The  photofluorographic 
units  are  used  in  areas  where  the  states  are  unable  to 
provide  such  services.  Certain  of  the  states,  notably 
Wisconsin,  Minnesota,  Montana,  Oklahoma  and  Wash- 
ington and  the  Territory  of  Alaska  with  large  Indian 
populations  have  taken  an  active  interest  in  tuberculosis 
control  and  have  included  the  Indians  in  their  mass 
x-ray  surveys. 

The  second  technique  is  to  obtain  routine  x-rays  of  the 
chests  of  all  hospital  and  clinic  admissions. 

The  third  method  of  control  is  to  x-ray  all  employees 
of  the  Health  Division  upon  their  entrance  on  duty  in 
the  Indian  Service  and  annually  thereafter.  Since  over 
50  per  cent  of  the  employees  of  this  division  are  Indians, 


the  procedure  offers  an  excellent  opportunity  to  study 
a group  who  live  under  better  economic  conditions  than 
most  Indians  and  are  probably  exposed  to  tuberculosis 
to  the  same  degree  as  is^the  general  Indian  population. 

The  fourth  method  is  the  hospitalization  of  the  known 
cases  of  tuberculosis  discovered  in  such  surveys  either  in 
facilities  operated  by  the  Indian  Service  or  through  con- 
tracts with  non-Federal  agencies.  There  are  300  beds 
under  contract  and  929  operated  by  the  Bureau  of  In- 
dian Affairs  at  the  present  time. 

The  fifth  method  is  to  follow  as  carefully  as  possible 
all  cases  discharged  from  hospitals  or  sanatoriums,  and 
especially  the  development  of  close  cooperative  action 
between  the  various  state  offices  of  vocational  rehabilita- 
tion and  the  Indian  agencies  so  that  after  arrestation  of 
the  disease  in  a sanatorium  the  individual  Indian  is  given 
the  benefit  of  the  experience  and  facilities  of  OVR  to 
the  end  that  proper  vocational  choice  is  enhanced  and 
the  danger  of  relapse  is  minimized. 

The  sixth  procedure  is  the  administration  of  BCG 
to  all  the  children  in  Indian  Service  hoarding  schools 
and  adjacent  mission  schools.  This  is  an  extension  of 
a program  which  was  begun  in  1935  by  the  Health  Di- 
vision of  the  Bureau  of  Indian  Affairs  as  a cooperative 
study  with  the  Henry  Phipps  Institute  of  the  Univer- 
sity of  Pennsylvania  in  Philadelphia.  This  investigation 
was  also  aided  by  the  National  Tuberculosis  Association 
and  the  National  Institute  of  Health  of  the  United 
States  Public  Health  Service.  In  this  earlier  program, 
1,500  Indian  children  were  given  BCG  under  the  direc- 
tion of  Dr.  Joseph  D.  Aronson  of  the  Henry  Phipps 
Institute.  These  children  and  a comparable  group  of 
controls  selected  at  the  same  time  (1936-1938)  were 
observed  for  the  development  of  tuberculosis  for  more 
than  10  years  by  use  of  the  tuberculin  test,  by  x-ray, 
and  other  accepted  methods.  A substantially  higher  rate 
of  tuberculosis  among  the  control  group  indicated  the 
probable  value  of  BCG  as  an  aid  in  controlling  tubercu- 
losis among  American  Indians. 

In  the  fall  of  1948,  a selected  group  of  children  in 
the  Point  Barrow  and  Wainwright  areas  in  Alaska  and 
among  the  Navajos  of  Arizona  and  New  Mexico  were 
given  BCG. 

The  1949  program  was  the  first  major  extension  of 
the  use  of  BCG  among  Indian  children.  The  children 
in  federal  and  cooperating  mission  and  public  schools  in 
Arizona,  New  Mexico,  Colorado,  Utah,  Nevada,  Idaho, 
Montana,  North  Dakota,  South  Dakota,  Wyoming, 
Oregon,  Washington,  California,  Oklahoma,  Kansas, 
Nebraska,  Iowa  and  Mississippi  who  were  negative  to 
the  tuberculin  test  and  showed  no  evidence  of  other  dis- 
ease were  given  BCG  during  the  spring  and  fall  months. 
Approximately  35,000  children  were  examined  and  over 
13,000  received  BCG  during  the  past  year. 

Dr.  A.  W.  Dahlstrom,  Tuberculosis  Control  Officer 
of  the  Bureau  of  Indian  Affairs,  was  in  charge  of  the 
field  organizational  work  and  Dr.  Albert  P.  Knight  of 
the  United  States  Public  Health  Service  had  charge  of 
the  technical  supervision  of  the  program.  Under  their 
direction,  held  teams  each  composed  of  a physician. 
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public  health  nurse  and  a recording  clerk  were  trained  in 
tuberculin  testing  and  BCG  administration  and  technical 
procedures  which  were  developed  specifically  for  the  pro- 
gram. Eight  such  teams  were  recruited  for  the  spring 
program  and  nine  for  the  fall  program.  From  time  to 
time  an  analysis  will  be  made  to  determine  the  results 
in  terms  of  morbidity  and  mortality  of  the  groups  in- 
cluded. The  BCG  was  provided  by  the  Henry  Phipps 
Institute  and  was  flown  to  nearby  airports  located 
throughout  the  Indian  area.  Insufficiency  of  funds  and 
qualified  personnel  made  it  impossible  to  extend  this 
r service  to  all  Indian  children  during  the  first  year  of  the 
program.  Schools  visited  included  only  those  in  which 
I the  partial  or  total  enrollment  was  made  up  of  Indians. 

This  program  received  wholehearted  support  from  the 
I Indians.  The  tribal  councils  gave  formal  consent  by 
resolutions  requesting  these  teams  to  visit  reservations 
and  administer  BCG  to  those  children  who  are  non- 
reactors to  tuberculin.  The  Councils  also  assumed  the 
responsibility  for  seeing  that  all  children  enrolled  in 
schools  were  present  on  the  dates  BCG  administrations 
were  scheduled.  It  is  planned  later  to  extend  the  service 

I to  the  children  of  pre-school  age.  The  conduct  of  the 

I vaccination  program  was  exceedingly  difficult,  involving 
\ detailed  and  tight  schedules,  often  operating  under  ad- 

j verse  weather  conditions  and  over  roads  sometimes  less 

than  trails. 

The  seventh  method  is  the  integration  of  Indian 
Bureau  control  activities  with  other  Governmental  and 
non-Governmental  agencies  wherever  possible.  The  In- 
dian Service  personnel  are  requested  to  meet  with  per- 
sonnel of  other  agencies  as  frequently  as  possible,  to 
attend  meetings  where  tuberculosis  control  activities  are 
discussed  and  to  have  a thorough  understanding  of 
health  laws,  regulations  and  ordinances  as  they  affect 
the  individual  whether  on  or  off  the  reservation. 

The  eighth  method  of  tuebrculosis  control  depends 
upon  the  application  of  the  state,  county  and  city  health 
laws  and  regulations  to  each  reservation  so  that  uniform- 
ity of  methods  may  be  used  in  providing  adequate  con- 
trol of  communicable  diseases.  This  is  possible  under 
the  provisions  of  paragraph  8.78  of  the  Code  of  Federal 
Regulations,  Title  25,  Indians.  The  Indian  tribes  are 
' more  and  more  requesting  the  application  of  the  State 
health  laws  to  the  reservation  areas.  In  certain  instances 
where  the  state  laws  have  been  invoked,  the  Indians  have 
considered  the  laws  governing  the  control  of  tubercu- 
losis inadequate  and  have  passed  exceedingly  astute  and 
well  chosen  ordinances  protecting  the  community  against 
refractory  individuals. 

The  ninth  and  most  important  technique  used  by  the 
Bureau  of  Indian  Affairs,  because  of  the  characteristics 
peculiar  to  the  tuberculosis  control  program,  is  that  of 
health  education.  Every  possible  method  is  followed  in 
1 an  endeavor  to  find  a way  into  the  health  consciousness 
I of  the  Indian  communities.  This  consciousness  had  been 
• undeveloped  too  long  and  inconsistently  stimulated.  The 
i personnel  of  the  Health  Division  discuss  tuberculosis 
’ with  the  hospital  in-patients,  the  school  officials,  students, 
the  Tribal  Councils  and  any  other  groups  who  are  in- 


terested in  the  control  of  tuberculosis.  In  most  of  the 
agencies,  the  local  hospital,  together  with  its  health  per- 
sonnel, is  the  center  of  all  health  activities  including  the 
control  of  tuberculosis.  It  is  recognized  by  the  Bureau 
of  Indian  Affairs  that  the  Indian  people  themselves  must 
accept  responsibility  for  control  of  tuberculosis  with  the 
assistance  and  the  technical  guidance  which  is  made 
available  through  the  many  divisions  at  the  reservation 
level,  primarily  the  health  activity.  Many  of  the  Indian 
tribes  have  organized,  within  the  framework  of  the 
Tribal  Council  health  councils  which  are  primarily 
charged  with  improving  the  health  of  the  Indians  and 
the  sanitation  of  the  community.  They  meet  with  the 
health  personnel  to  discuss  health  activities,  recent  ad- 
vances in  the  control  of  disease  and  report  back  to  their 
constituents  the  results  of  the  meetings  which  they  have 
attended.  In  one  instance,  the  tribe  organized  a board 
of  health  and  in  some  cases  tribal  health  councils  have 
published  mimeographed  news  sheets  dealing  entirely 
with  health  matters.  The  Tribal  Councils  of  all  Indian 
tribes  have  wholeheartedly  cooperated  in  health  matters 
and  in  the  improving  of  the  knowledge  of  good  health 
practices  among  their  members. 

Future  Possibilities  in  Control 

The  techniques  described  above  indicate,  with  the  ex- 
ception of  certain  characteristics  mentioned,  nothing  un- 
usual in  the  pattern  of  tuberculosis  control  used  by  the 
Bureau  of  Indian  Affairs.  Why  do  morbidity  and  mor- 
tality rates  remain  consistently  high  year  after  year 
among  the  Indians?  Primarily,  it  is  the  lack  of  funds 
and  sufficient  qualified  personnel  to  operate  a health 
activity  at  the  level  of  a well  organized  and  function- 
ing county  health  department.  That  the  lack  of  funds 
and  personnel  preclude  continuity  in  the  attack  on  tuber- 
culosis is  well  demonstrated  by  the  following  cited  in- 
stances. 

The  year  prior  to  World  War  II  with  an  inadequate 
field  health  program,  3,000  cases  of  tuberculosis  were 
discovered  and  on  two  reservations  every  known  case 
was  hospitalized.  The  following  year,  50  per  cent  of 
the  medical  officers  left  the  Indian  Service  and  the  public 
health  program  collapsed,  and  only  500  cases  of  tubercu- 
losis were  discovered. 

In  the  second  instance,  the  funds  appropriated  for 
health  purposes  among  Indians  were  so  sharply  limited 
that  admissions  to  hospitals  and  sanatoriums  had  to  be 
restricted.  This  is  best  exemplified  at  Ah-gwah-ching, 
an  118-bed  addition  to  the  Minnesota  State  Sanatorium, 
built  with  federal  funds.  This  year  with  a large  backlog 
of  cases  of  tuberculosis  discovered  by  the  State  Depart- 
ment of  Health  mass  x-ray  surveys,  it  was  only  possible 
to  keep  an  average  of  63  beds  occupied.  This  meant 
that  55  beds  were  unused  and  200  or  more  individuals 
with  significant  tuberculosis  were  left  in  the  community 
to  spread  the  disease.  Similarly,  Indian  Service  sana- 
toriums were  operated  at  68  per  cent  capacity  because  of 
lack  of  funds.  In  addition,  there  is  a net  deficit  in  beds 
needed  to  treat  tuberculous  Indians  in  the  continental 
United  States  of  2,000. 
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In  Alaska  hy  1952,  the  Bureau  of  Indian  Affairs  will 
operate  or  have  under  contract  between  900  and  1,000 
beds  for  treatment  of  tuberculous  natives.  As  of  Janu- 
ary 31,  1949,  with  70  per  cent  of  the  population  sur- 
veyed, 3,089  cases  of  tuberculosis,  all  forms,  have  been 
found.  Of  this  total,  720  were  non-natives.  The  Ter- 
ritorial Health  Department  cooperating  with  the  Alaska 
Native  Service  have  been  doing  the  case  finding  with 
photo-fluorographic  and  portable  equipment.  If  operat- 
ing funds  and  personnel  are  adequate,  it  will  be  possible 
to  demonstrate  a significant  reduction  in  tuberculosis  in 
this  area  by  1960.  If  there  is  a lack  of  funds  and  per- 
sonnel, the  morbidity  and  mortality  rates  will  continue 
an  exceedingly  slow  decline  or  level  off  on  a plateau 
similar  to  the  pattern  existing  in  the  United  States. 

In  conclusion,  tuberculosis  control  among  Indians  is 
possible  using  the  time  tested  public  health  and  sana- 


torium procedures  (an  experimental  study  on  BCG  has 
also  been  introduced)  provided  operating  funds  and  per- 
sonnel are  available  to  establish,  first,  continuity  of  pro- 
gram at  the  level  of  a well  organized  and  operated  rural 
county  health  department;  and  second,  adequate  sana- 
torium beds  for  cases  found  and  requiring  treatment. 
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American  College  Health  Association  News 


The  application  for  membership  of  North  Carolina 
College,  Durham,  North  Carolina,  has  been  approved 
by  the  Executive  Committee.  Dr.  LeRoy  Swift,  Director 
of  the  Division  of  Health  Education,  received  the  M.D. 
degree  from  Howard  University  and  the  M.P.H.  degree 
from  Michigan  University.  North  Carolina  College  has 
a staff  of  one  full-time  and  three  part-time  physicians 
and  three  full-time  and  two  part-time  nurses.  There  are 
approximately  773  men  and  673  women  enrolled  in  the 
institution.  The  final  acceptance  for  membership  m the 
Association  will  be  by  approval  of  the  membership  at  the 
next  annual  meeting. 

Dr.  Rhett  G.  McMahon  h as  recently  been  appointed 
to  the  position  of  Director,  Student  Health  Services  of 
Louisiana  State  University.  Other  members  of  the  Stu- 
dent Health  Service  are  Dr.  T.  C.  Paulson,  Chief  of 
Medical  Services,  and  Mr.  J.  Y.  Bowen,  Executive 
I3irector. 

Herbert  A.  Ratner,  M.D.,  Director  of  Student  Health 
and  Associate  Professor  of  Public  Health  at  Loyola 


University  School  of  Medicine,  Chicago,  is  the  new 
Health  Commissioner  of  Oak  Park,  Illinois. 

Dr.  H.  M.  Hardwicke  is  now  Director  of  the  Divi- 
sion of  Health  Education  at  Stephens  College,  Columbia, 
Missouri. 

Dr.  Orville  T.  Rogers,  Director  University  Depart- 
ment of  Health,  reports  that  he  will  need  a physician 
for  student  health  work  beginning  in  September,  1930. 
The  position  includes  working  in  the  medical  clinic  and 
caring  for  bed  patients  at  the  Yale  infirmary. 

Dr.  William  E.  Taylor,  Vice  President,  South  Central 
Section  of  the  American  College  Health  Association, 
states  that  the  next  annual  meeting  of  the  South  Central 
Section  of  the  American  College  Health  Association  is 
to  be  held  Saturday,  April  29.  They  have  in  the  three 
states  approximately  120  colleges  and  universities.  At 
the  meeting  held  last  year  there  were  delegates  from 
twenty-one  different  schools.  Sixteen  colleges  are  mem- 
bers of  the  national  As.sociation. 
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The  Tuberculosis  Problem  in  India 

G.  R.  Kokatnur,  M.D.,  F.I.C.S.,  F.A.C.C.P.  and  M.  K.  Vaidya,  M.S. 

Bombay,  India 


OVER  8,000  years  have  passed  since  the  medical  geni- 
uses of  long  ago  put  down  their  observations  con- 
cerning the  behavior  of  tuberculosis  in  human  beings  in 
such  writings  as  the  Rig-Veda  (6,000  B.C.)  and  de- 
scribed its  clinical  picture,  progress,  treatment,  and  prog- 
nosis in  words  characteristic  of  Old  Indian  style,  brief 
and  precise.  A survey  of  this  literature  shows  that  we 
are  just  leaving  the  boundaries  which  they  reached  only 
in  so  far  as  the  treatment  of  the  disease  is  concerned. 
In  the  spheres  of  diagnosis  and  prognosis  there  is  little 
that  we  can  claim  as  our  own  achievement.  Pulmonary 
tuberculosis  was  classed  as  "Kapha-Kshaya”  (or  phlegm- 
producing  wasting  disease) . Its  symptomatology  is  aptly 
described,  showing  that  apparently  they  knew  the  disease 
almost  as  well  as  we  do. 

Treatment  consisted  chiefly  of  special  and  elaborately 
processed  preparations  of  calcium  from  mica,  coral, 
pearls  and  so  on;  a variety  of  gold  preparation;  concen- 
trated vitamins  and  iron  in  the  form  of  "Chyavan 
Prash”*;  and  a diet  enriched  with  milk,  ghee  and  vari- 
ous vegetables  carefully  balanced.  From  the  point  of 
view  of  prognosis,  too,  the  classification  of  cases  was 
simple  and  scientific.  Three  classes  were  described:  (1) 
Sadhya,  or  amenable;  (2)  Dussadhya,  or  amenable  with 
great  difficulty;  and  (3)  A-sadhya,  or  hopeless.  The 
greatest  stress  was  laid  on  the  preventive  measures  which 
were  strictly  enforced  in  day-by-day  living  through  hy- 
gienic social  customs  guided  by  the  medical  man. 

Rich  though  the  literature  is  in  various  medical  records 
thousands  of  years  old,  we  find  a period  of  inactivity — 
a dark  age — which  not  only  halted  progress  but  created 
an  aversion  for  this  literature  m the  average  mind. 
Because  of  this  aversion,  and  because  it  puts  restriction 
on  everyday  life  unwelcome  to  present  day  thought,  this 
literature  is  not  studied  today.  For  this  reason  India 
has  been  inactive  and  has  looked  to  other  countries  for 
progress  instead  of  adding  her  own  small  mite  to  the 
common  pool  of  information.  The  result  is  seen  in  the 
rough  statistics  collected  four  years  ago  from  parts  of 
India  and  Pakistan  which  show  an  annual  mortality  from 
pulmonary  tuberculosis  alone  of  over  500,000. 

The  India  of  socialized  asepsis  and  antisepsis,  main- 
tained by  means  of  four  castes  and  their  hygienic  living, 
has  slowly  given  place  to  professional  revolutionaries  who 
cry  down  everything  that  is  old.  The  only  ray  of  hope 
is  the  effort  made  in  countries  like  America  to  eradicate 
this  disease  from  the  earth,  and  the  responsibility  under- 
taken by  the  World  Health  Organization,  which  has 


■^Complex  Ayurvedic  tonic  named  after  its  originator  "Chya- 
van”. Ayurveda — knowledge  of  life,  the  name  for  medical  science 
in  all  its  aspects. 


Stimulated  the  new  Indian  government  to  pay  greater 
attention  to  the  disastrous  effects  of  ignoring  the  disease. 

The  problem  of  fighting  tuberculosis  in  India  is  to  a 
great  extent  different  from  that  in  the  rest  of  the  world 
because  of  the  knowledge  of  the  disease  and  its  conse- 
quences to  the  average  man,  severe  social  restrictions  in 
the  past  on  the  sufferers  and  their  families,  and  the  nat- 
ural tendency  to  avoid  restrictions  rather  than  to  admit 
existence  of  the  disease.  Poverty  and  superstition  are 
another  handicap,  and  inborn  philosophical  tendencies, 
even  in  the  lowest  classes,  are  a big  obstruction  to  re- 
education and  health  teaching.  Thus  the  people  have 
a tendency  to  hide  the  disease  till  the  end.  Even  when 
it  is  obvious  they  take  the  help  of  lay  doctors  to  an- 
nounce to  the  world  that  the  person  is  suffering  from 
malaria,  flu,  bronchitis,  or  some  such  illness  which  is  not 
considered  a social  evil. 

Among  the  Moslems  and  the  North  Indian  people 
again  there  is  the  evil  custom  of  "Parda”  which  has  shut 
off  50  per  cent  of  the  population  from  sunlight  and 
fresh  air  for  generations  with  the  result  that  we  find 
diseases  like  osteomalacia  and  tuberculosis  reported 
among  them  in  the  worst  forms,  and  extremely  wide- 
spread. The  Moslems  as  a community  also  practice  two 
methods  of  fraternal  expression  which  are  very  bad. 
One  is  the  use  of  the  Hukka,  a pipe  that  is  passed  from 
mouth  to  mouth  without  any  restriction,  and  the  other, 
the  custom  of  eating  from  a common  dish  simultaneously 
as  an  expression  of  love  and  friendship. 

While  India  satisfied  herself  by  saying  that  tubercu- 
losis is  an  incurable  disease  and  putting  a social  ban  on 
the  families  of  the  sufferers,  there  came  from  the  far-off 
United  States  bands  of  missionaries  who  fought  per- 
severedly  against  this  and  other  such  diseases  by  earning 
the  sympathies  of  these  downtrodden  unfortunates. 
There  sprang  up  in  different  corners  of  India  various 
Christian  societies  that  carried  on  incessant  propaganda 
and  fight  against  this  evil  and  against  other  social  odds. 
Today  the  sanatoriums  established  by  them  are  respon- 
sible to  a great  extent  in  educating  the  public  in  the 
value  of  revealing  the  presence  of  tuberculosis  at  the 
earliest  possible  time  and  convincing  the  sufferer  and  his 
family  that  they  need  not  be  thrown  out  of  society.  Not 
only  that,  but  they  have  inspired  and  trained  local  doc- 
tors and  philanthropists  who  are  now  responsible  for 
many  more  sanatoriums  that  have  been  catering  to  the 
public  needs  for  the  past  10  to  15  years. 

The  problem  is  still  too  vast  and  the  only  solace  is 
that  both  public  and  government  have  begun  to  under- 
stand it  in  its  proper  perspective.  It  is  sufficient  to  say 
that  in  1950,  with  over  500,000  deaths  per  year  and  an 
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unknown  quantity  of  active  sufferers  which  have  been 
increasing  at  the  colossal  rate  of  2,500,000  a year,  we 
have  only  about  120  tuberculosis  clinics,  little  over  6,000 
beds  and  as  few  as  200  specialists  in  tuberculosis.  On 
the  basis  of  experience  in  other  countries  we  should  have 
at  least  4,400  clinics,  500,000  beds  in  hospitals  and  sana- 
toriums,  and  about  13,000  doctors. 

A large  scale  attack  on  India’s  No.  2 enemy  is  now 
inevitable,  but  it  will  take  time.  We  are  just  passing 
from  the  stage  of  planning  to  the  stage  of  action.  The 
Bhore  Committee  report  has  suggested  extensive  meas- 
ures to  which  the  government  has  agreed.  The  All  India 
Tuberculosis  Association  with  its  provincial  branches  has 
become  more  active  in  recent  years  and  the  government 
has  also  begun  to  take  more  and  more  interest  in  its 
activities.  At  the  same  time  the  Health  Ministers  have 
begun  to  talk  with  particular  references  to  this  disease. 
Already  provincial  governments  have  started  adding  to 
various  district  civil  hospitals  special  tuberculosis  wards 
and  clinics  which,  though  not  yet  up  to  the  mark,  are 
to  be  looked  upon  as  nuclei  which  will  grow  into  effi- 
cient centers  for  the  anti-tuberculosis  campaigns  when 
trained  doctors  and  health  visitors  are  available  to  man 
them. 

It  is  just  an  encouraging  sign  that  at  these  and  other 
200  centers  and  sanatoriums  an  attendance  of  over  150,- 
000  has  been  recently  recorded — a figure  too  low  in  com- 
parison with  the  morbidity  figures.  It  is  hoped  that  the 
tendency  to  conceal  this  disease  will  disappear  if  persis- 
tent efforts  are  continued.  What  is  necessary,  and  what 
IS  prominent  by  its  absence,  is  the  proper  type  of  propa- 
ganda among  the  masses.  No  one  so  far  has  laid  ade- 
quate stress  on  this  aspect  of  the  problem.  The  work 
done  by  the  All  India  Tuberculosis  Association  claims 
figures  which  are  always  astounding  in  a vast  subconti- 
nent like  this  and  still  inadequate  from  the  point  of 
view  of  actual  results. 

The  government  today  is  unable  to  spare  more  than 
one  per  cent  of  its  revenue  for  the  Health  Department, 
a fraction  of  which  is  then  allotted  to  anti-tuberculosis 
work  in  various  forms.  From  the  point  of  view  of  the 
tuberculosis  worker,  even  it  India  has  isolated  itself  like 
Russia  from  the  rest  of  the  world  for  a period,  devoting 
itself  entirely  to  its  own  reconstruction  in  health  and 
food  problems,  the  picture  would  have  been  brighter 
today.  On  the  other  hand  there  is  now  new  hope  that 
the  tendencies  to  "one-world”  government,  free  exchange 
of  knowledge,  and  philanthropic  aid  to  backward  coun- 


tries may  speed  up  the  eradication  of  the  disease  from 
all  parts  of  the  world. 

In  the  meantime  India  has  to  depend  on  the  efforts 
of  private  enterprise  as  it  has  done  for  so  many  years. 
India  has  finances  if  they  can  be  saved  from  wastage 
in  ignorant  hands.  Even  if  all  the  existing  sanatoriums 
unite  into  a composite  antituberculosis  body  and  co- 
ordinate their  efforts  in  groups  and  on  an  all-India  basis, 
a useful  organization  will  be  built  up  able  to  carry  on 
the  right  type  of  propaganda  based  on  its  collective  ex- 
perience. This  propaganda  will  go  straight  to  the  heart 
of  this  complex  society  and  achieve  results  much  more 
rapidly  than  any  other  type  of  organization  can  do. 

There  is  also  great  hope  that  if  help  is  evoked  from 
well-meaning  foreign  associations  like  the  Minnesota 
Public  Health  Association  and  the  National  Tuberculosis 
Association  of  America,  we  can  learn  a good  useful  lot 
of  modern  antituberculosis  methods  from  the  successful 
campaigns  that  these  organizations  have  carried  out. 

An  exchange  of  experts  and  trainees  between  India 
and  the  United  States  is  another  method  by  which  the 
process  of  de-tuberculization  can  be  laid  on  more  definite 
and  scientific  grounds.  If  an  organization  like  the  one 
suggested  above  should  form,  it  will  not  be  difficult  to 
carry  out  such  a scheme.  These  willing  volunteers  or 
paid  workers  will  give  a good  start  to  the  whole  ma- 
chinery either  as  planned  by  the  Bhore  Committee  or 
based  on  the  more  practical  experience  from  their  own 
country  modified  to  suit  the  local  conditions. 

With  this  aim  in  view,  and  also  with  the  aim  of  in- 
creasing mutual  contacts  between  the  two  countries  I 
have  started  during  my  stay  in  America,  the  India 
America  Society,  thanks  to  willing  assistance  rendered 
to  me  by  my  good  friend  Dr.  J.  Arthur  Myers  and 
others,  I am  sure  that  it  will  blossom  into  an  important 
link  between  the  two  great  countries  in  the  very  near 
future. 

All  the  varieties  of  tuberculosis  that  exist  in  America 
also  exist  in  India  and  so  we  here  can  take  full  advan- 
tage of  the  advanced  methods  of  control  carried  out  in 
that  country  with  equal  benefit.  My  recent  visit  to  the 
States  has  given  me  an  opportunity  to  study  the  latest 
developments  in  surgery  as  practiced  there.  I mean  to 
introduce  these  methods  in  my  institute  as  soon  as  the 
equipment  arrives  and  hope  that  before  long  they  will 
spread  to  all  parts  of  India,  thus  giving  new  hope  of 
better  life  to  a large  proportion  of  the  tuberculous  popu- 
lation, which  is  today  condemned  to  miserable  death. 


Subscribers  in  general  and  libraries  in  particular  arc 
urged  to  protect  and  file  carefully  each  issue  of  The 
Journal-Lancet.  With  increasingly  important  profes- 
sional papers  being  published  there  is  a constant  de- 
mand for  back  issues  to  replace  those  mutilated,  bor- 
rowed, mislaid  or  lost.  It  is  growing  harder  and  in 
some  cases  impossible  to  supply  such  units  which  is 
the  reason  for  this  respectful  warning. 


April,  1950 
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A Modern  Program  of  Rehabilitation 
for  the  Tuberculous 

Sumner  S.  Cohen,  M.D.*  and  Mary  L.  Boice,  M.A.t 
Oak  Terrace,  Minnesota 


The  eventual  control  of  tuberculosis  is  dependent 
upon  prevention  through  early  diagnosis,  adequate 
treatment  and  successful  rehabilitation.  Each  has  its 
proper  place  in  the  over-all  program  but  must  be  care- 
fully integrated  to  obtain  permanent,  satisfactory  results. 
Rehabilitation  may  be  defined  as  the  restoration  of  the 
tuberculous  to  the  fullest  physical,  mental,  social,  voca- 
tional and  economic  usefulness  of  which  they  are  capable. 
Rehabilitation  is  important  from  the  strictly  medical 
standpoint  because  it  apparently  aids  in  maintaining  or 
prolonging  the  initial  physical  recovery  and  thus  reduces 
the  relapse  rate;  it  is  valuable  economically  because  self- 
supporting  wage  earners  are  created  to  replace  recipients 
of  direct  relief;  it  is  most  necessary  from  the  humani- 
tarian aspect  because  self-respect  is  restored,  self-confi- 
dence is  instilled  and  the  joy  of  living  is  renewed. 

An  organized  program  of  rehabilitation  was  insti- 
tuted in  1929  at  Glen  Lake  Sanatorium  with  the  co- 
operation of  the  State  Department  of  Vocational  Re- 
habilitation and  the  Hennepin  County  Tuberculosis 
Association.  The  original  program  has  been  modified 
over  the  years  as  experience  and  changing  requirements 
have  indicated.  The  primary  purpose  is  to  assist  the 
individual  patient  in  utilizing  his  physical,  social  and 
economic  capacities  to  the  fullest  extent. 

Training  for  post-sanatorium  life  should  be  started 
as  soon  as  feasible  after  admission  to  the  hospital.  It 
generally  requires  about  six  weeks  before  sufficient  data 
regarding  the  patient’s  physical  condition,  educational 
and  work  background  have  been  accumulated. 

As  soon  as  adequate  information  is  available  the  case 
is  referred  to  a committee  composed  of  the  directors  of 
social  service,  education  and  occupational  therapy,  the 
librarians,  the  physician  in  charge  of  the  case  and  the 
rehabilitation  counselor.  The  physician  gives  the  diag- 
nosis and  prognosis,  the  probable  length  of  stay  in  the 
hospital,  the  type  and  amount  of  activity  to  be  permitted 
and  an  estimate  of  the  eventual  working  capacity.  The 
social  service  worker  reports  on  the  social  picture  of  the 
patient  and  the  family  and  discusses  previous  education 
and  employment.  The  librarian  and  occupational  thera- 
pist present  any  knowledge  they  may  have  acquired. 
The  rehabilitation  counselor  describes  the  patient’s  for- 
mer occupation  so  that  the  physician  can  give  an  opinion 
as  to  the  advisability  of  the  patient  returning  to  his  pre- 
vious employment.  General  recommendations  are  then 


*Glen  Lake  Sanatorium,  Oak  Terrace,  Minnesota. 
tVocational  Rehabilitation  Counselor,  Minnesota  Department 
of  Education. 


made  as  to  the  type  of  program  to  be  followed.  The 
primary  survey  may  indicate  that  rehabilitation  is  contra- 
indicated because  of  (1)  serious  illness  and  poor  prog- 
nosis, (2)  severe  non-tuberculous  handicap  or  disability 
and  (3)  absence  of  need  for  rehabilitation.  These  pa- 
tients are  eliminated  from  immediate  consideration 
although  the  initial  decisions  are  subject  to  periodic 
review. 

The  rehabilitation  counselor  directs  and  integrates  the 
efforts  of  the  other  departments  that  emphasize  bedside 
or  ambulatory  teaching  and  training.  She  may  supple- 
ment the  available  data  with  aptitude,  interest  and  in- 
telligence tests  and  conducts  interviews  with  patients  so 
that  their  desires  and  needs  are  given  careful  considera- 
tion. Patients  are  encouraged  to  feel  that  they  have  defi- 
nite goals  and  sincere  efforts  are  made  to  keep  them 
mentally  alert  while  at  the  same  time  complete  or  partial 
physical  rest  may  be  necessary.  The  counselor  also  co- 
ordinates the  training  of  the  in-patient  with  continued 
rehabilitation  as  an  out-patient.  We  consider  this  con- 
tinuity of  activities  under  unified  direction  as  one  of  the 
strong  points  of  our  program.  The  counselor  may 
arrange  further  post-sanatorium  educational  training, 
whether  it  be  commercial  or  vocational  experience  or 
academic  studies.  In  other  cases,  she  may  aid  the  patient 
in  obtaining  suitable  work  in  industry. 

Education  is  emphasized  as  long  as  the  patient  is  kept 
entirely  at  rest  although  even  at  this  stage  certain  types 
of  occupational  therapy  may  be  permitted.  Continuation 
of  academic  work  may  be  prescribed  for  the  youthful 
student  and  this  may  be  carried  out  at  the  bedside  or 
in  the  classroom,  depending  upon  the  patient’s  physical 
condition.  The  worker  may  need  to  start  preparation 
for  a new  vocation  or  undertake  review  or  more  advanced 
studies  to  improve  his  ability  in  his  former  occupation. 
The  housewife  may  begin  retraining  in  home  making 
so  that  eventually  she  will  be  able  to  make  a better 
home  for  herself  and  family. 

As  the  patient’s  physical  condition  improves  and  in- 
creased activity  is  permitted,  the  tempo  of  the  educa- 
tional program  may  be  stepped  up  and  actual  vocational 
training  may  be  started.  We  have  facilities  for  supply- 
ing in-patient  vocational  training  in  some  of  the  hospital 
professions  such  as  nursing,  laboratory  and  x-ray  tech- 
niques. Commencement  of  such  trade  work  as  radio, 
typewriter  and  watch  repairing  may  be  feasible.  The 
list  of  other  occupations  for  which  actual  training  is 
available  within  the  sanatorium  includes  leather  work, 
bookbinding,  printing,  showcard  writing,  stenciling, 
weaving,  toy  making  and  many  others.  The  vocational 
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experience  should,  as  far  as  possible,  be  of  a type  which 
will  aid  the  patient  in  his  post-sanatorium  work. 

We  have  recently  inaugurated,  with  the  assistance  of 
the  Hennepin  County  Tuberculosis  Association,  a series 
of  meetings,  held  weekly,  for  all  of  the  ambulant  pa- 
tients. The  purpose  is  to  acquaint  them  with  various 
general  features  of  rehabilitation,  trying  to  emphasize 
the  practical  aspects  of  training  for,  finding  and  keeping 
a position  or  job.  Speakers  are  recruited  from  industry 
and  they  discuss  various  phases  of  every  day  "job” 
problems.  Subjects  covered  will  vary  from  "How  to 
choose  an  occupation”  to  "How  to  conduct  yourself  in 
an  interview.”  Lectures  of  this  type  can  be  made  in- 
teresting for  the  patient  provided  the  lecturers  are  chosen 
carefully  and  topics  of  general  interest  are  presented. 
This  lecture  series  is  a recent  innovation  and  is  still  on 
an  experimental  basis. 

Our  aim,  in  the  main,  is  to  ease  the  patient  back  to 
work  through  normal  industrial  channels.  We  do  not 
have  any  method,  such  as  the  Altro  work  shops,  by  which 
the  patient  may  receive  sheltered  employment.  It  has 
been  necessary  to  educate  employers  to  accept  patients 
with  arrested  tuberculosis  as  satisfactory  risks.  The  em- 
ployers have  had  to  be  taught  that  the  ex-patient  is 
capable  physically  of  handling  the  particular  job  which 
already  had  been  surveyed  carefully  by  the  rehabilitation 


counselor.  The  employers  have  had  to  learn  that  patients 
with  arrested  tuberculosis  are  not  infectious  and  are  not 
dangerous  to  other  employees.  To  safeguard  this  educa- 
tional program  for  employers,  it  is  essential  to  follow 
ex-patients  carefully  by  x-rays  and  clinical  examinations 
in  order  to  recognize  relapses  as  early  as  possible.  This 
benefits  the  ex-patient  and  protects  the  employer  from 
criticism. 

Summary 

1.  Rehabilitation  of  the  tuberculous  reduces  the  relapse 
rate,  replaces  indigents  with  wage-earners  and  restores 
.self-respect  and  self-confidence. 

2.  The  primary  purpose  of  rehabilitation  is  to  aid  the 
patient  in  utilizing  his  physical,  social  and  economic 
capacities  for  his  present  and  future  welfare. 

3.  The  rehabilitation  counselor  directs  the  entire  pro- 
gram, making  use  of  all  available  data,  special  tests  and 
the  services  of  other  hospital  departments,  such  as  med- 
ical, social  service,  education  and  occupational  therapy. 
She  also  coordinates  the  in-patient  and  ex-patient  pro- 
gram. 

4.  The  in-patient  program  stresses  education  and  vo- 
cational training  leading  to  resumption  of  work  activities 
through  usual  industrial  channels.  The  necessity  for  ade- 
quate post-sanatorium  physical  follow-up  is  stressed. 


TUBERCULOSIS  CONTROL  IN  COLLEGES 

More  tuberculosis  control  programs  are  in  effect  than  ever  before  in  American  colleges, 
according  to  the  18th  annual  report  of  the  Committee  on  Tuberculosis,  American  College 
Health  Association.  During  the  year  1947-1948,  tuberculosis  control  programs  were  reported 
by  374  colleges  as  against  six  colleges  in  1932.  The  374  colleges  having  programs  reported 
a total  of  968  cases  of  tuberculosis  found  in  an  enrollment  of  979,39'),  or  an  average  of 
about  99  cases  per  100,000.  Adult  groups  usually  show  300  to  300  cases  per  100,000. 

Among  the  faculty  and  administrative  staffs  of  colleges  having  case-finding  programs, 
24  cases  of  tuberculosis  were  found,  but  no  cases  were  reported  by  colleges  without  such 
programs.  Seventy-one  cases  were  found  among  food  handlers  and  other  employees  in  the 
colleges  with  programs,  and  only  one  case  in  the  colleges  without  programs. 

Altogether  a total  of  960  students,  with  their  tuberculosis  arrested,  have  returned  to 
school  to  complete  their  college  work. 


PRIZE-WINNING  EXHIBIT  ON  DISPLAY 

The  prize-winning  exhibit  "Tumors  of  the  Lung”  and  "Cancer  Cells  in  Sputum  and 
Bronchial  Secretions”  has  been  loaned  to  the  Armed  borces  Institute  of  Pathology  by  the 
Mayo  Foundation  and  is  on  exhibition  until  April  22,  1930,  in  the  Army  Medical  Museum. 
The  exhibit,  prepared  by  Drs.  J.  R.  McDonald,  L.  B.  Woolner  and  C.  Allen  Good,  under 
the  technical  supervision  of  Dr.  Arthur  H.  Bulbulian,  Director  of  the  Museum  of  Medicine 
and  Hygiene,  Mayo  Foundation,  Rochester,  Minnesota,  won  a prize  at  the  American  Med- 
ical Association’s  June  meetings  in  Atlantic  City,  New  jer.sey,  as  an  outstanding  example 
of  the  use  of  a combination  of  colored  wax  reproductions  and  colored  photographs  of  gross 
specimens  and  a.s.sociated  x-rays  to  illustrate  a medical  topic. 


April,  19^0 
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Further  Comparative  Studies  in  Tuberculin 
Skin  Testing  Among  2500  Students 

E.  S.  Krug,  M.D.*  and  H.  R.  Glenn,  M.D.* 

State  College,  Pennsylvania 


During  September,  1947,  the  College  Health  Serv- 
ice at  the  Pennsylvania  State  College  compared, 
among  other  procedures,  the  results  obtained  by  testing 
incoming  sophomore  students  for  evidences  of  tubercu- 
losis with  intradermal  PPD  and  the  Vollmer  patch  test.! 
We  felt  that  by  again  processing  the  incoming  second- 
year  students  on  this  campus  for  the  fall  term  in  1948 
with  the  patch  test  alone  and  comparing  these  results 
with  those  obtained  by  the  Vollmer  method  in  1947,  we 
might  be  able  to  strengthen  our  conclusions  in  this  re- 
gard. To  implement  this  idea,  2546  new  students,  both 
male  and  female,  were  given  patch  tests  in  September, 
1948. 

We  are  convinced  that  many  of  the  unsatisfactory 
features  of  the  patch  test  ascribed  to  it  in  the  past  have 
been  due  to  patches  carelessly  prepared  by  their  manu- 
facturers, improper  selections  of  sites  for  testing,  hap- 
hazard skin  preparation,  poor  management  of  the  patch 
after  its  application,  failure  of  the  medical  authority  to 
remove  patch  and  reading  of  the  results  by  individuals 
who  have  not  prepared  themselves  properly  for  such 
interpretations. 

For  the  above  reasons,  it  is  felt  of  sufficient  importance 
to  repeat  verbatim  a portion  of  our  last  (1947)  paper. 
Those  of  us  attempting  to  evaluate  the  Vollmer  method, 
as  compared  with  others,  consider  the  following  steps  as 
a "must”  and  are  extremely  insistant  that  all  the  follow- 
ing considerations  be  fully  observed: 

1.  Selection  of  a thin-skinned  hairless  site. 

2.  Thorough  cleansing  of  the  skin  at  this  selected  site 
with  a fat  solvent  agent  (acetone). 

3.  Complete  instructions  to  the  individual  for  its  care 
following  the  application  (sweating,  bathing,  show- 
ering, etc.) . 

4.  Removal  of  the  patch  by  the  mddical  agency  so  as 
to  be  sure  that  the  patch  has  been  in  place  for  the 
required  amount  of  time. 

5.  Prompt  and  careful  reading  of  results  by  physicians 
who  have  prepared  themselves  by  study  for  the 
proper  interpretations. 

The  preparation  of  the  patch  by  its  manufacturer 
should  consist  of: 

1.  A uniform  known  strength  of  tuberculin  material 
used  on  each  patch. 

2.  Careful  mechanical  application  of  a constant 
amount  of  the  known  strength  of  tuberculin  ma- 
terial to  each  patch. 

*From  the  College  Health  Service,  Pennsylvania  State  Col- 
lege, State  College,  Pennsylvania. 

tThe  patch  test  used  in  this  series  was  prepared  by  the 
Lederle  Laboratories  Division,  American  Cyanamid  Company. 


In  the  1948  series  we  were  also  interested  in  compar- 
ing the  readings  at  the  end  of  48  hours  when  the  patch 
was  removed  by  the  Health  Service  staff  physicians  and 
its  final  reading  result  at  the  end  of  the  96-hour  period. 
Thus,  we  found  1 per  cent  of  the  total  readings  were 
read  positive  at  48  hours  and  negative  at  96  hours. 
Fifty  per  cent  of  the  final  positives  were  read  negative 
at  48  hours  showing  the  great  importance  of  the  96-hour 
reading. 

With  all  of  the  above  provisions  as  part  of  our  stand- 
ard procedures,  we  quote  the  results  of  our  most  recent 
(1948)  study  in  the  following  table  and  compare  them 
with  the  1947  totals: 

Table  I 

Vollmer  Tests — Fall  Semester,  1948 

MALE 

Neg.-Neg.*  Pos.-Neg.*  Pos.-Pos.*  Neg.-Pos.*  Total 

1515  15  219  220  1969 

Neg.  = 1530  = 77.7%  (1<548)  Pos.  = 22.3%  (1948) 

= 21.3%,  (1947) 

FEMALE 

Neg. -Neg.  Pos. -Neg.  Pos. -Pos.  Neg. -Pos.  Total 

506  6 31  34  577 

Neg.  = 512  rr  88.74%,  (1948)  Pos.  = 11.26%  (1948) 

= 15.5  %,  (1947) 

Total  Male  and  Female  = 2546 

Total  Male  and  Female  Pos.  = 504  = 19,8%  (1948) 

= 20.2%,  (1947) 

First  readings  were  made  when  the  patch  was  removed  at  the 
end  of  the  48-hour  period.  Second  readings  occurred  at  the 
expiration  of  the  96  hours. 

'■‘Headings: 

Neg. -Neg.  = first  and  second  readings  were  negative. 

Pos. -Neg.  ^ first  reading  was  positive,  second  negative. 

Pos. -Pos.  ~ first  and  second  readings  were  positive. 

Neg. -Pos.  = first  reading  was  negative,  second  positive. 

Summary 

In  a study  involving  2152  undergraduate  students  at 
Penn  State  College  in  the  fall  semester  1947,  we  showed 
that  satisfactory  and  comparable  results  could  be  ob- 
tained by  using  patch  (Vollmer)  testing  where  its  use 
is  desirable  instead  of  the  two  dose  intradermal  PPD 
test  for  tuberculosis. 

In  the  fall  of  1948  we  verified  our  percentage  results 
in  the  1947  study  for  Vollmer  testing  by  reprocessing 
a second  group  of  2546  undergraduates. 

We  also  showed  and  emphasized  the  great  importance 
of  the  96-hour  reading. 

Reference 
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Shall  We  Accept  or  Reject  BCG  Vaccine^ 

Ramona  L.  Todd,  Ph.D.,  M.D. 

Minneapolis,  Minnesota 


The  bacillus  of  Calmette  and  Guerin  (BCG)  has 
been  defined  as  a non-virulent  bovine  tubercle  bacil- 
lus originally  isolated  from  the  milk  of  a tuberculous 
cow  m 1906.  The  organism  was  then  grown  on  suc- 
cessive transplants  onto  a bile  potato  medium  for  a period 
of  thirteen  years.  The  resulting  strain  was  avirulent  so 
far  as  animals  were  concerned,  and  was  able  to  produce 
local  nodular  lesions  in  animals  but  there  was  no  evidence 
of  progression  or  generalization  of  the  lesions.  These 
inoculated  animals  were  found  to  resist  virulent  tubercle 
bacilli  to  a great  extent.  As  a result  of  these  studies, 
Calmette  et  al  ^ described  this  avirulent  organism  as 
harmless  and  as  affording  a certain  degree  of  protection 
against  virulent  tubercle  bacilli. 

The  first  use  of  BCG  in  humans  was  begun  by  Weill- 
Halle  ■ in  Paris  in  1921  and  was  reported  in  1925.  Two 
early  events  that  occurred  in  regard  to  BCG  led  to  a 
marked  reluctance  to  accept  the  vaccine,  especially  in  the 
United  States.  The  first  of  these  was  the  laboratory 
work  of  Petroff  and  associates '‘ ( 1929)  who  dissociated 
BCG  into  rough  and  smooth  strains  and  claimed  * that 
the  smooth  strain  had  the  ability  at  times  to  produce 
progressive  disease  in  animals.  Rosenthal,  ’ working  m 
Illinois,  has  since  reported  that  amounts  of  BCG  many 
times  the  human  dose  have  been  injected  into  animals 
without  ever  having  produced  progressive  disease.  The 
second  discouraging  event  was  the  disaster  in  Liibeck, 
Germany,  in  which  271  infants  received  what  was  sup- 
posed to  have  been  BCG  vaccine  by  mouth  and  77  of 
them  died  of  progressive  disease.''  It  was  later  reported 
by  the  Robert  Koch  Institute  that  the  vaccine  used  was 
a mixture  of  BCG  and  a virulent  strain  of  tubercle  ba- 
cilli which  were  kept  in  the  same  incubator.  Those  re- 
sponsible for  this  occurrence  were  imprisoned  for  mal- 
practice. 

European  workers  were  not  as  discouraged  by  these 
reports  as  were  those  in  the  United  States  and  the  use 
of  BCG  was  continued  in  Europe  and  studies  are  still 
in  progress  there.  It  has  been  estimated  that  the  vaccine 
has  been  given  to  approximately  10  million  subjects. 
Even  though  used  since  1921  and  administered  to  so 
many  people,  the  value  of  BCG  is  still  not  established. 
In  more  recent  years,  a number  of  projects  have  been 
started  in  North  America  and  several  preliminary  reports 
have  appeared  in  the  literature.  In  evaluating  the  work 
today,  it  must  be  kept  in  mind  that  some  of  the  studies 
have  not  been  well  controlled,  others  have  not  been  con- 
trolled at  all,  and  a few  have  been  carefully  controlled. 
A few  examples  including  some  of  the  more  important 
of  these  reports  will  suffice  to  indicate  the  trend  of  re- 
sults to  the  present  time. 

'^'From  the  Students  Health  Service,  University  of  Minnesota. 


The  value  of  BCG  vaccine  in  increasing  resistance 
to  tuberculous  reinfection  has  been  investigated  under 
controlled  conditions  among  some  of  the  Indians  of 
the  United  States  and  Alaska  in  a study  conducted  by 
the  U.  S.  Office  of  Indian  Affairs  and  the  Henry  Phipps 
Institute  of  the  University  of  Pennsylvania. Freshly 
prepared  BCG  vaccine  was  administered  intracutaneously 
in  1935  to  1,551  American  Indians  ranging  in  age  from 
less  than  one  year  to  20  years  and  to  123  newborn  in- 
fants. Controls  included  1,457  Indians  of  comparable 
age  and  living  under  the  same  conditions  and  139  new- 
born infants.  No  untoward  local  or  general  reaction 
followed  the  injection  of  the  vaccine,  and  in  no  instance 
did  the  regional  lymph  nodes  ulcerate.  The  "newborn” 
infants  were  followed  six  to  eight  years  and  the  others 
from  nine  to  eleven  years.  The  mortality  rate  from  all 
causes  was  3.1  per  1,000  person-years  for  the  vaccinated 
and  7.2  for  the  controls.  The  mortality  rate  from  tuber- 
culosis was  0.4  per  1,000  person-years  for  the  vaccinated 
and  3.5  for  the  controls.  Among  the  newborns,  of  the 
123  vaccinated,  7 had  died,  none  from  tuberculosis; 
of  the  139  controls,  U had  died,  4 of  those  from  tuber- 
culosis. 

It  will  be  noted  that  the  vaccine  in  the  above  study 
was  administered  intracutaneously.  The  disadvantage  of 
this  route  of  inoculation  of  BCG  is  that  it  often  pro- 
duces a slowly  healing  ulcer  at  the  site  of  injection  and 
in  a small  percentage  of  cases  there  is  ulceration  of  the 
regional  lymph  nodes.  Oral  administration  is  not  advo- 
cated because  the  tuberculin  reaction  continues  to  remain 
negative  in  a high  percentage  of  those  vaccinated.  Sub- 
cutaneous inoculation  gives  rise  to  cold  abscesses  which 
frequently  have  had  to  be  aspirated  or  treated  surgically. 

An  example  of  a different  approach  to  the  problem 
may  be  seen  in  a report  in  1948  on  studies  carried  out 
in  Oslo,  Norway,  by  the  Oslo  Public  Health  Service.*' 
The  tuberculosis  mortality  ratio  was  45  in  the  control 
group  to  1 in  the  BCG  vaccinated  group,  but  no  one 
was  vaccinated  with  BCG  unless  he  was  Mantoux-nega- 
tive  to  1.0  mg.  of  Old  Tuberculin  while  the  main  quali- 
fications for  inclusion  in  the  control  material  is  the  evi- 
dence of  recent  infection  with  tuberculosis  in  persons 
who  had  earlier  been  tuberculin-negative.  Such  experi- 
mental methods  immediately  destroy  any  value  to  be  ob- 
tained from  a study  of  these  tuberculosis  mortality  sta- 
tistics! 

A recently  reported  Chicago  study  described  a con- 
trolled experiment  which  has  been  in  operation  for  ten 
years  with  an  additional  initial  three  years  of  animal 
research.  A part  of  this  study  concerns  nur.ses.  Student 
nurses  at  the  Cook  County  Hospital  were  tuberculin 
tested  and  vaccinated  during  their  first  week  in  training. 
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They  were  not  allowed  to  go  on  ward  duty  tor  at  least 
one  month  after  vaccination.  These  nurses  have  been 
observed  seven  years.  Controls  consisted  of  199  nega- 
tive reactors  who  were  not  allowed  to  work  in  the  Tuber- 
culosis Hospital.  There  were  142  nurses  vaccinated  by 
the  intracutaneous  route — a rather  small  group  for  sta- 
tistical comparisons.  These  vaccinated  nurses  were 
allowed  to  work  in  the  Tuberculosis  Hospital.  Pulmo- 
nary tuberculosis  developed  in  three  of  the  controls  and 
none  of  the  vaccinated  group.  Reactions  to  the  vaccine 
such  as  ulceration  and  breaking  down  of  lymph  nodes 
were  not  seen.  These  authors  conclude  that  BCG  vac- 
cination is  a safe  and  effective  procedure. 

Many  other  experiments  could  he  cited  but  these 
should  be  sufficient  to  indicate  the  necessity  for  extreme 
caution  in  evaluation  of  reports  of  the  efficacy  of  BCG 
vaccine. 

It  must  be  remembered  that,  before  one  can  accept 
BCG  vaccination,  one  must  adopt  the  theory  that  a posi- 
tive Mantoux  reaction  affords  some  degree  of  protection. 
It  is  the  height  of  inconsistency  to  believe  that  it  is 
better  to  have  a negative  tuberculin  test  and  then  to 
advocate  BCG  vaccination  to  change  the  reaction  to  a 
positive  one.  Further,  the  tuberculin  reaction  is  one  of 
our  most  valuable  diagnostic  aids  in  tuberculosis.  Mass 
vaccination  with  BCG  would  destroy  this  guidepost  by 
causing  the  recipients  to  become  reactors  to  tuberculin. 

It  is  reasonable  to  believe  that  many  of  the  contro- 
versies regarding  BCG  vaccination  cannot  be  settled  un- 
til a number  of  bacteriological  and  immunological  prob- 
lems have  been  solved.  Dr.  Dubos,  in  an  editorial  in 
the  American  Review  of  Tuberculosis  (1949)”  has  sum- 
marized these  problems  in  excellent  manner.  The  BCG 
vaccine,  as  indicated  in  the  beginning  of  this  discussion, 
is  a suspension  of  living  tubercle  bacilli.  Dr.  Dubos 
points  out  that  the  numbers  of  viable  bacilli  in  the  BCG 
vaccine  prepared  by  standard  methods  and  kept  in  fluid 
medium  decrease  rapidly,  even  at  icebox  temperatures. 
The  vaccines  currently  distributed  contain  from  1 to  5 
billion  bacterial  cells  per  cc.  of  fluid.  Viability  tests 
reveal,  however,  that  only  a fraction  of  a per  cent,  at 
times  less  than  .001  per  cent,  is  viable  at  the  time  of 
injection;  therefore,  to  date,  we  have  no  truly  standard 
vaccine.  The  conventional  techniques  used  in  the  cultiva- 
tion and  distribution  of  BCG  vaccine  expose  the  bacilli 
to  such  a variety  of  chemical  and  physical  trauma  that 
any  vaccine  consists  of  an  unpredictable  mixture  of  cells 
possessing  all  degrees  of  physiological  age  and  activity. 
It  is  also  possible  that  some  of  the  conflicting  reports 
concerning  virulence  of  BCG  for  guinea  pigs  may  reflect 
differences  in  the  physiologic  state  of  the  animals  used 
by  various  investigators.  As  far  as  is  known,  all  the 
strains  of  BCG  in  use  are  derived  from  the  attenuated 
culture  first  obtained  by  Calmette  and  Guerin.  There 
is  no  doubt  that  it  has  undergone  considerable  variations 
over  the  years,  so  that  strains  vary  markedly  in  virulence. 

There  is  no  means  of  evaluating  the  degree  of  im- 
munity produced  by  BCG.  In  most  such  tests  on  ani- 
mals enormous  doses  of  vaccine  have  been  used  which, 
of  course,  do  not  reflect  the  efficacy  of  the  vaccine  as 


used  for  immunization  of  humans.  The  development  of 
a positive  tuberculin  test  is  universally  used  as  a criterion 
that  the  vaccine  has  been  successful  but,  unfortunately, 
the  relation  of  tuberculin  allergy  to  immunity  is  one 
of  the  most  obscure  aspects  of  the  pathogenesis  of  tuber- 
culosis. It  is  possible  to  render  animals  tuberculin  posi- 
tive by  injecting  dead  tubercle  bacilli  into  them  without 
increasing  their  resistance  to  infection.  The  mechanisms 
which  bring  about  immunity  to  tuberculosis  are  still  un- 
known; therefore,  it  is  not  yet  possible  to  devise  a test 
that  would  reveal  the  effectiveness  of  BCG  vaccination. 
In  other  words,  the  size  of  the  immunizing  dose,  the 
antigenic  potency  of  the  vaccine  at  the  time  of  inocula- 
tion, and  the  response  of  the  individual  in  terms  of  re- 
sistance have  to  be  learned. 

A statement  on  BCG  made  by  the  American  Trudeau 
Society,  Medical  Section  of  the  National  Tuberculosis 
Association,  in  the  American  Review  of  Tuberculosis  for 
November  1949,’-  includes  the  belief  that  BCG  vaccine 
prepared  under  acceptable  conditions,  and  administered 
by  approved  techniques  to  persons  negative  to  tuberculin, 
can  be  considered  harmless.  It  is  further  stated,  however, 
that  the  degree  of  protection  is  by  no  means  complete, 
nor  is  the  duration  of  induced  relative  immunity  perma- 
nent or  predictable.  The  need  for  further  basic  research 
is  recognized  and  emphasized.  On  the  basis  of  studies 
reported  in  the  literature,  the  Trudeau  group  feels  that 
an  appreciable  reduction  in  the  incidence  of  clinical 
tuberculosis  may  be  anticipated  when  certain  groups  of 
people  who  are  likely  to  develop  tuberculosis  because  of 
unusual  exposure,  inferior  resistance,  or  both,  are  vac- 
cinated; therefore,  vaccination  of  the  more  vulnerable 
groups  is  recommended,  provided  they  do  not  react  to 
adequate  tuberculin  tests.  These  groups  include  doctors, 
medical  students,  nurses,  and  persons  exposed  to  infec- 
tious tuberculosis  in  the  home  or  living  or  working  in 
communities  of  high  tuberculosis  mortality  rates. 

It  should  be  realized  that  the  most  effective  methods 
of  controlling  tuberculosis  in  the  general  population  are: 
the  improvement  of  living  conditions  and  general  health, 
public  health  methods  and  case-finding  programs,  prompt 
and  adequate  treatment  of  patients  with  active  disease, 
segregation  of  those  not  amenable  to  accepted  forms 
of  treatment,  and  adequate  rehabilitation. 

Summary 

In  evaluating  BCG  vaccination  efficacy,  the  following 
considerations  must  be  kept  in  mind: 

1.  The  literature  must  be  studied  closely  to  determine 
whether  studies  have  been  well  controlled,  else  they  lose 
their  value. 

2.  Care  must  be  taken  that  one  does  not  draw  conclu- 
sions from  reports  of  observations  on  groups  that  are 
too  small  to  warrant  generalization. 

3.  BCG  vaccine  has  been  used  on  humans  since  1921, 
yet  we  do  not  know  whether  it  is  effective,  and,  if  so, 
how  effective. 

4.  The  theory  that  a positive  tuberculin  reaction  pre- 
disposes to  reinfection  is  not  compatible  with  a belief 
in  BCG  vaccination.  The  theory  that  the  development 
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of  a positive  tLiberciilin  reaction  indicates  some  degree 
of  resistance  to  reinfection  does  explain  the  belief  that 
BCG  vaccination  results  in  increased  resistance. 

'y.  The  tuberculin  reaction  is  a valuable  aid  in  diag- 
nosis of  tuberculosis,  an  aid  which  is  lost  when  the  vac- 
cinated individual  is  changed  from  a non-reactor  to  a 
reactor  to  tuberculin. 

6.  A number  of  bacteriological  and  immunological 
problems  remain  to  be  .solved  before  many  of  the  ques- 
tions regarding  BCG  vaccination  can  be  answered.  These 
problems  include  standardization  and  stabilization  of  the 
antigenic  potency  of  the  vaccine  and  the  response  of 
the  individual  in  terms  of  protective  immunity,  if  any. 

7.  The  Trudeau  Society  considers  BCG  vaccine,  prop- 
erly prepared  and  administered,  to  be  harmless,  but 
points  out  that  further  studies  are  needed  before  the 
degree  of  protection  can  be  predicted. 

8.  The  approved  general  control  naeasures  which  have 
been  found  to  be  effective  must  be  continued  until  fut- 
ther  proof  of  efficacy  of  BCG  vaccination  is  available. 
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THE  ORIGIN  OF  TUBERCLE 

Let  me  state  briefly  here  the  views  of  the  modern  school  of  pathology  as  to  the  origin 
of  tubercle,  as  contrasted  with  the  older  doctrine.  The  latter  held  that  it  was  a new  sub- 
stance— heterologous — formed  from  a certain  specific  exudation  or  deposit  from  the  blood 
vessels,  and  that  the  production  of  this  exudation  was  the  primary  step  in  the  complex  morbid 
process,  known  as  phthisis,  or  pulmonary  consumption.  Virchow  advanced  more  rational 
views,  which  have  m a great  measure  supplanted  the  dogmas  of  the  older  pathology,  to  wit: 
neither  pus  nor  tubercle,  nor  certain  other  adventitious  products  are  derived  from  an  exuda- 
tion, nor  are  they  new  formations,  i.  e.  heterologous,  but  homologous:  types  more  or  less 
modified,  or  normal  and  pre-existing  structures.  Pus  and  tubercle — for  a close  analogy  exists 
between  them,  both  as  to  their  origin  and  subsequent  history — are  derived  from  two  sources — 
connective — tissue  corpuscles,  and  epithelium.  They  are  simply — i.  c.  in  their  nascent  condi- 
tion— the  normal  cellular  elements  produced,  whether  as  a result  of  irritation  or  of  errors  of 
nutrition,  too  rapidly,  therefore  imperfect,  faulty  in  all  respects,  and  incapable  of  organiza- 
tion, or  of  any  higher  life;  as  Nicmeyer  has  it — a pitiful  and  mean  production.  In  a few 
words,  then — the  result  of  too  rapid  cell-proliferation — a pouring  forth  of  abortive  cells  in 
immense  quantities,  and  the  tendency  and  usual  termination  of  which  is  the  destruction  by 
pressure  and  otherwise  of  surrounding  tissues.  Reinhardt  (V’s  Cell.  Path.)  holds  that  tuber- 
cle is  simply  "one  of  the  forms  presented  by  inflammatory  products,  while  undergoing  trans- 
formation, and  especially  that  all  tubercle  is  inspissated  pus.” 

C.  H.  Boardman:  Phthisis. 

Northwestern  Medical  and  Surgical  journal  1:361,  1870 
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A Case  of  Spontaneous  Hemopneumothorax 

G.  J.  Kertesz,  M.D. 

Minneapolis,  Minnesota 


ON  January  22,  1948,  D.  A.,  a high  school  student, 
white  and  17  years  of  age,  ran  for  a bus  and  fell 
on  her  knees  as  she  tried  to  board.  Sudden  pain  de- 
veloped in  the  region  of  her  thoracic  spine,  which  lasted 
about  three  hours.  She  felt  well  for  the  next  four  days, 
then  developed  severe  pain  over  the  entire  chest.  A phy- 
sician made  a diagnosis  of  pleurisy  and  gave  her  tempo- 
rary relief  by  taping  her  chest. 

She  came  to  my  attention  one  week  after  the  onset 
of  the  illness,  and  she  was  again  distressed.  The  tape 
was  removed  and  x-ray  inspection  of  her  chest  revealed 
evidence  of  pneumothorax  on  the  right  side  with  fluid 
extending  to  the  level  of  the  anterior  end  of  the  fourth 
rib  (Figure  1).  Above  the  fluid  level  no  evidence  of 
disease  was  seen  in  the  lung.  The  left  lung  appeared 
clear.  Bloody  fluid  was  aspirated  from  the  right  pleural 
cavity  and  she  was  admitted  to  the  Asbury  hospital  on 
February  3,  1948.  On  physical  examination  a soft  sys- 
tolic murmur  which  was  not  transmitted  was  heard  over 
the  apex  of  the  heart.  There  was  flatness  to  percussion 
on  the  right  side  from  the  fourth  thoracic  vertebra  down 


Fig.  1,  Made  from  an  x-ray  film  taken  January  30,  1948, 
of  the  chest  of  a girl  of  17  years.  Note  partial  collapse  of  the 
right  lung  which  proved  to  be  due  to  spontaneous  pneumo- 
thorax. The  fluid  in  the  right  pleural  cavity  was  found  to  be 
blood. 


and  breath  sounds  were  absent  over  this  area.  No  ab- 
normal sign  was  elicited  over  the  left  lung.  Fder  blood- 
pressure  was  106,'^ 66  and  hemoglobin  was  75.5  per  cent 
or  11.7  gm.  There  were  3,410,000  red  blood  cells  and 


Fig.  2.  Made  from  an  x-ray  film  taken  on  February  27,  1948, 
of  chest  of  same  girl  as  in  Figure  1.  The  right  lung  is  almost 
completely  collapsed.  Small  amount  of  blood  remains  in  the 
right  pleural  cavity. 

13,900  white  cells  (77  per  cent  neutrophiles,  16  per 
cent  lymphocytes,  2 per  cent  stabcells,  4 per  cent  eosin- 
ophiles,  1 per  cent  basophiles) . There  were  340,000 

platelets.  X-ray  film  inspection  at  the  hospital  on  Feb- 
ruary 5 revealed  slightly  more  fluid  than  on  January  30. 

On  February  6,  Dr.  W.  H.  Ford  aspirated  800  cc. 
of  bloody  fluid  and  introduced  200,000  units  of  peni- 
cillin into  the  right  pleural  cavity.  On  the  same  day 

the  patient’s  hemoglobin  was  66  per  cent  or  10.3  gm. 
X-ray  inspection  on  February  1 1 showed  a slight  de- 
crease in  the  pneumothorax  on  the  right  side,  but  the 
fluid  had  risen  to  the  level  of  the  second  rib.  On  Feb- 
ruary 12,  800  cc.  of  bloody  fluid  was  aspirated  and 

penicillin  administered  as  on  February  6. 

Direct  smear  of  the  hemorrhagic  exudate  and  guinea 
pig  innoculation  revealed  no  evidence  of  tubercle  bacilli. 
She  did  not  react  to  tuberculin. 

On  February  18,  x-ray  inspection  revealed  decrease 
in  the  collapse  of  the  right  lung  with  a moderate  amount 
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of  ffuid  at  the  base.  By  February  27,  she  showed  a 
great  deal  of  clinical  improvement  and  only  a small 
amount  of  blood  remained  in  the  right  pleural  cavity. 
However  there  was  marked  increase  of  the  pneumo- 
thorax so  the  right  lung  was  almost  completely  col- 
lapsed. (Figure  2.) 

She  was  discharged  from  the  hospital  on  February  29, 
1948,  and  continued  to  improve.  On  April  2,  there  was 
no  evidence  of  fluid.  The  lung  gradually  re-expanded 
and  appeared  normal  in  every  respect  on  December  13, 
1948.  (Figure  3.)  There  has  been  no  recurrence  or 
evidence  of  any  other  chest  disease. 

Discussion 

Hartzel  reported  44  cases  in  1942.  This  included  all 
recorded  cases  since  Pitt  made  the  first  report  of  this 
condition  in  1900.  In  recent  years  additional  cases  have 
been  reported  by  such  workers  as  Helwig,  Jennings, 
Tannenbaum,  Lea,  Franklin,  Snively  and  Shuman,  Payn 
and  Lief,  Warning  and  Nalls,  making  a total  of  about 
72  cases,  only  two  of  whom  were  women. 

Death  occurs  within  a few  days  in  about  one  third 
of  the  cases  unless  the  condition  is  promptly  recognized 
and  treated.  The  bleeding  may  occur  at  the  site  of  a 
ruptured  emphysematous  bleb  or  from  pleural  adhesions, 
which  tear  when  or  after  the  pneumothorax  occurs.  The 
amount  of  blood  found  at  necropsy  has  ranged  from 
one  to  four  and  one-half  liters.  Usually  the  blood  does 
not  clot,  because  of  rapid  defibrination  by  cardiorespira- 
tory action,  which  results  in  deposition  of  fibrin  on  the 
pleural  surface. 

The  onset  is  usually  sudden  and  consists  of  sharp, 
stabbing  and  continuous  pain  on  the  involved  side  of 
the  chest.  The  pain  may  remain  localized  or  may  radiate 
to  the  corresponding  scapula  or  to  the  abdomen.  Some- 
times nausea,  vomiting  and  diarrhea  accompany  the 
abdominal  pain.  In  one  case  the  admission  diagnosis 
was  acute  cholecystitis  and  in  another  perforated  duo- 
denal ulcer,  and  operations  were  performed.  The  second 
diagnostic  point  is  the  pallor  and  unexpected  severe 
anemia.  Next  is  the  physical  findings  of  pneumothorax. 
The  fourth  is  the  rapid  accumulation  of  fluid  and  the 
x-ray  findings  of  hydropneumothorax. 

Treatment  consists  of  rest,  aspirations  of  blood  and 
air  to  prevent  high  intrapleural  pressure,  oxygen  as 
needed  and  antibiotics  to  avoid  serious  infections. 

Summary 

Spontaneous  hemopneumothorax  m a girl  of  17  years 
is  reported.  Etiology  was  not  determined.  Treatment 
consisted  of  aspiration,  bedrest  and  antibiotics.  Recov- 


Fig.  3.  Made  from  an  x-ray  film  taken  December  13,  1948, 
of  chest  of  same  girl  as  shown  in  Figure  1.  No  residual  is  seen 
of  the  hemopneumothorax.  Both  lungs  now  appear  normal. 


ery  was  uneventful  and  no  residual  is  demonstrable  by 
the  usual  examination. 
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INTERNATIONAL  CONGRESS  IN  ROME 

The  first  Internation.il  Congress  on  Diseases  of  the  Chest  will  be  held  at  the  Carlo 
Forlanini  Institute,  Rome,  Italy,  September  17-20,  1950,  under  the  auspices  of  the  Council 
on  International  Affairs  of  the  American  College  of  Chest  Physicians  and  the  Carlo  Forlanini 
Institute.  Physicians  who  are  interested  in  attending  the  Congress  should  communicate  at 
once  with  Dr.  Chevalier  L.  Jackson,  Chairman  of  the  Council  on  International  Affairs, 
American  College  of  Chest  I^hysicians,  500  North  Dearborn  Street,  Chicago  10,  111.,  LhS.A. 
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Observations  on  Mass  Survey  and  Hospital 
Admission  X-Ray  Programs 

Robert  J.  Anderson,  M.D.* 

Washington,  D.  C. 


More  than  ten  years  have  passed  since  DeAbreu 
demonstrated  the  first  mass  application  of  photo- 
fluorography  in  Brazil.  During  this  relatively  brief  span 
of  time  we  have  seen  a rather  remarkable  expansion  in 
the  use  of  this  technique  in  the  field  of  tuberculosis 
control.  Today  more  than  14,000,000  persons  in  every 
part  of  the  country  and  in  every  kind  of  social  and  eco- 
nomic group  are  being  screened  for  tuberculosis  every 
year.  And  the  individual  programs  range  from  the  rou- 
tine, as  exemplified  by  hospital  admission  programs,  to  the 
highly  concentrated,  such  as  the  screening  of  total  com- 
munity populations.  Since  the  latter  part  of  1945,  the 
United  States  Public  Health  Service  has  participated  in 
16  of  the  large-scale  community-wide  programs,  and 
has  taken  part  in  the  screening  of  more  than  3,000,000 
persons.  Within  the  states,  official  and  voluntary  health 
agencies  are  now  operating  some  1,000  photofluoro- 
graphic  machines  in  the  search  for  tuberculosis. 

As  a screening  device  and  a prelude  to  necessary  med- 
ical supervision,  there  can  be  no  doubt  of  the  survey’s 
effectiveness.  Whether  it  is  conducted  in  hospitals,  in 
communities,  or  among  specialized  population  groups, 
the  screening  survey  does  find  tuberculosis  suspects — 
those  in  need  of  medical  supervision  and  follow-up.  In 
Minneapolis,  for  example,  some  3,850  persons  were 
found  to  be  in  need  of  such  supervision  on  the  basis  of 
screening  films  and  confirmatory  14xl7-inch  x-rays. 

Aside  from  this  basic  observation,  there  are  other  in- 
teresting facts  which  are  revealed  in  the  large  volume 
of  screening  work  now  going  on  in  this  country.  It  is 
apparent,  for  example,  that  the  vast  majority  of  tuber- 
culosis cases  discovered  as  the  result  of  screening  surveys 
— and  for  that  matter,  the  majority  of  the  active  cases 
found — are  previously  unknown  to  health  authorities. 
To  cite  the  experience  of  the  Washington,  D.C.,  com- 
munity-wide chest  x-ray  survey,  86  per  cent  of  all  cases 
clinically  classified  as  active  and  inactive  were  previously 
unknown  to  the  Department  of  Health  as  cases  of  tuber- 
culosis. Moreover,  92  per  cent  of  those  classified  as 
active  cases  of  tuberculosis  were  similarly  unknown. 

The  Minneapolis  mass  survey  revealed  much  the  same 
pattern,  with  91  per  cent  of  all  demonstrably  active 
cases  unknown.  In  hospital  screening  programs,  this 
tendency  also  is  marked,  since  suspects  most  often  come 
to  hospitals  for  other  than  thoracic  complaints. 

Screening  programs,  moreover,  succeed  in  finding  tu- 
berculosis cases  at  an  earlier  and  more  readily  manage- 

*Chief, Division  of  Tuberculosis,  United  States  Public  Health 
Service. 


able  stage  of  disease.  Time  was  when  the  bulk  of  cases 
coming  to  official  attention  were  in  the  advanced  stages 
of  disease.  Most  of  them  presented  symptoms  of  some 
sort,  ranging  all  the  way  from  general  debility  to  cough 
and,  in  some  cases,  hemoptysis.  For  the  physician,  diag- 
nosis was  a relatively  simple  matter,  for  even  the  stetho- 
scope was  a fairly  useful  instrument  in  many  of  these 
cases.  For  the  patient,  however,  it  often  meant  an  ex- 
tended period  of  treatment  and  poor  prognosis. 

The  extent  to  which  the  screening  survey  succeeds 
in  "turning  back  the  clock”  in  terms  of  stage  of  disease 
at  the  point  of  case  discovery  can  be  demonstrated  by 
citing  some  of  the  facts  which  have  come  out  of  these 
programs.  In  the  Washington,  D.  C.,  survey,  about  70 
per  cent  of  the  reinfection  tuberculosis  cases  were  regis- 
tered as  minimal  at  the  end  of  1948.  In  contrast,  only 
35  per  cent  of  the  cases  who  were  discovered  by  ordinary 
methods  of  case  finding,  and  who  were  registered  at  the 
end  of  1948,  were  of  similar  involvement.  In  other 
words,  it  would  seem  that  the  mass  survey  doubled  the 
proportionate  yield  of  minimal  cases. 

Earlier  diagnosis  seems  to  be  resulting  from  hospital 
admission  screening  programs  as  well.  Although  detailed 
information  on  these  programs  is  rather  scanty,  the  trend 
seems  to  be  the  same  as  in  more  general  screening  pro- 
grams. For  example,  the  University  of  Chicago  hospital 
found  that  among  the  first  215  clinically  significant  cases 
of  tuberculosis  discovered  in  its  routine  admission  pro- 
gram, nearly  60  per  cent  were  minimal.  In  another  hos- 
pital program — that  now  being  conducted  at  Freedmen’s 
hospital  in  Washington — an  analysis  of  x-ray  films  sug- 
gestive of  tuberculosis  reveals  65  per  cent  minimals. 

We  have  learned  from  surveys,  too,  that  some  of  our 
long-held  notions  about  prevalence  need  to  be  revised. 
It  is  not  altogether  the  young  we  need  to  be  concerned 
about,  but  the  old — not  altogether  the  woman,  hut  the 
man. 

Surveys  have  shown  as  much  as  four  times  more  active 
disease  (that  is,  including  those  clinically  classified  as 
active,  probably  active,  and  questionably  active)  among 
people  65  to  74  years  of  age  than  among  the  age  group 
15  to  24.  Moreover,  it  appears  that  the  disease  more 
frequently  goes  unrecognized  in  the  older  population. 
This  has  been  brought  out  quite  clearly  in  the  Washing- 
ton, D.C.,  survey,  where  only  4 per  cent  of  the  older 
cases  processed  by  the  survey  (aged  65  and  over)  were 
previously  known  to  the  health  department,  as  against 
25  per  cent  of  the  group  34  years  of  age  and  under. 
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As  for  the  problem  of  relative  prevalence  among  males 
and  females,  the  Washington,  D.  C.,  survey  showed  an 
age-adjusted  rate  of  11.6  active  cases  of  tuberculosis  per 

10.000  persons  examined  for  men,  as  against  one  of 

7.0  for  women.  Among  the  older  age  groups,  this  dis- 
parity was  even  more  marked.  In  the  age  group  45  and 
over,  there  were  18  active  cases  per  10,000  persons  exam- 
ined among  men,  and  less  than  five  among  women. 

In  the  wake  of  screening  programs,  we  have  observed 
many  interesting  trends  which  can  be  attributed  largely 
to  the  survey’s  stimulus.  In  Washington,  D.C.,  the  sur- 
vey emphasized  the  pressing  need  for  additional  hospital 
beds  for  the  tuberculous,  so  that  some  beds  which  had 
previously  been  closed  were  reopened.  The  phenomenal 
expansion  in  Seattle’s  tuberculosis  bed  capacity  can  also 
be  laid,  in  part  at  least,  to  the  catalytic  effects  of  the  sur- 
vey; today,  Seattle  is  hospitalizing  more  than  twice  as 
many  cases  as  it  did  prior  to  the  survey. 

In  Savannah,  Georgia,  which  was  the  scene  of  one  of 
the  earliest  large-scale  screening  surveys,  the  years  prior 
to  the  survey  had  seen  more  than  half  of  the  tubercu- 
losis deaths  go  unreported  as  living  cases.  In  the  two 
years  following  the  survey,  only  24  per  cent  of  the  tuber- 
culosis deaths  continued  to  go  unreported  during  life. 

Furthermore,  in  pre-survey  years,  only  32  per  cent  of 
Savannah’s  tuberculosis  deaths  had  been  reported  as  liv- 
mg  cases  three  months  or  more  prior  to  death.  In  the 
first  year  following  the  survey,  however,  61  per  cent  were 
reported  three  months  or  more  before  death.  In  the  year 
following  the  survey,  then,  approximately  twice  as  many 
tuberculosis  deaths  were  known  as  cases  a substantial 
period  of  time  before  death.  As  we  well  know,  effective 
tuberculosis  control  must  be  based  on  a knowledge  of 
the  disease  in  its  communicable  form — not  on  its  lethal 
effects  alone. 

What  exactly,  can  we  expect  of  the  screening  survey? 
Dr.  George  Aagaard,’  in  discussing  the  Minneapolis 
survey  answered  this  quite  well  when  he  said,  "The  value 
of  this  survey  to  the  health  of  our  community  is  im- 
possible to  estimate.  It  will  depend  in  large  measure 
on  how  well  we,  the  physicians  of  the  community,  per- 
form our  task  of  arriving  at  an  exact  diagnosis  and  ad- 
vising appropriate  therapy.’’ 

For  the  physician,  the  screening  survey  imposes  new 
responsibilities.  We  have  learned  that  x-ray  shadows  of 
undetermined  etiology  are  quite  prevalent.  Their  eluci- 
dation may  require  employing  the  full  range  of  diag- 
nostic procedures — the  kinds  of  procedures,  for  example, 
recommended  by  the  Washington,  D.  C.,  Chest  X-ray 
Survey  committee  of  medical  experts.  These  included: 

a.  Clinical  histories 

b.  Physical  examination 

c.  Additional  x-ray  studies,  including  fluoroscopy, 

stereoscopy,  laminography,  and  lordotic  films 

d.  Tuberculin  tests 

e.  Laboratory  studies  — examinations  of  sputa  and 

gastric  washings 

f.  Bronchoscopy 

g.  Biopsy 


There  is  no  doubt  that  the  etiologic  differentiation  of 
some  lesions  will  be  difficult.  In  some  midwestern  areas, 
where  histoplasmosis  is  prevalent,  the  task  will  be  doubly 
difficult.  In  sputum-negative  cases,  there  may  lurk  an 
even  more  formidable  enemy — lung  cancer.  And  here, 
as  Dr.  Overholt  " points  out,  the  time  element  of  can- 
cer’s "silent  phase’’  imposes  the  additional  responsibility 
of  prompt  as  well  as  thorough  evaluation  in  order  to 
yield  a greater  proportion  of  resectable  disease. 

The  task  will  he  complicated  many  times  over,  too, 
by  the  frequency  of  divergent  radiological  and  bacterio- 
logical findings.  In  a hospital  setting,  where  diagnostic 
workup  can  follow  upon  the  heels  of  the  admission 
screening  procedure,  the  difficulties  can  in  all  probability 
be  minimized.  When  a patient  comes  to  a physician’s 
office  as  the  result  of  a positive  survey  finding,  however, 
the  physician  is  himself  confronted  by  the  full  diagnostic 
problem  and  responsibility. 

In  the  Minneapolis  and  Washington,  D.  C.,  surveys, 
well  over  90  per  cent  of  all  tuberculosis  suspects  did 
actually  reach  medical  follow-up,  either  under  public  or 
private  auspices.  For  many  of  these  suspects,  differential 
diagnosis  was  a most  complex  and  difficult  matter,  re- 
quiring extensive  workup  and  the  most  careful  evalua- 
tion. To  be  sure,  the  diagnostic  problem  posed  by  many 
of  these  cases  is  not  at  all  resolved  by  the  simple  re- 
port, "I  have  known  Mr.  and  have  taken 

care  of  him  for  25  years.  He  could  not  possibly  have 
tuberculosis!’’  (Such  a report  was  actually  received  by 
the  medical  officials  of  one  community-wide  survey.) 

With  the  minimal  case  of  tuberculosis,  diagnosis  is 
rarely  the  clear-cut  matter  it  is  in  more  active,  progres- 
sive, and  advanced  cases.  It  may  involve,  frequently, 
the  most  tedious  follow-up  and  most  painstaking  analysis 
and  evaluation.  These  are  the  lesions  which,  under  nor- 
mal circumstances,  rarely  get  the  doctor’s  care  because 
of  their  obscurity  and  elusiveness — those  which  may  be 
forever  the  "silent”  lesions  in  tuberculosis. 

And  even  after  clinical  follow-up  in  minimal  tuber- 
culosis has  confirmed  the  interpretation  of  the  ill-defined 
x-ray  shadow,  the  physician  is  faced  with  another  and 
perhaps  more  serious  problem.  He  must  then  cope  with 
the  question  of  the  lesion’s  significance,  and  must  decide 
upon  the  course  of  action  to  be  taken  in  its  management. 
Will  the  patient  need  to  undergo  hospitalization  and 
surgical  procedure?  Can  the  lesion  be  managed  under 
a home-care  regimen?  Or  will  it  be  sufficient  to  place  the 
patient  under  long-term  observation,  imposing  only  token 
limitations  upon  normal  activity?  It  will  be  most  urgent 
that  these  questions  be  resolved  properly  and  decisively. 

These  are  but  a few  of  the  problems  which  our  screen- 
ing survey  experiences  in  communities  and  hospitals  pose 
for  us  and  for  the  medical  profession  generally.  Meet- 
ing them  directly  and  fully  is  the  best  assurance  of  effec- 
tive tuberculosis  control. 
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Mobile  X-Ray  Surveys  and  General  Practice 

Edwin  J.  Simons,  M.D.  and  Edwin  G.  Knight,  M.D. 

Swanville,  Minnesota 


Mass  mobile  unit  x-ray  surveys  have  imposed  a new 
dual  obligation  upon  the  general  practitioner. 
Determination  of  the  activity  or  status  of  the  frankly 
tuberculous  lesion,  and  differentiation  of  pulmonary 
tuberculosis  from  other  intrathoracic  disease  found  in 
mobile  x-ray  surveys  are  now  almost  invariably  responsi- 
bilities of  the  family  doctor.  Coupled  with  these  duties, 
there  still  remains  the  necessity  for  early,  accurate  diag- 
nosis of  tuberculosis  of  any  case  seen  in  practice. 

Under  the  supervision  of  the  Division  of  Tuberculosis 
of  the  Minnesota  Department  of  Health  mass  x-ray 
surveys  were  conducted  in  Morrison  County  in  July, 
1947,  and  in  Todd  County  in  October,  1947.  Results 
of  these  surveys  furnished  by  Dr.  H.  Mark,  director  of 
this  division,  reveal  that  18,842  persons  in  Morrison  and 
18,107  individuals  in  Todd  County  had  thoracic  x-ray 
examinations. 

Among  those  of  Morrison  County  examined,  32  with 
intrathoracic  findings  designated  one  or  the  other  of  the 
authors,  associated  in  the  same  practice,  as  their  family 
doctor.  Of  those  included  in  the  Todd  County  survey, 
six  with  pulmonary  or  thoracic  disease  named  the  same 
physicians  as  medical  attendants.  Thus,  from  these  two 
county-wide  surveys,  a total  of  38  persons  depended 
upon  this  one  practice  for  follow-up  care. 

According  to  roentgenologic  interpretation  of  the  sur- 
vey films,  20  required  determination  of  the  status  of  the 
tuberculous  lesion,  and  18  presented  the  question  of  dif- 
ferentiation of  pulmonary  tuberculosis  from  other  path- 
ology noted  within  the  chest. 

Since  these  surveys  were  conducted,  two  years  have 
elapsed  and  six  persons  with  x-ray  findings  included  in 
the  surveys  have  not  presented  themselves  for  examina- 
tion. Of  the  remaining  32,  18  were  found  to  have  either 
healed  or  inactive  tuberculosis  and  6 were  found  to 
have  active  tuberculous  disease,  a total  of  24  with  either 
inactive  or  active  tuberculosis.  This  means  that  even 
though  original  survey  data  indicated  that  only  20  re- 
quired determination  of  the  status  of  the  tuberculous 
lesion,  4 additional  cases  of  the  remaining  18  were  found 
to  have  either  active  or  inactive  tuberculosis.  Of  these, 
two  were  originally  recorded  as  "tuberculosis  suspects” 
and  two  as  showing  "pleural  changes.” 

Active  Tuberculosis 

Six  of  the  entire  group  were  found  to  have  active 
lesions.  One  of  these  was  a seven-year-old  boy  with 
an  active  primary  or  first  infection  lesion  in  the  left 
upper  lung  field.  As  a result  of  Myers’  Lymanhurst 
studies  of  such  cases,  home  treatment  was  followed  and 
resulted  in  healing  as  determined  by  serial  x-ray  studies. 


This  and  two  other  active  cases  were  not  diagnosed  as 
tuberculosis  prior  to  the  survey.  Two  of  the  previously 
undetected  active  cases  have  had  tubercle  bacilli  dem- 
onstrated in  the  sputum  or  pleural  effusion. 

Three  of  the  active  cases  were  diagnosed  as  pulmonary 
tuberculosis  before  the  surveys  and  at  one  time  or  an- 
other revealed  tubercle  bacilli  in  the  sputum.  All  three 
of  the  latter  have  been  cared  for  at  home,  and  all  have 
had  negative  sputum  for  two  years.  One  of  these  is  a 
female,  age  69,  with  an  old  unoperated  tuberculosis  of 
the  dorsal  spine  in  addition  to  the  pulmonary  disease. 
Another  is  a female,  age  66,  living  with  her  husband 
and  having  no  children  and  very  few  visitors.  And  the 
third  is  a male,  age  75,  living  alone,  and  having  no  vis- 
itors except  one  neighbor  who  calls  upon  him  once  daily 
to  see  that  his  fuel  and  supplies  are  provided.  All  three 
of  these  cases  have  made  satisfactory  progress  and  are 
improving  steadily.  Though  they  steadfastly  refuse  to 
submit  to  sanatorium  care,  there  is  no  evidence  that  any 
of  them  is  a public  health  menace  or  is  even  a potential 
source  of  infection  to  other  people. 

Only  one  of  these  active  cases  caused  any  concern 
diagnostically.  The  case  is  that  of  a 52-year-old  male 
with  what  appeared  to  be  a lobar  density  at  the  right 
base.  For  various  reasons  he  was  referred  to  the  Uni- 
versity Hospital.  Although  the  first  evidence  favored  a 
primary  carcinoma  of  the  lung,  it  was  finally  proved 
to  be  tuberculosis  and  he  now  is  under  treatment  in  a 
sanatorium. 

Inactive  Tuberculosis 

Eighteen  cases  required  determination  of  the  status 
or  activity  of  the  lesion.  Of  these,  ten  were  known  to 
have  had  tuberculosis  prior  to  the  mass  x-ray  surveys, 
one  having  been  found  in  1930  and  one  in  1934  during 
tuberculin  testing  campaigns.  Four  of  these  ten  cases 
have  been  in  a sanatorium  for  treatment  of  pulmonary 
tuberculosis,  and  one  in  Gillette  State  Hospital  for  treat- 
ment of  tuberculosis  of  the  spine.  One  with  tuberculosis 
of  the  hip  refused  surgery  or  institutional  treatment  and 
was  treated  in  the  home.  Over  a period  of  five  years, 
the  hip  became  ankylosed  and  for  the  past  six  years  he 
has  been  doing  farm  work  without  any  evidence  of 
activity  of  the  tuberculosis.  Two  of  these  ten  cases  are 
considered  healed  including  one  with  a tuberculous 
pleural  effusion  first  encountered  in  1932  and  showing 
no  activity  since  that  year.  Four  are  considered  arrested 
including  one  with  a tuberculoma  in  the  left  base,  and 
four  are  classified  as  quiescent. 

Of  the  eight  cases  of  inactive  tuberculosis  first  found 
to  be  tuberculous  in  these  x-ray  surveys,  with  the  status 
or  activity  of  the  lesion  undetermined,  five  revealed  old 
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healed  fibrotic  lesions.  The  remaining  three  were  found 
to  be  inactive  but  were  classified  as  arrested  or  appar- 
ently arrested.  One  of  these  latter  cases  was  sent  to  a 
sanatorium  for  sputum  and  gastric  washings  examina- 
tion and  culture,  all  of  which  failed  to  demonstrate 
acid-fast  organisms.  When  discharged  from  the  sana- 
torium, this  patient  was  advised  to  have  continuing 
follow-up  examinations.  A second  patient  in  this  group 
of  inactive  but  arrested  pulmonary  tuberculosis  was 
found  to  have  idiopathic  macrocytic  anemia  which  re- 
sponded to  appropriate  treatment. 

Non-tuberculous  Intrathoracic  Pathology 

Among  the  32  survey  cases  reporting  for  additional 
study,  eight  were  non-tuberculous.  Two  of  these  cases, 
one  reported  as  "possible  artefact”  and  the  other  "suspect 
tuberculosis”  failed  to  reveal  any  intrathoracic  pathology 
here,  at  the  University  Hospital,  or  in  the  hands  of 
physicians  in  Minneapolis,  to  which  location  one  of  them 
moved. 

Th  ree  of  this  group  of  cases  were  proved  to  have  the 
remnants  of  a postpneumonic  pleural  effusion  dating 
back  18,  8 and  ^ years  respectively.  Two  were  found  to 
be  cardiac  patients,  one  with  decompensation  and  pleural 
effusion  associated  with  hypertensive  heart  disease,  and 
the  other  rheumatic  mitral  valvular  disease  with  cardiac 
enlargement.  And  the  last  case  of  this  group  was  a male, 
68  years  of  age,  who  12  years  ago  had  spontaneous 
pneumothorax  caused  by  pleural  blebs.  His  survey  film 
was  interpreted  as  showing  "both  lung  fields  emphysema- 
tous with  large  emphysematous  blebs  at  both  bases.” 
Further  study  confirmed  the  pathology  as  simply  pulmo- 
nary emphysema. 

Examples  of  Cases  Seen  in  Routine 
Practice 

During  the  same  period  covered  in  the  study  of  sur- 
vey cases,  two  cases  were  seen  in  routine  practice  which 
exemplify  the  additional  responsibility  of  the  family 
doctor  in  the  differentiation  of  pulmonary  disease.  Both 
of  these  cases  were  indistinguishable  as  defimte  tuber- 
culosis or  pulmonary  carcinoma  by  the  roentgenologist 
who  interpreted  their  films. 

First  of  these  cases  was  a male,  age  43,  who  presented 
himself  for  examination  complaining  of  fatigue,  blood 
streaked  sputum,  cough,  fever  and  pain  in  the  right 
chest.  X-ray  study  revealed  a homogeneous  density  pro- 
truding from  the  hilus  into  the  right  upper  lobe.  He 
reacted  to  tuberculin,  his  sedimentation  rate  was  elevated, 
but  sputum  tests  failed  to  reveal  tubercle  bacilli.  In  order 
to  permit  pneumonectomy  before  metastasis  occurred  in 
case  the  lesion  was  carcinomatous,  he  was  referred  to  a 
thoracic  surgeon,  hoping  bronchoscopic  biopsy  would 
permit  incontrovertible  diagnosis.  Biopsy,  or  differentia- 
tion of  the  two  diseases  were  not  possible  without  fur- 
ther study.  He  was  returned  home  for  observation^  and 
finally  gastric  washings  demonstrated  tubercle  bacilli. 

In  the  second  instance,  the  patient  was  a male,  39 
years  of  age,  who  pre.sented  himself  at  the  office  as  a 
result  of  weight  loss  and  persistent  cough  over  a period 
of  two  months.  Thoracic  x-rav  study  revealed  a lesion 


in  the  right  upper  lobe,  which  the  roentgenologist  re- 
ported, "Findings  strongly  suggest  bronchogenic  car- 
cinoma.” Tuberculosis  was  not  included  in  the  differ- 
ential diagnosis,  even  though  it  was  considered.  This 
patient,  too,  was  referred  for  bronchoscopic  biopsy  and 
bronchography.  The  report  in  part  states,  "This  could 
represent  a peripheral  inflammatory  process,  or  a periph- 
erally developed  tumor  mass.  Material  and  washings 
from  this  portion  of  the  lung  were  absolutely  negative 
for  tumor  cells  under  the  microscope.  Material  was 
taken  for  culture,  and  I believe  that  additional  sputum 
specimens  should  be  obtained  and  submitted  for  cul- 
ture.” At  present,  this  case  appears  to  be  one  of  un- 
resolved pneumonia.  Further  studies  are  in  progress. 

Consultative  Services 

Both  of  the  last  two  cases  and  two  preceding  cases 
required  consultative  service.  In  suspected  bronchogenic 
carcinoma,  histologic  proof  is  required  before  pneu- 
monectomy. Bronchography,  bronchoscopic  biopsy  or 
exploratory  thoracotomy  usually  are  necessary.  For  this 
reason,  since  none  except  possibly  bronchography  can 
properly  be  done  in  general  practice,  referral  of  such 
cases  to  a bronchoscopist  or  more  directly  to  a thoracic 
surgeon,  results  in  the  greatest  likelihood  of  early  pneu- 
monectomy should  the  lesion  be  cancerous. 

In  some  instances  of  suspected  tuberculosis  or  suspect- 
ed activity  of  a tuberculous  lesion,  referral  of  cases  to  a 
sanatorium  is  advisable.  This  is  advantageous  in  order 
to  secure  continued  pulse  and  temperature  record,  re- 
peated sedimentation  rates,  differential  counts  and  other 
blood  studies,  serial  roentgenograms,  cultures  of  sputum, 
gastric  washings  or  pleural  exudate.  When  such  studies 
cannot  be  done  in  general  practice  or  local  hospitals, 
the  true  nature  or  status  of  the  lesion  is  determined 
most  quickly  by  referring  the  patient  to  a sanatorium. 

Summary 

In  two  county-wide  mobile  x-ray  surveys  involving 
37,000  persons,  32  individuals  with  intrathoracic  findings 
were  referred  to  one  practice  for  final  diagnosis. 

Of  these,  24  were  found  to  be  tuberculous  and  re- 
quired evaluation  of  the  status  or  activity  of  tuberculous 
lesions.  Six  of  these  were  found  to  have  active  and 
18  inactive  tuberculosis. 

Eight  surveyed  subjects  were  found  to  be  nontubercu- 
lous  and  required  differentiation  of  intrathoracic  dis- 
ease, either  cardiac  or  pulmonary. 

Exemplifying  the  third  group  of  thoracic  cases  in 
which  early  diagnosis  by  the  general  practitioner  is  a 
primary  responsibility,  two  problem  cases  encountered 
m the  routine  of  practice  during  the  same  survey  period 
have  been  briefly  presented. 

Thus,  it  IS  seen  that  (1)  determination  of  the  status 
of  tuberculous  lesions,  (2)  differentiation  of  tuberculous 
from  other  intrathoracic  pathology  found  in  mass  mobile 
unit  x-ray  surveys,  and  (3)  early  accurate  diagnosis  of 
pulmonary  cases  seen  in  routine  practice  constitute  the 
three  principal  fields  of  responsibility  of  the  general 
practitioner  in  the  continuing  efforts  to  eradicate  tuber- 
culosis. 
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Tuberculosis  in  China 

Kenneth  K.  C.  K’an,  M.D. 

Peking,  China 


Tuberculosis  in  China  is  as  old  as  China  herself. 

For  centuries  the  cause  of  this  disease  was  not 
known.  It  was  thought  to  be  caused  by  extreme  labor 
and  hardship.  It  was  also  believed  that  young  men  who 
had  too  much  affection  for  women  were  prone  to  this 
disease.  Although  tuberculosis  ran  in  families,  it  was 
not  thought  to  be  hereditary.  The  fact  of  contagion  was 
unrecognized.  There  was  no  specific  method  of  diag- 
nosis. Whenever  a young  man  coughed  up  blood,  or 
a young  woman  stopped  menstruating  a diagnosis  of 
tuberculosis  was  made.  These  symptoms  were  considered 
as  grave  signs.  Treatments  were  many,  but  most  of 
them  were  not  scientific  and  therefore  not  effective. 
Complete  rest  and  good  food  were  always  emphasized. 
Sometimes  short  walks  and  deep  breathing  of  outdoor 
air  in  the  early  morning  were  advised.  Garlic  was  con- 
sidered as  an  effective  treatment  by  many  people.  A 
kind  of  nut  meat,  called  "Pai  Kuo”  or  "white-fruit,” 
grown  on  trees  in  South  China  was,  when  soaked  in 
cabbageseed  oil  for  100  days,  considered  effective  in 
treating  tuberculosis.  Long,  long  ago,  bread  soaked  with 
hot  shooting  fresh  blood  from  a beheaded  criminal  was 
said  to  be  a specific  treatment. 

With  the  modernization  of  China  over  the  past  50 
or  60  years,  scientific  medicine  is  now  being  taught  and 
practiced.  We  have  true  knowledge  regarding  the  etiol- 
ogy, diagnosis,  treatment  and  prevention  of  tuberculosis. 

Tuberculosis  is  the  most  prevalent  disease  in  China. 
We  could  not  obtain  accurate  morbidity  and  mortality 
rates  for  the  nation  as  a whole,  but  in  our  working  dis- 
trict in  Peking,  we  have  a rough  mortality  rate  of  about 
230  per  100,000  population.  In  the  city  of  Peking,  with 
a population  of  about  2,000,000,  the  number  of  deaths 
from  tuberculosis  is  about  4,600  a year.  For  the  whole 
nation,  with  a population  of  450,000,000,  the  total  num- 
ber of  deaths  from  tuberculosis  is  about  a million  annu- 
ally. In  other  words,  about  twice  as  many  people  as  live 
in  Minneapolis  die  from  this  disease  each  year  in  China. 
Most  of  our  tuberculosis  patients  are  between  20  and  30 
years  of  age,  the  most  productive  period.  So  tuberculosis 
in  China  is  the  most  serious  health  problem. 

We  realize  that  we  can  never  control  or  eradicate 
tuberculosis  by  treating  the  disease  when  it  has  developed 
to  the  late,  extensive  stage  when  the  patient  is  compelled 
to  see  the  doctor.  The  only  effective  way  to  control  it 
is  to  use  public  health  principles  and  stop  the  spread  of 
infection. 

Tuberculosis  Organizations  and  the 
Peking  Control  Center 

Attempts  to  control  tuberculosis  in  China  first  started 
about  15  years  ago,  when  two  organizations  were  formed. 
One  is  the  Peking  Anti-Tuberculosis  Association,  a pri- 


vate community  organization  with  the  purpose  of  edu- 
cation and  informing  the  public  about  the  true  facts  of 
tuberculosis.  The  other  is  Peking  Tuberculosis  Center, 
which  serves  as  an  epidemiologic  and  preventive  center 
for  the  first  municipal  district  of  the  city  of  Peking. 
It  covers  a population  of  about  100,000.  This  center  is 
also  a teaching  and  demonstration  institute  of  the  De- 
partment of  Public  Health  of  the  Peking  Union  Med- 
ical College,  a Rockefeller  Foundation  Institution,  and 
therefore  the  entire  medical  and  nursing  staff  are  pro- 
vided by  the  medical  college. 

This  center  tries  to  obtain  epidemiologic  information 
such  as  the  mortality  and  morbidity  rates  for  this  dis- 
trict, a difficult  project,  as  many  poor  people  die  without 
the  care  of  a doctor,  and  the  cause  of  death  is  not  ob- 
tainable. Sometimes,  they  are  attended  by  poorly  quali- 
fied doctors,  and  the  diagnosis  of  the  disease  may  not  be 
correct.  However,  we  are  able  to  obtain  some  rough  sta- 
tistics, and  with  the  passage  of  time,  our  data  are  getting 
more  and  more  accurate. 

Prevention  and  Control  Methods 

For  preventive  measures  we  try  to  find  all  the  known 
and  unknown  infectious  cases  and  isolate  and  treat  them. 
For  case  finding  we  employ  the  tuberculin  test  and  x-ray. 
Through  testing  8282  people  in  1941,  it  was  found  that 
the  infection  attack  rate  among  the  population  was  5 per 
cent  per  year,  and  85  per  cent  of  children  at  the  age  of 
15  were  infected  with  tubercle  bacilli.  At  the  age  of  20 
it  was  100  per  cent.  With  this  high  percentage  of  re- 
actors, we  use  this  test  only  on  children  under  15.  We 
test  the  school  children  annually,  unless  they  become  re- 
actors, after  which  they  and  the  members  of  their  fam- 
ilies are  given  periodic  x-ray  inspections  of  the  chest. 
Thus  we  try  to  locate  the  sources  of  infection. 

Three  years  ago  we  noticed  that  the  tuberculin  reactor 
percentage  of  the  children  of  a second-grade  class  of 
one  school  has  always  been  higher  than  that  of  other 
children  of  the  same  age  group.  After  a great  deal  of 
effort  we  persuaded  the  teacher  of  that  particular  class 
to  have  an  examination  of  the  chest  and  we  found  that 
he  had  extensive  bilateral  pulmonary  tuberculosis  and 
his  sputum  was  full  of  tubercle  bacilli.  We  promptly 
put  him  in  a sanatorium.  Since  then,  the  percentage  of 
tuberculin  reactors  in  children  in  that  school  has  never 
been  higher  than  among  others  of  the  same  age  group 
in  the  succeeding  years. 

In  one  big  store,  there  had  been  one  or  two  deaths 
from  tuberculosis  among  the  employees  each  year  for 
eight  years.  On  examination  of  all  the  employees  of  that 
store,  we  found  besides  a few  minimal  and  moderately 
advanced  cases,  one  with  far-advanced  disease  with 
cavity  formation.  This  was  an  older  assistant  manager. 
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apparently  in  good  health,  who  had  been  in  the  store 
for  about  ten  years.  Although  he  was  the  source  of 
infection,  we  failed  to  persuade  him  to  go  to  a sana- 
torium, and  we  had  no  law  to  force  him  to  do  so.  How- 
ever, we  have  three  big  department  stores  and  a large 
rug  factory  cooperating  with  our  control  program,  and 
consequently  there  has  not  been  a death  from  tubercu- 
losis among  the  hundreds  of  employees  in  these  insti- 
tutions for  many  years.  All  the  primary  schools  and 
high  schools  in  our  district  and  three  universities  outside 
the  district  are  under  our  tuberculosis  control  program. 

In  1942  It  was  found  with  x-ray  inspection  by  some  of 
our  staff  that  5.1  per  cent  of  4367  college  students  be- 
tween the  ages  of  15  and  27  had  shadow-casting  lesions 
which  were  suggestive  of  active  pulmonary  tuberculosis. 
At  the  same  time,  it  was  found  among  604  barber  shop 
workers  19.2  per  cent  had  similar  shadows.  This  high 
incidence  of  disease  among  these  workers  is  not  surpris- 
ing if  we  consider  their  close  contact  with  people  during 
their  work  and  th^  crowded  conditions  of  their  living 
quarters. 

Hospitals  and  Sanatoria 

Isolation  and  treatment  of  infectious  cases  are  most 
difficult  for  we  do  not  have  enough  sanatorium  beds. 
In  Peking  we  need  at  least  15,000  beds,  but  the  total 
number  available  for  tuberculosis  cases  in  all  the  hospi- 
tals and  sanatoria  is  not  more  than  500.  Practically  none 
of  them  is  free  of  charge  so  that  most  of  the  patients 
can  not  afford  to  stay.  In  order  to  utilize  our  limited 
number  of  beds  most  beneficially  for  all  patients,  we 
limit  the  duration  of  hospitalization  of  most  of  these  to 
three  months.  During  this  time  the  patient’s  disease  is 
studied,  methods  of  treatment  are  decided  upon,  and 
above  all,  an  energetic  education  of  the  patient  is  carried 
out.  Facts  about  tuberculosis  are  taught,  as  well  as  the 
technique  of  isolation  and  ways  to  rest  both  physically 
and  mentally.  Except  for  the  cases  which  need  prolonged 
strict  isolation  or  active  surgical  treatment,  most  of  the 
patients  are  discharged  to  continue  rest  and  isolation  in 
their  homes,  or  some  other  less  expensive  place,  to  be 
followed  up  by  our  home-visiting  nurses  and  at  our 
clinic. 

Home  Nursing  Service 

Since  most  of  our  patients  do  not  stay  in  sanatoria, 
our  home-visiting  public  health  nurses  play  an  impor- 
tant part  in  our  control  program.  They  try  to  ascertain 
the  sources  of  infection  and  to  persuade  all  the  contacts 
to  come  for  examination,  and  they  teach  the  patients  and 
their  families  the  principles  and  technique  of  isolation 
and  methods  of  rest. 

The  home-nursing  service  is  a hard  job,  physically 
and  mentally.  Physically,  the  nurses  have  to  walk  or 
bicycle  for  all  their  visits.  They  have  to  tolerate  outdoor 
heat  in  summer  and  freezing  cold  in  winter,  dust  on 
many  of  the  poor  roads  on  fine  days,  and  mud  on  rainy 
days.  Mentally  they  have  to  face  a lot  of  sadness  and 
helplessness  when  they  visit  the  families  made  poor  by 
the  war.  The  whole  family,  parents  and  children,  may 
live  in  a single  small  room.  The  father  has  to  earn 
bread  to  keefi  them  alive.  The  mother  has  to  cook,  take 


care  of  the  children,  and  do  some  other  part-time  work. 
The  children  have  to  help  with  the  work  too.  They  eat 
the  poorest  kind  of  food  that  human  beings  can  eat. 
In  winter  they  can  hardly  get  enough  heat  to  keep  them 
from  freezing.  They  are  beset  by  constant  worry,  mis- 
ery and  struggle.  Nothing  can  be  said  about  nutrition, 
sanitation,  the  happiness  and  pleasure  of  life.  When 
you  see  this,  it  simply  makes  you  sick,  makes  your 
heart  ache.  When  one  of  the  parents  gets  infectious 
tuberculosis  what  can  you  do?  Can  you  advise  isolation 
or  rest?  There  is  no  social  aid  available.  Because  of 
the  war,  most  of  our  people  are  poor.  However,  with 
all  these  difficulties,  our  home-visiting  nurses  still  carry 
on  their  work  most  energetically,  conscientiously  and 
enthusiastically. 

Treatment  at  the  Center 

Although  so  far  our  tuberculosis  center  has  not  been 
able  to  reduce  the  mortality  and  morbidity  rate  of  tuber- 
culosis in  our  district  to  any  appreciable  degree,  we  cer- 
tainly have  made  our  people  conscious  of  tuberculosis 
and  its  infectivity,  so  that  we  usually  have  from  100 
to  150  people  who  come  spontaneously  to  our  center  in 
each  afternoon  clinic  period  for  examination  of  their 
chests.  As  a matter  of  fact,  we  have  more  work  than 
we  can  handle.  In  our  center  we  have  only  four  doc- 
tors, including  our  director,  two  clinic  nurses,  one  x-ray 
technician,  one  clerk  and  two  attendants. 

We  do  ambulatory  pneumothorax  treatment  on  home 
rest  and  ambulatory  patients.  We  have  two  pneumo- 
thorax clinics  a week  with  80  to  90  patients  at  each 
clinic.  Two  doctors  do  the  operation,  averaging  three 
mintites  for  each  refill  or  20  patients  per  hour  per 
doctor.  All  necessary  antiseptic  techniques  are  employed. 
Pre-  and  post-refill  fluoroscopy  is  required. 

Future  Education  and  Control  Plans 

The  Chinese  National  Tuberculosis  Association  was 
organized  in  1947  with  the  office  located  in  Shanghai. 
In  the  same  year,  about  25  local  tuberculosis  associa- 
tions were  organized  in  various  other  cities.  Tuberculosis 
control  centers  were  also  set  up  m 12  big  cities.  A Tu- 
berculosis Control  Planning  Committee  was  organized 
m 1947  under  the  sponsorship  of  the  Ministry  of  Health 
of  the  National  Central  Government  at  Nanking. 

For  raising  funds  and  public  education  we  do  not 
have  a Christmas  Seal  sale,  because  Christmas  is  not 
a popular  festival  in  China.  But  we  have  a New  Year 
Seal  sale. 

There  has  been  a general  recognition  of  the  need  of 
and  increasing  interest  in  tuberculosis  control  work 
among  the  general  population  and  the  medical  profes- 
sion. In  our  Peking  Tuberculosis  Center  we  always 
have  several  young  doctors  and  nurses  coming  from 
other  parts  of  our  country  for  training  in  this  special 
kind  of  work.  One  winter,  we  had  a young  doctor 
from  Lanchow,  about  1500  miles  west  of  Peking.  Be- 
cause of  no  other  better  means  of  transportation,  he 
traveled  m a truck  in  the  icy  and  snowy  desert  of  the 
Northwest.  Sometimes  for  hundreds  of  miles  they  did 
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not  see  a village  or  living  thing  in  the  desert.  One  day, 
when  the  truck  was  crossing  the  shallow  Yellow  River 
on  a small  ferry  boat,  the  passengers  had  to  go  into  the 
hip-deep  water  to  break  the  ice  to  loosen  the  boat.  The 
spirit  of  those  seeking  training  in  tuberculosis  control 
work  is  wonderful. 

Most  of  the  Chinese  people  now  recognize  the  serious- 
ness of  tuberculosis.  We  all  know  the  principles  of  con- 
trolling this  disease,  and  we  are  anxious  to  control  and 
eradicate  it.  What  we  need  to  do  is  to  put  the  principles 
into  practice  and  work.  In  order  to  work,  we  need  peace. 
You  can  not  do  anything  when  there  is  fighting,  when 


destruction  is  going  on,  when  people  are  struggling  be- 
tween life  and  death.  When  the  war  is  over,  which  we 
think  will  be  soon,  and  peace  comes,  construction  and 
production  will  be  started  and  people  can  live  better  and 
easier.  Then  we  can  have  larger  funds  and  the  person- 
nel to  build  hospitals  and  provide  sanatorium  beds,  and 
open  more  tuberculosis  control  centers,  and  provide  finan- 
cial aid  to  patients  and  do  more  educational  work  for 
the  public.  We  all  believe  that  the  complete  eradication 
of  tuberculosis  from  China  is  possible,  because  we  know 
we  are  working  along  the  right  course.  We  have  the  will 
and  the  faith.  But  please  give  us  peace  and  time. 


Meet  Our  Contributors 


Robert  J.  Anderson  was  graduated  from  the  University  of 
Minnesota  Medical  School,  specializes  in  preventive  medicine 
and  public  health,  is  now  with  the  division  of  tuberculosis  of 
the  United  States  Public  Health  Service.  He  is  a member  of 
A.M.A.,  the  American  Public  Health  Association,  the  American 
College  of  Chest  Physicians,  Association  of  Military  Surgeons, 
and  the  State  and  Territorial  Health  Officers,  and  is  a Diplo- 
mate  of  the  American  Board  of  Preventive  Medicine  and  Public 
Health. 

★ 

Mary  L.  fkiiCE  was  graduated  magna  cum  laude  from  the 
University  of  Minnesota  in  1945,  took  an  M.A.  in  applied 
psychology  in  1947,  specializes  in  vocational  guidance.  She  is 
vocational  rehabilitation  counselor  for  the  department  of  educa- 
tion, state  of  Minnesota,  working  in  Hennepin  County  and 
Glen  Lake  Sanatorium. 

★ 

Sumner  S.  Cohen,  a graduate  of  the  University  of  Minne- 
sota Medical  School,  is  assistant  medical  director  of  Glen  Lake 
Sanatorium,  serves  on  the  board  of  directors  of  the  Hennepin 
County  TB  Association,  as  chairman  of  the  regional  committee 
for  postgraduate  education  of  the  American  Trudeau  Society, 
and  on  the  TB  committee  of  the  Minnesota  Medical  Associa- 
tion. He  holds  membership  in  numerous  medical  societies  and 
is  a consultant  for  the  Veterans  Administration. 

★ 

Arthur  William  Dahlstrom  was  graduated  from  Mar- 
quette University,  entered  the  U.  S.  Indian  Service  in  1934, 
is  now  stationed  at  Sioux  Sanatorium,  Rapid  City,  South 
Dakota.  He  is  a member  of  the  American  College  Chest  Physi- 
cians and  American  Trudeau  Society. 

★ 

Horace  De  Lien,  a graduate  of  the  University  of  Minne- 
sota Medical  School,  has  been  with  the  Bureau  of  Indian  Af- 
fairs for  six  years  as  a specialist  in  tuberculosis  control.  He  is 
a member  of  the  American  Trudeau  Society,  American  Public 
Health  Association,  NT  A,  American  Hospital  Association, 
AMA,  South  Dakota  Medical  Society,  Northwest  Medical  So- 
ciety, and  Illinois  Public  Health  Association. 

★ 

George  Alfred  Dodds  is  a graduate  of  the  University  of 
Oregon,  now  specializes  in  thoracic  and  abdominal  surgery. 
He  is  a member  of  the  Fargo  Clinic,  chief  of  staff  of  St. 
Luke’s  Hospital,  and  consultant  at  the  Veteran’s  Hospital  in 
Fargo.  He  is  a FACS,  and  a Diplomate  of  the  American 
Board  of  Surgery. 

★ 

Herbert  R.  Glenn  is  a graduate  of  Jefferson  Medical  Col- 
lege, and  has  been  on  the  staff  of  State  College,  Pennsylvania, 
for  the  past  21  years,  as  director  of  the  College  Health  Service. 
He  is  a member  of  the  AMA,  the  Pennsylvania  State  Medical 
Association,  and  Centre  County  Medical  Association. 


Kenneth  Kuan-Ching  K’an  was  graduated  from  Peking 
Union  Medical  College  in  1943.  A specialist  in  tuberculosis 
control,  he  is  at  present  on  the  staff  of  Glen  Lake  Sanatorium, 
Oak  Terrace,  Minnesota. 

★ 

Geza  Joseph  Kertesz  received  his  M.D.  from  the  Hun- 
garian Royal  Scientific  University  of  Budapest,  has  specialized 
in  general  surgery  in  Minneapolis  for  the  past  19  years.  He 
is  a member  of  the  Hennepin  County  Medical  Sofiety  and  the 
Minnesota  State  Medical  Society. 

★ 

Edwin  Graham  Knight  is  a graduate  of  the  University  of 
Minnesota  Medical  School,  and  has  practiced  medicine  at  Swan- 
ville,  Minnesota,  for  the  past  eight  years.  He  is  a member  of 
the  Upper  Mississippi  Medical  Society,  Minnesota  State  Med- 
ical Association,  and  the  AMA. 

★ 

Gunda  R.  Kokatnur  was  graduated  from  the  University 
of  Minnesota  in  1922,  worked  for  16  months  in  industrial  medi- 
cine in  copper  mines  of  Michigan,  and  returned  to  India  in 
1924,  where  he  is  now  surgeon  and  chief  medical  officer  of  the 
Karnatak  Health  Institute.  He  is  a member  of  the  Surgeons 
Association  of  India,  the  Indian  Medical  Association,  and  also 
holds  a fellowship  in  the  American  College  of  Chest  Physicians. 
★ 

Edgar  S.  Krug,  a graduate  of  Jefferson  Medical  College 
and  a specialist  in  x-ray  and  college  health  work,  is  assistant 
college  physician  at  State  College,  Pennsylvania.  He  is  a mem- 
ber of  Centre  County  Medical  Association,  Pennsylvania  State 
Medical  Association,  and  the  AMA. 

★ 

Jay  Arthur  Myers,  a graduate  of  the  University  of  Min- 
nesota Medical  School,  is  professor  of  medicine  and  preventive 
medicine  and  public  health  at  that  school.  He  is  chief  of  tuber- 
culosis service,  Minneapolis  General  Hospital;  medical  director 
of  TB  activities,  Minneapolis  Public  Health  Center;  and  chief 
of  chest  clinic.  University  of  Minnesota.  He  is  a member  of 
numerous  medical  and  scientific  societies,  and  a past  president 
of  the  NTA. 

★ 

Edwin  J.  Simons  is  a graduate  of  the  University  of  Minne- 
sota Medical  School,  specializes  in  internal  medicine  and  dis- 
eases of  the  chest  at  Swanville,  Minnesota.  He  was  chief  of  the 
medical  service  unit  of  the  division  of  social  welfare  from  1942- 
1947  and  medical  director  of  district  health  unit  No.  8,  1948-50. 
He  is  a member  of  county  and  state  medical  societies,  F.A.C.P., 
F.C.C.P.,  and  the  American  Trudeau  Society. 

★ 

Ramona  L.  Todd  is  a graduate  of  the  University  of  Minne- 
sota Medical  School,  has  been  on  the  staff  of  the  Students 
Health  Service  for  the  past  seven  years.  She  is  a member  of 
the  Hennepin  County  Medical  Society,  the  Minnesota  State 
Medical  Society,  AMA  and  Sigma  Xi. 
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Editorial 


ACCOMPLISHMENTS  AND  FAILURE 
BY  NEGLECT 

It  now  appears  that  the  United  States  has  the  lowest 
mortality  rate  from  tuberculosis  of  any  nation  in  the 
world.  In  1949  this  probably  was  in  the  neighborhood 
of  26,  in  contrast  to  approxmately  200  per  100,000  at 
the  opening  of  the  20th  century.  In  Minnesota,  except 
for  the  year  1918,  there  has  been  almost  a constant  de- 
crease in  deaths  from  tuberculosis  since  1911.  That  year 
the  mortality  rate  was  about  120  per  100,000  and  2522 
people  died,  but  it  decreased  to  a rate  of  13.8  with  410 
deaths  in  1949.  Had  the  mortality  rate  of  30  years  ago 
obtained,  there  would  have  been  more  than  3200  deaths 
from  tuberculosis  in  Minnesota  in  1949. 

The  mortality  rate  now  reaches  its  height  among  those 
of  60  years  and  older.  This  is  exceedingly  encouraging 
as  it  indicates  that  the  effort  directed  against  the  tubercle 
bacillus  has  borne  choice  fruit.  Before  such  effort  was 
put  forth,  those  now  40  years  and  over  were  not  well 
protected  against  either  the  bovine  or  the  human  type  of 
tubercle  bacilli.  Many  of  them  as  children  developed 
primary  tuberculosis  complexes  which  persisted  in  some 
and  apparently  are  now  responsible  for  many  of  the 
deaths  occurring  in  the  older  age  groups.  On  the  other 
hand,  those  now  under  40  years  of  age  have  benefited 
by  protection  against  tubercle  bacilli.  Methods  of  pre- 
vention have  been  improved  from  time  to  time  so  that 
those  from  birth  to  20  years  have  received  greater  benefit 
than  those  from  21  to  40.  The  number  of  children  and 
young  adults  who  develop  primary  tuberculosis  complexes 
has  become  relatively  small.  Therefore  the  potentialities 
of  falling  ill  or  dying  from  tuberculosis  have  markedly 
decreased.  It  now  appears  that  as  the  older  persons  with 
a relatively  high  incidence  of  tuberculous  infection  are 
replaced  by  the  young  with  a low  incidence,  the  mor- 
tality from  tuberculosis  will  be  much  lower  when  they 
become  old  than  obtains  among  those  who  are  now  in 
the  old-age  period.  Among  the  410  persons  who  died 
from  tuberculosis  in  Minnesota  in  1949,  259  were  50 
years  or  older,  of  whom  129  were  65  years  or  over. 
Apparently  the  tubercle  bacillus  is  making  its  last  stand 
in  old  men.  Of  the  259  persons  of  50  years  or  older 
who  died  in  1949,  only  72  (27.8  per  cent)  were  women. 

Generally  speaking,  mortality  is  not  a good  criterion 
of  immediate  accomplishments  in  tuberculosis  control 
because  the  majority  of  deaths  from  this  disease  are  the 
result  of  infections  which  occurred  long  before.  There- 
fore, for  many  years  after  an  excellent  tuberculosis  con- 
trol program  is  instituted  in  a given  community,  mor- 
tality may  remain  high  among  those  who  were  infected 
previously. 

The  only  good  early  criterion  of  the  value  of  a tuber- 
culosis control  program  is  the  incidence  of  tuberculin 
reactors  among  children,  particularly  those  born  since  the 


program  was  instituted.  In  this  respect  the  Minnesota 
situation  is  also  highly  satisfactory.  Among  grade  school 
children,  the  incidence  of  tuberculin  reactors  in  Minne- 
apolis decreased  from  47.3  per  cent  in  1926  to  7.7  in 
1944.  In  parts  of  the  area  served  by  Southwestern  Min- 
nesota Sanatorium,  Worthington,  only  1 to  3 per  cent 
of  grade  school  children  now  react  to  tuberculin.  In  the 
four  countries  served  by  Riverside  Sanatorium,  Granite 
Falls,  in  219  of  the  277  schools,  no  child  reacted  to  tuber- 
culin in  1948.  Tuberculin  testing  of  seniors  in  high 
schools  in  various  parts  of  Minnesota  now  rarely  reveals 
more  than  5 to  8 per  cent  reactors.  From  the  limited 
amount  of  testing  done,  it  appears  that  25  per  cent  or 
less  of  the  adults  of  some  counties  are  infected  with 
tubercle  bacilli.  A long  waiting  list  for  beds  has  been 
absorbed  and  in  its  place  is  a sizable  number  of  vacancies 
in  Minnesota  sanatoriums. 

While  the  accomplishments  in  tuberculosis  control  in 
Minnesota  have  been  remarkable,  there  are  nine  other 
states  with  lower  tuberculosis  mortality  rates  ( 1948) , 
as  follows:  Idaho,  Iowa,  Kansas,  Nebraska,  New  Hamp- 
shire, North  Dakota,  Utah,  Wisconsin  and  Wyoming. 
It  is  significant  that  in  these  10  states  which  have  the 
lowest  tuberculosis  mortality  rates  in  the  nation,  the 
tuberculin  test  has  long  been  extensively  used  as  the  most 
refined  diagnostic  and  epidemiological  agent,  with  x-ray 
film  inspection  of  the  chest  of  reactors,  complete  exam- 
ination of  all  presenting  shadow-casting  lesions,  isolation 
and  treatment  of  those  proved  to  have  clinical  or  con- 
tagious tuberculosis.  This  is  the  most  fundamental  tuber- 
culosis control  program  in  existence  and  has  resulted  in 
greater  victory  over  the  disease  than  any  other  method 
ever  employed  anywhere  in  the  world. 

Failure  due  to  neglect  of  the  individual  or  a popula- 
tion of  any  size  has  led  to  erroneous  interpretations. 
For  example,  when  it  was  observed  that  such  high 
tuberculosis  morbidity  and  mortality  rates  prevailed  in 
institutions  for  the  mentally  ill,  the  theory  was  advanced 
that  such  persons  are  highly  susceptible  and  have  no 
resistance.  In  reality,  the  serious  situation  was  due  to 
neglect  to  protect  patients  in  these  institutions  against 
tubercle  bacilli  of  fellow  patients  and  personnel.  Wher- 
ever adequate  protection  is  now  offered,  the  disease 
among  inmates  responds  as  it  does  among  persons  in  the 
general  population  of  the  same  area. 

The  high  incidence  of  tuberculosis  among  American 
Indians  caused  speculation  to  the  effect  that  persons  of 
this  race  have  no  "immunity”  because  of  the  recentness 
of  their  introduction  to  the  tubercle  bacillus.  However, 
actual  observation  has  shown  that  under  identical  con- 
ditions Indians  control  their  tuberculosis  in  precisely  the 
same  manner  as  their  Caucasian  countrymen.  It  was  the 
long  neglect  of  tuberculosis  among  Indians  that  led  to 
the  erroneous  deduction.  This  also  applies  to  Negroes. 
Indeed,  there  is  no  well-established  evidence  to  prove 
that  one  race  of  people  is  more  susceptible  than  another 
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or  responds  less  well  to  control  measures  under  identical 
living  conditions. 

Neglect  to  protect  infants  against  tubercle  bacilli  with 
resulting  relatively  high  mortality  during  the  first  two 
or  three  years  of  life  was  attributed  to  lack  of  immunity 
in  this  early  age.  Little  thought  was  given  to  the  con- 
sumptive mothers,  fathers,  grandparents,  etc.,  who  daily 
transmitted  tubercle  bacilli  to  these  small  bodies.  It  was 
neglect  that  caused  68  infants  in  the  first  year  of  life 
to  die  from  tuberculosis  in  Minnesota  in  1916,  and  it 
was  the  same  factor  that  allowed  two  to  die  in  1949. 
Someone  neglected  to  find  open  cases  of  tuberculosis  in 
contact  with  them.  It  was  the  same  kind  of  neglect  that 
allowed  268  teen-age  girls  and  boys  to  die  from  tuber- 
culosis in  1916,  and  7 in  1949. 

Thirty  years  ago,  persons  with  a clear  vision  of  tuber- 
culosis control  and  ultimate  eradication  were  harassed 
and  handicapped  in  their  work  by  those  with  theories 
which  required  that  all  persons  during  the  period  of 
childhood  be  infected  with  tubercle  bacilli,  preferably  of 
the  bovine  type.  They  stoutly  maintained  that  if  genera- 
tions of  animals  and  people  attained  adulthood  without 
such  infection,  they  would  possess  no  immunity  and  if 
infection  then  occurred,  they  would  be  swept  off  like 
poisoned  flies. 

Veterinarians  proceeded  to  bring  on  uninfected  gen- 
erations of  cattle  so  that  today  in  Minnesota  onlv  0.09 
per  cent  of  these  animals  are  infected,  and  in  the  nation 
as  a whole  only  0.19  per  cent.  Occasionally  a few  now 
become  infected  among  the  animals  from  a long  line  of 
uninfected  ancestors.  They  tolerate  the  disease  just  as 
well  as  those  of  former  times  from  a long  line  of  in- 
fected ancestors.  Moreover,  animals  infected  late  in  life 
tolerate  tubercle  bacilli  as  well  as  those  infected  while 
young.  Physicians  of  30  years  ago  continued  to  protect 
children  against  infection  with  tubercle  bacilli,  with  the 
result  that  most  young  adults  and  many  older  ones  in 
the  10  states  heretofore  mentioned  have  never  been  in- 
fected with  tubercle  bacilli.  When  the  occasional  one 
does  become  infected  in  adult  life,  the  same  form  of 
tuberculosis  develops  as  occurs  among  those  infected  in 
infancy  and  childhood.  Therefore,  the  theories  of  30 
years  ago  have  been  found  untenable. 

To  date  no  one  has  proved  that  natural  infection  with 
virulent  tubercle  bacilli  in  animals  or  man  results  in  de- 
pendable immunity  to  clinical  tuberculosis.  We  have  no 
measure  for  immunity.  We  do  not  know  how  much  or 
how  little,  or  whether  any  of  importance  develops.  If 
any  immunity  is  produced  we  do  not  know  whether  it  is 
cellular  or  humoral.  Until  reliable  information  is  avail- 
able there  is  no  premise  on  which  to  base  an  artificial 
immunization  program. 

Attempts  to  immunize  against  tuberculosis  are  older 
than  good  fundamental  tuberculosis  control  measures. 
They  date  to  1883,  when  Falk  expressed  some  ideas  in 
this  general  direction.  From  then  until  now,  a long  list 
of  names  of  persons  who  have  developed  and  tried  so- 


called  immunizing  agents  might  be  given,  including  such 
famous  persons  as  Koch,  Von  Behring  and  Calmette. 
Each  of  these  agents  had  its  day  and  one  or  more  has 
been  constantly  before  the  medical  profession  and  the 
public  for  the  last  60  years.  Not  one  has  been  proved 
to  have  efficaciousness  that  would  be  of  any  significant 
help  in  the  control  and  eradication  of  tuberculosis  in 
animals  or  man.  On  the  contrary,  each  one  administered 
to  humans  has  taken  its  turn  at  retarding  fundamental 
methods  of  controlling  and  eradicating  tuberculosis. 
Some,  such  as  those  of  Von  Behring,  Calmette  and  the 
vole  tubercle  bacillus,  sensitize  tissues  to  tuberculopro- 
tein  and  thus  seriously  interfere  with  the  diagnosis 
among  persons  who  subsequently  develop  tuberculosis. 
To  artificially  render  an  individual’s  tissues  allergic  to 
tuberculoprotein  deprives  him  of  what  should  he  an  in- 
alienable right  to  have  the  presence  of  virulent  tubercle 
bacilli  detected  promptly  if  and  when  they  invade  his 
body.  The  tuberculin  test  is  the  most  potent  weapon  the 
physician  has  against  tuberculosis.  Anything  that  nulli- 
fies its  use,  such  as  a so-called  immunizing  agent,  defi- 
nitely handicaps  and  postpones  accurate  diagnoses  and 
is  harmful  to  the  tuberculosis  control  program. 

When  the  physician  uses  the  words,  "vaccination” 
and  "immunity”,  the  public  thinks  of  almost  total  im- 
munity, as  obtains  in  smallpox.  Therefore,  when  they 
are  used  in  association  with  tuberculosis,  a false  sense 
of  security  is  transmitted  to  the  individual  and  the  public 
which  may  result  in  relaxation  of  sanitary  measures.  Per- 
sons found  to  have  contagious  tuberculosis  have  refused 
to  leave  their  homes  because  they  have  been  told  that 
their  children  can  be  immunized  against  the  disease. 
Those  already  in  institutions  have  insisted  upon  leaving 
because  they  believe  the  vaccine  will  protect  their  chil- 
dren against  tubercle  bacilli. 

The  idea  is  extant  that  vaccination  with  such  sub- 
stances as  BCG  will  so  completely  control  tuberculosis 
that  the  need  for  sanatoriums  will  soon  vanish.  The 
dissemination  of  such  false  statements  cannot  help  but 
influence  legislators  and  others  who  would  ordinarily 
promote  and  support  repairs  and  additions  to  old  hospi- 
tals and  sanatoriums  and  the  construction  of  new  ones 
when  needed.  It  seems  almost  unbelievable  that  a method 
which  is  rapidly  leading  to  the  eradication  of  tubercu- 
losis should  at  the  present  moment  be  so  jeopardized  in 
some  parts  of  the  world  by  one  for  which  there  is  no 
premise,  whose  efficiency  has  never  been  satisfactorily 
proved,  and  one  which  has  already  been  harmful  to  the 
tuberculosis  control  program.  If  the  truth  concerning 
so-called  vaccines  for  tuberculosis  is  not  soon  substituted 
for  exaggerations  and  unproved  contentions  now  being 
widely  circulated  by  every  possible  medium  of  expression 
in  this  country,  there  is  grave  danger  that  our  people 
will  be  lulled  into  such  a sense  of  false  security  as  to 
disregard  most,  if  not  all,  that  has  been  responsible  for 
the  world’s  finest  accomplishment  in  tuberculosis  control. 
This  would  result  in  failure  by  neglect. 


J.A.M. 
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News  Briefs 


North  Dakota 

Dr.  L.  W.  Larson  of  Bismarck  was  elected  chairman 
of  the  medical  and  scientific  committee  of  the  American 
Cancer  Society  at  the  society’s  recent  convention  in  New 
York.  Dr.  Larson  is  chairman  of  the  executive  com- 
mittee of  the  North  Dakota  Cancer  Society,  and  in 

' 1948  served  as  vice  chairman  of  the  national  society. 

j * * * 

Sufficient  Physicians  for  the  needs  of  North  Da- 
kota can  be  obtained  by  a two-year  medical  school  at 
the  University  when  it  is  brought  up  to  standards,  ac- 
cording to  the  unanimous  opinion  of  the  committee  on 
medical  education  of  the  North  Dakota  State  Medical 
Association.  The  committee  met  February  11,  1950,  at 
the  University  in  Grand  Forks  and  canvassed  the  situa- 
tion there. 

In  addition  to  Dr.  Leigh  were  Drs.  W.  A.  Wright 
of  Williston;  W.  A.  Liebeler  of  Grand  Forks;  H.  N. 
Berg  of  Bismarck;  W.  F.  Baillie  of  Fargo;  J.  A.  Mc- 
Donald of  Cando;  R.  W.  Rodgers  of  Dickinson;  C.  R. 

\ Tompkins  of  Grafton;  W.  F.  Potter,  dean  of  the  med- 
ical school;  and  R.  E.  Mahowald  of  Grand  Forks. 


[ Meetings  and  Speakers  . . . 

^ Establishing  the  possible  relationship  of  viruses  to 
cancer  has  been  the  objective  of  16  years  of  study  by 
a former  student  at  the  University  of  North  Dakota, 

' Dr.  Jerome  T.  Syverton  of  the  University  of  Minne- 
sota Medical  School,  who  returned  to  his  alma  mater 
at  Grand  Forks,  February  8,  1950,  to  speak  to  medical 
I students  and  former  professors. 

* * 

Dr.  Fd.  M.  Berg,  radiologist  with  the  Quain  and 
Ramstad  Clinic,  was  the  guest  speaker  February  23, 
1950,  at  the  meeting  of  the  Northwest  District  Medical 
Society  in  Minot.  Dr.  Berg,  who  with  Mrs.  Berg  made 
a three  months  tour  of  England  and  the  Scandinavian 
countries  a year  ago,  discussed  the  status  of  socialized 
medicine  in  England,  Norway  and  Sweden. 

* * 

An  adjourned  meeting  of  the  North  Dakota  Med- 
ical Center  Advisory  Council  was  held  at  10  A.M.  on 
March  3 in  the  medical  building  at  the  university. 

* * 

Members  of  the  Grand  Forks  Medical  Auxiliary  con- 
vention committee  met  February  17,  1950,  to  plan  the 
program  for  the  state  auxiliary  convention  which  in 
conjunction  with  that  of  the  state  medical  society  will 
be  held  in  Grand  Forks  May  28  through  May  30. 

* =K  * 

The  Woman’s  Auxiliary  to  the  Sheyenne  Valley 
Medical  Society  met  at  Valley  City  February  15,  1950, 
for  their  regular  meeting.  Mrs.  Paul  T.  Cook  gave  a 
paper  on  "State  Fdealth  Service.” 


New  Appointments  and  Locations  . . . 

Dr.  Neil  A.  Macdonald,  a graduate  of  the  Uni- 
versity of  North  Dakota  and  the  University  of  Illinois 
medical  school,  who  has  been  located  at  Hope  for  the 
past  six  months,  has  opened  an  office  in  the  Clinic  Build- 
ing in  Valley  City. 

Dr.  William  S.  Pollard  of  the  Lake  Region  Clinic 
in  Devils  Lake  will  establish  a practice  in  Maddock, 
North  Dakota.  Dr.  Pollard,  a graduate  of  the  Univer- 
sity of  Manitoba  Medical  School,  is  a specialist  in  ob- 
stetrics and  pediatrics. 

Dr.  Kenneth  Wakefield  of  Winnipeg  arrived  in 
Gackle  recently  to  assume  his  duties  as  head  of  the  new 
health  center.  Dedication  of  the  ^80,000  center  will  be 
made  as  soon  as  weather  permits.  A drive  is  being  made 
to  raise  additional  funds  to  purchase  more  equipment, 
including  an  x-ray  machine. 

Dr.  O.  D.  Dekker  of  Finley  began  practice  at  Hope, 
North  Dakota,  in  the  latter  part  of  February.  Dr. 
Dekker  has  his  headquarters  at  the  Hope  Clinic  Build- 
ing, completed  last  August  at  a cost  of  ^23,000. 

Dr.  Valentine  Martinski  has  established  a practice 
at  Glen  Ullin,  North  Dakota. 

Dr.  I.  W.  Kellogg  of  Fairmount  was  recently  re- 
appointed superintendent  of  public  health  in  Richland 
county. 


Minnesota 

Dr.  Russell  H.  Frost,  director  of  tuberculosis  work 
in  ten  Midwestern  states  for  the  veterans  administration, 
was  recently  named  superintendent  of  Glen  Lake  Sana- 
torium effective  March  1.  He  is  successor  to  Dr.  Ernest 
S.  Mariette,  who  was  for  33  years  superintendent  of 
Hennepin  county’s  hospital  for  the  tuberculous. 

* * 

Four  Twin  Cities  doctors — Dr.  Karl  W.  Anderson, 
Dr.  E.  T.  Bell,  Dr.  Vernon  Smith  and  Dr.  George  N. 
Aagaard — have  been  elected  to  the  board  of  directors 
of  the  Minnesota  Medical  Foundation. 

* * 

Dr.  Albert  E.  Krieser,  Mankato  physician,  who  re- 
cently moved  to  Windom,  was  named  head  of  the  tuber- 
culosis control  unit  of  the  Minnesota  division  of  public 
institutions  to  succeed  Dr.  H.  A.  Burns,  who  held  that 
position  until  his  death  earlier  this  year. 

* * =1= 

Dr.  Dolor,  who  was  graduated  from  the  University 
of  Minnesota  in  1938  and  is  now  medical  director  of  the 
National  Lead  Company,  was  one  of  three  doctors  to  be 
granted  the  first  degree  of  Doctor  of  Industrial  Medi- 
cine by  the  University  of  Pittsburgh  School  of  Medicine. 
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Dr.  Robert  A.  Good,  who  specializes  in  pediatrics 
and  rheumatic  fever  at  the  University  of  Minnesota 
medical  school,  is  one  of  20  medical  scientists  to  be 
named  for  ^25,000  grants  from  the  John  and  Mary  R. 
Markle  foundation  of  New  York,  N.  Y. 

*  *  * * 

Dr.  Stanley  W.  Olson,  assistant  director  of  the 
Mayo  Foundation,  was  appointed  dean  of  the  college  of 
medicine  of  University  of  Illinois. 

^ ^ 

Four  Mayo  Clinic  fellows  received  awards  last  week 
for  superior  quality  graduate  theses:  They  are  Drs. 
B.  E.  Taylor,  A.  B.  Taylor,  W.  B.  Martin  and  D.  S. 
Childs. 

^ 

Dr.  M.  O.  Nesheim,  Emmons,  was  elected  president 
of  the  Freeborn  Medical  Society.  Other  officers  elected 
were  Dr.  C.  E.  J.  Nelson,  vice  president;  Dr.  E.  S. 
Palmerton,  secretary;  and  Dr.  R.  A.  Demo,  treasurer. 

* * % 

Dr.  Maurice  B.  Visscher,  professor  and  head  of 
physiology  at  University  of  Minnesota,  has  been  elected 
to  the  board  of  directors  of  the  National  Society  for 
Medical  Research. 

% * * 

Governor  Youngdahl  has  named  Dr.  Mellvin  E. 
Lenander  of  St.  Paul  to  membership  on  the  Minnesota 
state  board  of  medical  examiners  and  Dr.  H.  Z.  Giffin, 
Rochester,  to  the  state  board  of  health  and  vital  statistics. 


Hospital  Staff  Appointments  . . . 

Immanuel  Hospital,  Mankato:  Dr.  G.  E.  Penn,  presi- 
dent; Dr.  R.  G.  Hassett,  vice-president;  and  Dr.  O.  H. 
Jones,  secretary. 

Will  mar  State  Hospital:  Dr.  Robert  B.  May  and 

Dr.  Harold  Grable. 

Fergus  Falls  State  Hospital:  Dr.  Virginia  Gross,  Dr. 
Samuel  E.  Bigelow,  and  Dr.  Algot  Astrom. 

Fairview  Hospital,  Minneapolis:  Dr.  Loren  J.  Lar- 
son, general  medicine;  Dr.  Albert  J.  Schroeder,  pediat- 
rics; Dr.  Harold  S.  Ulvestad,  ear,  nose  and  throat;  and 
Dr.  Harold  G.  Worman,  oral  surgery. 

St.  loseph’s  Hospital,  Brainerd:  Dr.  A.  M.  Mulli- 

gan, chief  of  staff. 

Hastings  State  Mental  Hospital:  Dr.  Nelson  Brad- 
ley, superintendent. 

Maternity  Hospital,  Minneapolis:  Dr.  Ray  F.  Coch- 
rane, president;  Dr.  Helen  Haberer,  secretary. 

Eitel  Hospital,  Minneapolis:  Dr.  Alton  C.  Olson, 

assistant  chief  of  staff;  Dr.  Melvin  B.  Sinykin,  secretary. 

Miller  Memorial  Hospital,  St.  Paul:  Dr.  M.  G. 

Fredericks,  chief  of  staff;  Dr.  Earl  Barrett,  vice  chief 
of  staff;  Dr.  Karl  Johnson,  retiring  chief  of  staff;  Dr. 
Kenneth  Teich,  executive  committee  member;  and  Dr. 
Mario  Fischer,  ex-officio  member. 


St.  Cloud  Hospital,  Minneapolis:  Dr.  N.  E.  Mu- 

sachio,  chief  of  staff. 

Abbott  Hospital,  Minneapolis:  Dr.  Orwood  J.  Camp- 
bell, president;  Dr.  John  Haugen,  vice-president;  and 
Dr.  Walter  Hoffman,  secretary. 

St.  Barnabas,  Minneapolis:  Dr.  Arthur  C.  Kerkhof, 
chief;  Dr.  L.  A.  Whitesell,  vice-chief,  and  Dr.  Edgar  A. 
Webb,  secretary-treasurer. 

Swedish  Hospital,  Minneapolis:  Dr.  J.  S.  Milton, 

president;  Dr.  Harold  T.  Gustafson,  vice-president;  and 
Dr.  Staley  Lundblad,  secretary-treasurer. 

St.  Gabriel’s  Hospital,  Little  Falls:  Dr.  E.  J.  Simons, 
president;  Dr.  D.  L.  Johnson,  vice-president;  and  Dr. 
R.  J.  Stein,  secretary. 

Glen  Lake  Sanatorium,  Minneapolis:  Dr.  Russell  H. 
Frost,  superintendent. 

St.  Andrew’s  Hospital,  Minneapolis:  Dr.  Frank  E. 
Mork,  chief  of  staff. 

St.  Mary’s  Hospital,  Duluth:  Dr.  R.  P.  Buckely, 

chief  of  staff. 


South  Dakota 

Dr.  Tom  Dillion  spoke  on  "Coronary  Heart  Dis- 
eases’’ at  a meeting  of  the  third  district  medical  asso- 
ciation February  9,  1950,  when  the  association  and  aux- 
iliary held  their  meeting  in  Flandreau. 

* * 

Dr.  G.  C.  Redfield  of  Rapid  City  Saturday  was 
elected  president  of  the  Southwest  Hernia  society  at 
the  annual  meeting  of  the  group  in  Mineral  Wells, 
Texas. 

* =|:  * 

The  newly-formed  hospital  committee  of  the  Mo- 
bridge  Chamber  of  Commerce,  county  doctors  and  mem- 
bers of  the  Walworth  county  hoard  of  commissioners 
met  with  Dr.  Tom  Schultz,  Pierre,  on  February  15,  1950, 
at  Mobridge,  to  discuss  a proposal  for  building  a new 
county  hospital  in  Mobridge. 

* * * 

Dr.  George  McIntosh,  Eureka  physician,  has  an- 
nounced purchase  of  a snowsled  which  will  be  used  to 
transport  patients  to  the  clinic  here  when  roads  are  oth- 
erwise impassable.  Dr.  McIntosh  said  that  the  vehicle 
is  equipped  with  a 90-horsepower  airplane  motor.  It  is 
large  enough  to  carry  two  or  three  passengers  and  will 
accommodate  a stretcher. 


Deaths 


Dr.  John  C.  Barton,  44,  former  medical  advisor 
for  claims  service  at  veterans  administration.  Fort  Snell- 
ing,  died  in  Washington,  D.  C.,  February  12,  1950. 
A native  of  Two  Harbors,  Minn.,  Dr.  Barton  was  a 
graduate  of  University  of  Minnesota  medical  school. 

* =)< 

Dr.  John  Douglas  Watson,  64,  of  St.  Paul,  Min- 
nesota, died  February  1?.  He  practiced  medicine  from 
1914  to  1940  at  Holdingford,  Minnesota. 
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Dr.  Herman  L.  Sarvela,  66,  of  Hancock,  Michigan, 
and  a former  Duluthian,  died  February  14,  1950,  in  a 
Duluth  hospital. 

♦ + % 

Dr.  W.  W.  Nauth,  65,  practicing  physic^n  in  the 
Winona  area  since  1907  and  one  of  the  organizers  of 
the  Winona  clinic,  died  at  Sarasota,  Florida,  February 
22,  1950. 

* + + 

Dr.  E.  L.  Goss,  who  came  to  Carrington,  North  Da- 
kota, about  47  years  ago  to  practice  medicine,  and  who 
left  last  June  to  make  his  home  in  Portland,  Oregon, 
died  Saturday,  February  4,  in  the  home  of  his  daughter 
in  Portland. 

*  *  * * 

Dr.  Park  B.  Jenkins,  oldest  country  doctor  of  Wau- 
bay.  South  Dakota,  died  February  5 at  the  Tekakwitha 
Hospital  in  Sisseton.  Dr.  Jenkins  received  his  M.D. 
degree  at  the  University  of  Illinois  in  1896,  took  a year 
internship  in  St.  Mary’s  Hospital  at  Marquette,  Michi- 
gan, and  returned  to  Wauhay  in  1898,  where  he  began 
his  practice,  and  continued  with  his  work  for  over  a 
half  a century. 

>}c  ^ 

Dr.  J.  S.  Bates,  a physician  in  Clear  Lake,  South 
Dakota,  for  over  thirty  years,  but  who  in  late  years 
practiced  at  Lake  Preston,  died  at  his  home  in  that  city 
February  2,  1950. 


Future  Meetings 


A CONTINUATION  COURSE  in  proctology  wil!  be  presented  at 
the  center  for  continuation  study  of  the  University  of  Minne- 
sota on  May  22-27,  1950.  Dr.  George  Thiele  of  Kansas  City, 
visiting  faculty  member  for  the  course,  will  discuss  "The  Rela- 
tionship of  Anorectal  Diseases  to  General  Medical  Problems” 
and  Office  Management  of  Common  Proctologic  Complaints.” 

* + 

A course  in  diseases  of  the  eye,  ear,  nose,  and  throat  to  be 
presented  at  the  Center  on  May  1 1-13,  1950.  This  course  is 
intended  for  general  physicians  and  will  emphasize  those  EENT 
disorders  most  commonly  seen  by  the  physician  in  general 
practice. 

* t- 

Dr.  Burril  Crohn,  of  Mt.  Sinai  Hospital,  New  York,  will 
deliver  the  annual  Phi  Delta  Epsilon  Lecture  at  the  Museum 
of  Natural  History,  University  of  Minnesota  Campus,  Minne- 
apolis, Minnesota,  at  8:00  P.M.,  April  20,  1950.  His  subject 
will  be  "Regional  Ileitis.” 

* * ^ 

Some  of  the  nation’s  foremost  authorities  on  alcohol  studies 
will  meet  at  the  University  of  Wisconsin  from  August  21  to  26 
to  tackle  the  problem  of  alcoholism  and  discuss  recent  scientific 
developments  in  the  field.  For  information  concerning  the  ses- 
sion write  Professor  Miller,  206  Extension  Building,  University 
of  Wisconsin,  Madnson. 

=)!  + 

Fhe  third  annual  meeting  of  the  American  Association  of 
Blood  Banks  is  being  planned  for  October  12,  13,  Hth  at  The 
Stevens  Hotel  in  Chicago 


Book  Reviews 


The  Physiology  of  Thought,  by  Harold  Bailey,  M.D., 
F.A.C.S.  314  pages.  New  York:  The  William-Frederick 
Press,  1949.  ^3.75. 

4=  4=  4= 

The  thesis  of  this  book  is  that  life  is  the  product  of  a func- 
tion and  the  function  is  thought.  The  author  treats  the  physiol- 
ogy of  thought  more  from  the  sociological  point  of  view  than 
from  the  technical  "test-tube  and  microscope”  point  of  view. 
He  does,  however,  bring  in  a small  amount  of  technical,  scien- 
tific explanation  of  physiology  of  thought — only  enough  to  make 
his  sociological  and  psychological  explanations  easier  to  under- 
stand. 

Various  chapters  include  a discussion  of  conscious  and  sub- 
conscious thought  (the  difference  lying  only  in  degree  and  in- 
tensity of  thought),  classes  and  sources  of  memories,  description 
of  sleep  and  why  it  comes  to  us  or  does  not  come  to  us.  The 
author  takes  the  point  of  view  that  dreams  are  rather  useless 
as  tools  for  interpretation  of  deep  emotional  conflicts  and  dis- 
poses of  them  quite  easily!  One  chapter  discusses  illusions  and 
hallucinations,  and  as  an  addition  to  the  discourse  on  thought 
and  consciousness,  is  interesting  and  worthwhile.  The  idea  that 
is  most  interesting  in  this  book  is  the  author’s  thesis  of  the 
physiology  of  heredity  and  instinct — as  inherited  memories.  The 
explanation  is  simple — perhaps  too  simple. 

The  psychosomatic  approach  to  medicine  is  held  in  this  book, 
as  the  author  treats  the  body  as  a whole.  The  mind  is  a special 
development  of  the  nervous  system  and  there  are  no  bridges  to 
cross  between  the  body  and  the  mind.  The  average  reader  can 
find  use  in  this  book  by  the  application  of  theories  therein  dis- 
cussed to  mental  hygiene.  The  theories  are  simply  explained 
and  their  application  to  mental  health  is  easily  applied  and 
understood.  E.B.B. 

Community  Health,  3rd  ed.,  by  Laurence  B.  Chenoweth 
and  W.  R.  Morrison.  Appleton-Century-Crofts,  Inc.  New 
York:  (Oct.  26)  1949. 

4=  4=  4= 

This  third  edition  of  Chenoweth  and  Morrison’s  Community 
Health  is  a revision  of  a college  text,  the  first  edition  of  which 
appeared  in  1934  under  the  title  Community  Hygiene  and  the 
second  edition  in  1941.  The  material  has  been  rearranged  and 
much  of  it  has  been  brought  up  to  date.  Most  of  the  illustra- 
tive tables  have  been  re-done  and  recent  data  added,  but  a few 
of  those  in  the  early  chapters  present  statistics  that  are  so  old 
as  to  be  of  little  value  for  present-day  teaching. 

The  book  meets  most  of  the  needs  of  college  courses  in  com- 
munity health  and  the  topics  are  usually  discussed  in  simple 
terminology.  A description  of  podalic  version  and  its  invention 
on  page  81  of  the  text,  while  of  historic  importance  in  medicine, 
hatdly  adds  to  the  average  college  student’s  fund  of  useful 
knowledge.  However,  much  of  the  historical  information  con- 
tained in  the  book  will  contribute  to  the  reader’s  general  under- 
standing of  the  development  of  medicine.  R.L.T. 

Invited  and  Conquered,  by  J.  Arthur  Myers,  Ph  D.,  M.D., 
Minnesota  Public  Health  Association,  St.  Paul,  Minnesota, 
737  pages,  365  illustrations,  1949,  ^6.50. 

4=  4=  4s 

This  engrossing  book,  written  in  the  author’s  customary 
pleasing  style,  and  dedicated  to  one  of  the  most  persistent  yet 
unsung  foes  of  the  disease  was  particularly  timely  for  the  centen- 
nial year  in  documenting  all  the  significant  contributions  and  de- 
velopments in  tuberculosis  in  Minnesota  during  the  past  100 
years.  Every  incident  and  detail  of  anti-tuberculosis  work,  from 
the  earliest  pioneer  days  in  1659  through  the  most  recent  diag- 
nostic technics  of  photofluorography  and  therapeutic  procedures 
such  as  lobectomy  and  pneumonectomy,  are  presented  in  chro- 
nological sequence.  More  than  1,900  persons  who  have  played 
some  role  in  the  conquest  of  the  malady  are  accorded  their 
proper  place  in  the  fight.  Pictorially  al.so,  in  adidtion  to  the 
photographs  of  245  people  engaged  in  tuberculosis  control,  120 
illustrations  and  14  graphs  enhance  the  value  of  the  book.  It 
is  a monumental  and  much  needed  documentation  of  medical 
history,  correlating  activities  within  this  state  with  the  advances 
in  tuberculosis  throughout  the  world. 
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Right  Heart  Catheterization  in  Acyanotic 
Congenital  Heart  Disease 

A Comparative  Evaluation  of  the  Diagnosis,  by  Clinical,  Roentgenological, 
and  Catheterization  Studies  in  40  Patients^ 

Forrest  H.  Adams,  M.D.,  John  W.  LaBree,  M.D.  and  Herbert  M.  Stauffer,  M.D.t 

Minneapolis,  Minnesota 


Right  heart  catheterization,  as  originally  described 
by  Cournand  and  Ranges,'  has  been  used  by  others 
to  study  the  cardiac  physiology,  particularly  the  cardiac 
output,  under  various  conditions.  It  has  been  used  ex- 
tensively in  the  study  of  various  types  of  shock,  pulmo- 
nary, renal,  hepatic  and  cardiac  disease.  Bing"-''-'  has 
used  the  technic  to  study  primarily  cyanotic  congenital 
heart  disease  and  Cournand"’  has  used  it  to  study  pri- 
marily acyanotic  congenital  heart  disease. 

No  one,  however,  has  used  the  catheterization  technic 
particularly  to  ascertain  the  limitations  of  the  clinical 
and  x-ray  diagnosis  in  congenital  heart  disease.  Likewise, 
the  limitations  of  the  diagnosis  by  catheterization  have 
not  been  particularly  emphasized.  In  conjunction  with 
our  other  studies  in  congenital  heart  disease,  we  have 
attempted  to  make  such  an  evaluation.  This  is  a prelim- 

*From  the  departments  of  pediatrics,  medicine  and  radiology. 
University  of  Minnesota  Medical  School. 

This  work  was  performed  under  a cooperative  agreement  be- 
tween the  University  of  Minnesota  and  the  National  Heart  In- 
stitute, Public  Health  Service,  Bethesda,  Maryland. 

Presented  before  the  Northwest  Pediatric  Society  meeting, 
September  30,  1949. 

■fAt  present  Associate  Professor  of  Radiology,  Temple  Uni- 
versity Medical  School,  Philadelphia. 


inary  report  on  the  first  forty  patients  studied  with 
acyanotic  congenital  heart  disease.;!: 

Methods  of  Study 

All  of  the  patients  studied  in  this  series  were  followed 
extensively  either  at  the  University  Hospitals,  the  St. 
Paul  Childrens  Hospital  Heart  Clinic  or  by  a private 
physician  well  qualified  in  the  diagnosis  of  heart  disease. 
For  the  most  part,  the  patients  studied  were  diagnostic 
problems.  The  clinical  diagnosis  used  in  this  study  was 
obtained  from  one  of  the  above  three  sources,  depending 
upon  the  case.  In  each  instance  the  diagnosis  was  based 
upon  a careful  history,  physical  examination,  electro- 
cardiogram, routine  blood  count,  and  in  some  instances 
the  physician  took  into  account  the  x-ray  and  fluoro- 
scopic examination  results.  The  x-ray  diagnosis  referred 
to  in  each  of  the  tables  in  each  instance  was  made  by 
Dr.  Leo  G.  Rigler,  professor  of  radiology,  using  only  the 
standard  films  made  available  to  him.  No  information 
relative  to  the  physical  findings,  or  the  history  of  the  case 
in  question  other  than  the  absence  of  cyanosis,  were 

iSince  the  presentation  of  this  paper,  we  have  studied  ap- 
proximately 100  more  patients,  the  results  of  which  will  be 
published  elsewhere. 
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Fig.  1.  Heart  catheterization 
team  and  setup  showing  radiolo- 
gist, patient,  member  drawing 
blood  sample,  member  recording 
pressures,  and  member  perform- 
ing the  catheterization. 


available  to  him  as  an  aid  m the  diagnosis.  Frequently 
the  fluoroscopic  findings  in  the  individual  patients  were 
not  available  to  him.  The  electrocardiographic  results 
were  interpreted  by  us  from  the  three  standard  leads. 

Right  Heart  Catheterization  Technic 
Under  sterile  precautions,  using  local  procaine  anes- 
thesia, a modified  No.  8 or  No.  9 ureteral  catheter  was 
inserted,  usually  into  the  left  antecubital  vein  after  a 
cutdown  had  been  made.  The  catheter  was  advanced  by 
one  member  of  the  team  under  direct  vision,  using  a 
fluoroscope  operated  by  a trained  radiologist.  (See 
Figure  1 .J  The  free  end  of  the  catheter  was  attached 


to  a three-way  stopcock  into  which  could  run  fluid  from 
a reservoir  or,  if  the  valve  was  turned,  pressure  record- 
ings could  he  made  with  the  connected  manometers. 
Originally,  a Hamilton  manometer  was  used,  but  the 
majority  of  these  studies  were  done  using  a strain-gauge 
manometer  because  of  its  compactness. 

The  catheter  was  advanced  into  the  various  chambers 
of  the  heart  where  pressure  recordings  were  made,  and 
several  blood  samples  were  removed  under  oil  for  oxygen 
content  analysis.  An  attempt  was  made  in  each  patient 
to  get  the  catheter  into  both  the  right  and  left  branches 
of  the  pulmonary  artery,  down  the  ductus  arteriosus 


TABLE  I 
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(if  it  was  felt  that  it  might  be  present),  into  the  base 
and  apex  of  the  right  ventricle,  into  two  different  places 
in  the  right  atrium,  into  the  inferior  vena  cava,  into 
anomalous  pulmonary  veins,  through  septal  defects  and 
finally  in  the  superior  vena  cava.  Normal  values  for  the 
pressure  and  oxygen  content  of  most  of  these  areas  has 
previously  been  determined.  These  values  plus  the  direc- 
tion of  change  found  in  a number  of  the  acyanotic  con- 
ditions can  be  seen  in  Table  I. 

The  pressures  in  the  various  areas  were  recorded  by 
means  of  a camera,  using  a string  galvanometer,  which 
was  calibrated  against  a mercury  manometer  in  milli- 
meters of  mercury.  The  oxygen  determinations  on  the 
blood  were  done  on  a Van  Slyke  apparatus  according  to 
the  method  of  Van  Slyke  and  Neill. 

Older  children  received  only  atropine  premedication. 
Children  under  eight  years  of  age  usually  required  a 
basal  anesthesia.  More  frequently,  rectal  avertin  was 
used;  however,  occasionally  rectal  pantothol  was  used. 
The  patients  received  penicillin  parenterally  before  and 
after  the  procedure,  and  penicillin  was  also  placed  in  the 
solution  in  the  reservoir.  A small  amount  of  heparin 


was  likewise  added  to  the  solution  in  the  reservoir  to 
prevent  any  clotting  of  blood  in  the  catheter.  The  total 
fluoroscopic  time  was  regulated  by  a fluoroscopic  timer, 
and  in  most  instances  it  was  limited  to  10  minutes. 
Results 

A.  Patent  ductus  arteriosus 

The  results  obtained  in  10  of  the  patients  catheterized 
suggested  the  presence  of  a patent  ductus  arteriosus  or 
an  aortic  pulmonary  window  type  of  defect  (see  Table’ 
II).  Nine  of  these  patients  were  operated  upon.  In 
eight,  a patent  ductus  arteriosus  was  found  and  was 
ligated  and  divided,  thus  confirming  the  catheterization 
diagnosis.  In  one  of  the  patients  explored  surgically, 
no  patent  ductus  was  found.  However,  the  base  of  the 
heart  was  not  examined  for  anaortic  pulmonary  window, 
and  it  is  quite  probable  that  this  patient  had  such  a 
defect.  The  tenth  patient  has  not  yet  been  explored, 
but  it  is  felt  clinically  that  she  too  has  an  aortic-pulmo- 
nary window. 

Four  of  the  patients  in  this  group  had  pulmonary 
hypertension.  One  had  pulmonary  stenosis  of  a mod- 
erate degree  in  addition  to  a patent  ductus  arteriosus. 


TABLE  II 

Patent  Ductus  Arteriosus  or  Aortic-Pulmonary  Window 


Ft. 

Age 

Sex 

Pressure  - mm.  Hg. 

Oj  Content  - Vol.  % 

ECO 

Clin. 

Diag. 

X-ray 

Diag. 

Cath. 

Diag. 

li.  A. 

U.  V. 

P.  A. 

Other 

S.  V.  c. 

R.  A. 

R.  V. 

P.  A. 

F.  A. 

Other 

S.B. 

4 

F 

4 -1(1 

55, 0 

48/40 

Aorta 
100, '40 
Ductus 
50/30 

8.6 

9.3 

9.2 

11.4 

Aorta 

12.7 

Hi 

QRS 

lAD 

lAD 

PDA 

PDA 

M.B. 

' 

F 

— 

28/G 

20,  14 

Aorta 

110/80 

11.8 

11.3 

- 

13.5 

.\orta 

14.S 

RAD 

PDA 

PDA 

A.K. 

12 

F 

0/2 

.3()/() 

24/10 

12.1 

12.1 

11.8 

13.7 

16.7 

Pulm. 

“cap” 

16.7 

RAD 

Com- 

pli- 

cated 

PDA 

Nor- 

mal 

PDA 

M.P, 

18 

M 

4 

45  0 

38/12 

12.3 

11.4 

15.2 

16.7 

Broad 

P., 

Hi 

QRS 

PDA 

PDA 

PDA 

L.P. 

14 

F 

2,  -4 

20,(1 

— 

Aorta 

80/40 

10.3 

10.8 

11.6 

— 

— 

Aorta 

14.3 

Pkd 

P, 

& P, 

PDA 

Nor- 

mal 

PDA 

C.W. 

9 

F 

in, -2 

50,/ -5 

44/20 

10.0 

9.5 

9.8 

12.1 

13.3 

Extra 

sys- 

toles 

Com- 

pli- 

cated 

PDA 

PDA 

PDA 

S.H. 

6 

F 

2/-10 

70  10 

28/18 

10.2 

10.4 

10.0 

11.0 

Aorta 

13.3 

RAD 

PDA 

PS 

PDA 

c 

PS 

D.J. 

15 

M 

— 

24  0 

20  10 

13.3 

11.5 

13.9 

14.4 

17.2 

Nor- 

mal 

PDA 

PDA 

PDA 

M.K. 

11 

F 

Ifi/O 

12  10 

11.2 

11.1 

11.7 

12.9 

13.8 

Nor- 

mal 

PDA 

Aortic 

regur- 

gita- 

tion 

PDA* 

J.A. 

* 

F 

04, 20 

70/60 

14.0 

12.0 

13.8 

16.2 

17.5 

RAD 

& 

LAD 

IVD 

lAD 

A-P 

win- 

dow 

* Disproved  at  surgery,  probably  aortic-pulmonary  window. 


KEY  TO  ABBREVIATIONS  (For  this  and  following  tables) 

1.  Pulm.  Cap — pulmonary  capillary  blood  sample  5.  RBBB — right  bundle  branch  block  9.  PS — pulmonary  stenosis 

2.  P.V. — pulmonary  vem  6.  PDA — patent  ductus  arteriosus  10.  Tetrad — tetralogy  of  Fallot 

3.  RAD — right  axis  deviation  7.  lAD- — interatrial  septal  defect  11.  F.V. — femoral  vein 

4.  LAD — left  axis  deviation  8.  IVD — interventricular  septal  defect 
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All  but  two  of  the  patients  had  abnormal  electrocardio- 
grams, the  usual  abnormality  being  a right  axis  devia- 
tion. In  four  instances  the  catheter  was  pas.sed  into  the 
ductus  arteriosus  and  down  the  aorta,  thus  establishing 
the  diagnosis  with  certainty.  (See  Figure  2.) 


Fig.  2.  X-ray  showing  catheter  passing  through  patent  ductus 
arteriosus  (upper  arrow),  down  descending  aorta  and  into  the 
left  renal  artery  (lower  arrow). 

From  Table  II  it  can  be  seen  that  the  clinical  diag- 
nosis was  the  same  as  the  catheterization  diagnosis  in 
SIX  of  the  ten  patients.  The  x-ray  diagnosis  was  the  same 
as  the  catheterization  diagnosis  in  four  of  the  ten 
patients. 

B.  hiterdtruil  septal  defect 

Eleven  of  the  patients  catheterized  had  results  that 
suggested  an  interatrial  septal  defect  (see  Table  III). 
In  four  instances  this  was  definitely  proved,  as  the 
catheter  pas.sed  through  the  defect  into  the  left  atrium 
(see  Figure  3).  Two  of  the  eleven  patients  had  pulmo- 
nary hypertension,  and  in  two  the  pulmonary  artery  was 
not  entered.  All  of  the  patients  (in  one  the  information 
was  not  available)  had  abnormal  electrocardiograms  con- 
sisting usually  of  right  axis  deviation.  One  patient  had 
left  axis  deviation,  and  three  had  a heart  block. 

From  Table  III  it  can  be  seen  that  the  clinical  diag- 
nosis was  the  same  as  the  catheterization  diagnosis  in 
.seven  of  the  eleven  patients,  and  also  the  x-ray  diagnosis 
was  the  same  as  the  catheterization  in  seven  of  the  eleven 
patients. 

C.  Interrcntricular  septal  defect 

In  five  of  the  patients  catheterized,  the  results  sug- 
gested an  interventricular  .septal  defect  (see  Table  IV)  . 
Four  of  these  had  right  ventricular  hypertension.  The 
clinical  diagnosis  was  the  same  as  the  catheterization 


Fig.  3.  X-ray  showing  catheter  passing  through  interatrial 
septal  defect  (arrow),  into  left  atrium  and  out  into  right  pulmo- 
nary vein.  Blood  removed  from  this  area  was  100  per  cent  sat- 
urated with  oxygen. 

diagnosis  in  one  of  these  patients,  and  the  x-ray  diagnosis 
was  different  than  the  catheterization  in  all  five  patients. 

D.  Miscellaneous  conditions 

Eleven  patients  were  catheterized  and  results  were  ob- 
tained that  have  been  interpreted  variously  such  as: 
normal,  pure  pulmonary  stenosis,  anomalous  pulmonary 
vein  emptying  into  the  right  atrium  (see  Figure  4), 
subaortic  stenosis  and  tetralogy  of  Fallot  (see  Table  V). 
In  this  group,  the  clinical  diagnosis  was  the  same  as  the 
catheterization  diagnosis  in  one  of  the  eleven  patients. 
The  x-ray  diagnosis  was  the  same  as  the  catheterization 
diagnosis  in  seven  of  the  eleven  patients. 


Fig.  -1.  X-ray  .showing  catheter  passing  into  an  anomalous 
pulmonary  vein  emptying  into  the  right  atrium.  Blood  removed 
from  this  area  was  100  per  cent  .saturated  with  oxygen. 
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TABLE  III 

Interatrial  Septal  Defect 


Pressure  - nirn.  Hg. 

Oi  Content  - Vol.  % 

f'lin. 

Diag. 

('ath. 

Diag. 

Pt. 

Age 

Sex 

R.  A. 

R.  V. 

P.  A. 

Other 

S.  V.  c. 

R.  A. 

R.  V. 

P.  A. 

F.  A. 

Other 

ECC 

Diag. 

G.B. 

a 

K 

— 

28/-10 

26/6 

8.7 

11.4 

11.8 

12.0 

13.2 

LA. 

13.6 

R.AD 

PD,\ 

Nor- 

mal 

LAD 

P.D. 

12 

F 

120/0 

P.V. 

10/0 

10.9 

13.0 

16.0 

17.0 

P.V. 

17.7 

RAD. 

Pro- 

longed 

P-R 

lAD 

LAD 

LAD 

D.E. 

17 

^ F 

25/0 

20/5 

10.6 

13.6 

14.8 

14.0 

16.7 

RAD 

lAD 

PD.A 

LAD 

D.E. 

20 

F 

7 

8/4 

8.8 

15.0 

15.3 

15.3 

15,9 

HAD 

Extra 

sys- 

toles 

LAD 

LAD 

LAD 

W.K. 

23 

M 

10/0 

P.V. 

10/6 

13.7 

13.6 

19.3 

P.V. 

19.4 

LA. 

19.2 

RAD 

PDA 

PS 

LAD 

R.L. 

12 

M 

4-4 

32/0 

IS.6 

10.7 

15.4 

15.6 

15.6 

17.2 

RAD, 

Neg 

P, 

LAD 

LAD 

LAD 

L.R. 

6 

F 

- 

70/0 

50/30 

P.V. 

18/8 

10.3 

8.6 

1 1 .6 

12.1 

P.V. 

14.0 

Tend 

LAD 

LAD 

LAD 

I.AD 

E.B. 

• 

02 

M 

18/.5 

75/0 

72/20 

10.6 

15.2 

14.0 

15.0 

19.8 

— 

Bern- 

heiin 

AS 

LAD 

J.H. 

17 

M 

7/2 

30/0 

14  7 

12.0 

16.1 

16.1 

1 6.3 

17.8 

Tend 

RAD 

RBBB 

LAD 

c 

PDA 

I.AD 

LAD 

D.W. 

12 

M 

28/0 

24,6 

8.9 

13.5 

13.3 

14.0 

16.0 

Tend 

RAD 

LAD 

LAD 

LAD 

Block 

S.D. 

9 

F 

21-2 

.20/0 

16,^8 

10.9 

13.8 

14.0 

13.6 

17.0 

R.\D 

LAD 

LAD 

LAD 

E.  Equivocal  results 

Three  patients  catheterized  had  results  that  were  so 
equivocal  that  no  just  conclusions  of  a positive  nature 
could  be  made  (see  Table  VI).  Two  of  these  patients, 
however,  had  a definite  hypertension  of  the  right  ven- 
tricle. 

F.  Analysis  of  total  results 

The  clinical  and  catheterization  diagnosis  were  the 
same  in  fifteen  (41  per  cent)  of  the  thirty-seven  in 
whom  the  results  were  considered  satisfactory.  The  x-ray 
and  catheterization  diagnosis  were  the  same  in  eighteen 
(53  per  cent)  of  the  thirty-seven  patients.  In  three  of 
the  forty  patients,  the  results  were  so  equivocal  that  no 
definite  conclusion  could  be  made. 


Discussion 

This  preliminary  study  on  forty  patients  with  various 
congenital  cardiac  problems  has  shown  both  the  value 
and  the  limitation  of  right-heart  catheterization  as  an 
aid  in  the  diagnosis  of  congenital  defects.  Most  of  the 
patients  included  in  this  study  had  unusual  features  to 
their  disease  which  made  the  clinical  and  x-ray  diagnosis 
difficult  or  unreliable  by  the  ordinary  methods.  The 
total  results  revealed  that  the  clinical  diagnosis  and  the 
x-ray  diagnosis  were  reliable  in  approximately  one-half 
of  the  cases  only  (41  per  cent  and  53  per  cent  respec- 
tively) . In  spite  of  these  results,  we  agree  for  the  most 
part  with  Shapiro,*’  that  most  congenital  cardiac  defects 
can  be  diagnosed  using  the  ordinary  methods.  Thus, 


TABLE  IV 

Interventricular  Septal  Defect 


Pressure  - inm. 

Hg. 

Oj  Content  - Vol.  % 

Clin. 

Diag. 

X-ray 

Diag. 

Cath. 

Diag. 

Pt. 

Age 

Sex 

R.  A. 

R.  V. 

P.  A. 

S.  V.  c. 

R.  A. 

R.  V. 

P.  A. 

F.  .A. 

ECG 

W.B. 

5 

M 

4,0 

40/0 

20/3 

11.2 

10.7 

12.9 

13.0 

15.4 

Normal 

LAD 

PDA 

IVD 

S.C, 

5 

F 

- 

25/0 

25/15 

11.3 

11.2 

12.3 

12.6 

14.5 

LAD 

LAD 

LAD 

IVD 

D.S. 

7 

M 

6/-8 

40/8 

- 

10.6 

10.6 

11.5 

- 

16.5 

Normal 

IVD 

Normal 

IVD 

J.T. 

22 

M 

60,0 

60/10 

10.5 

12.2 

15.3 

14.8 

17.4 

-- 

A-P 

window 

Cardiac 

enlarg. 

IVD 

R.G. 

14 

M 

6/0 

58/0 

40/0 

10.1 

9.9 

13.5 

13.7 

14.5 

Neg. 

ST. 

PDA 

Aortic 

plus 

PS 

IVD 
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TABLE  V 

Miscellaneous  Conditions 


rt. 

.Age  , Sex 

Pre.ssure  - nmi.  j Oj  C’ontcnt  - V'ol.  ' ,, 

ECO 

Vlin. 

Diag. 

X-ray 

Diag. 

Catli. 

Diag. 

R.  .A. 

R,  V. 

P..A. 

OthtT 

s.  V.  r. 

R.  .A. 

R.  V. 

P.  .A. 

F..A. 

Otlior 

1,  H. 

F 

1S/-4 

2(},(l 

34  IS 

12.4 

1 1 .n 

ll.S 

ii.fi 

T 

R.AD 

IVD 

PDA 

Nor- 
m U 

.\.v. 

in 

M 

22  , -li 

14.  S 

1 0.3 

Hi.n 

1 5.0 

15.7 

IS. 5 

N or- 
inal 

PDA 

X or- 
rnal 

Nor- 

mal 

W.T.”' 

■11 

■\1 

30 '0 

30  10 

13.1 

12.9 

13.0 

12.S 

17.1 

X ar- 
inal 

l.AD 

LAD 

Nor- 

mal 

J.N. 

in 

M 

IW)  20 

12  S 

11.0 

12.1 

11.1 

17.4 

R.AD 

lAD 

PS 

PS 

R.S. 

15 

M 

n -5 

150  0 

24  10- 

13.4 

12.3 

13.5 

14.4 

20.2 

R.AD 

l.AD 

PS 

PS 

E.L. 

Hi 

F 

. 

ISO 

IS '8 

11.5 

10.0 

10.3 

10.7 

14.0 

N'  or- 
mal 

IVD 

Nor- 

mal 

Nor- 

mal 

B H. 

1-1 

F 

:i(i  0 

Hi,  n 

12.3 

12.4 

12.7 

12.S 

17.2 

Pkd 

P.. 

lAD 

Nor- 

mal 

Nor- 

mal 

12 

F 

4 -4 

2(i,  0 

12  4 

10.9 

11.4 

ll.S 

12.1 

14.4 

T 

LAD 

LAD 

IVD 

Nor- 

mal 

I.r. 

1.5 

F 

n -2 

2li  (I 

20.0 

P.V. 
14  0 

13.0 

14.5 

15.0 

14  4 

Hi.3 

P.V. 

15.0 

R.AD 

lAD 

l.AD 

Anorii. 

pulm. 

vein 

J.E. 

5 

,\I 

4 11 

100  () 

13.0 

12.S 

13.2 

- 

1 5.S 

R.AD 

LAD 

Tetrad 

Tet- 

rad 

D.H. 

1) 

F 

10-10 

54  0 

4S  2fi 

1 1 .0 

10.0 

10.9 

II.O 

14.7 

■ 

Diph 

T, 

Neg 

ST.. 

SAS 

S.AS 

?AS 

if  heart  catheterization  were  to  he  performed  in  all  cases 
of  acyanotic  congenital  heart  disease,  we  would  expect 
to  find  a good  agreement  with  the  clinical  diagnosis  in 
the  majority  of  instances.  The  real  value  of  heart 
catheterization,  therefore,  is  obviously  in  that  group  of 
patients  with  unusual  features  to  their  disease.  In  sub- 
sequent papers  we  hope  to  elaborate  more  on  the  clinical 
and  x-ray  variations  in  the  different  defects. 

The  roentgenologist  is  limited  in  his  ability  to  diag- 
nose the  type  of  defect  particularly  when  the  cardiac 
silhouette  is  within  normal  limits,  as  it  so  often  is  in 
patients  with  patent  ductus  arteriosus  and  interventricu- 
lar septal  defect.  Most  of  the  limitations  in  heart 
catheterization  are  due  to  lack  of  experience  on  the  part 
of  members  of  the  team.  However,  even  with  experi- 
ence, one  occasionally  is  unable  to  advance  the  catheter 
as  desired,  and,  of  course,  problems  can  always  occur 
with  the  equipment.  Heart  catheterization  is  not  a pro- 
cedure to  be  undertaken  lightly,  and  there  are  certain 
potential  dangers  to  the  patient,  such  as  air  embolism, 
bacterial  endocarditis,  thrombophlebitis.  We  have  ob- 
served none  of  the  complications  just  mentioned  in  any 
of  our  patients;  however,  an  occasional  patient  has  had 


extrasystoles  during  the  procedure  which  were  of  short  J 
duration.  The  procedure  is  time-consuming  and  ex-  l 
pensive. 

Very  small  intracardiac  defects  and  shunts  probably  ] 
are  missed  by  heart  catheterization  unless  the  catheter  | 
can  he  advanced  through  the  defect.  The  blood  analysis 
for  the  oxygen  content,  under  the  conditions  of  our  lab-  ji 
oratory,  has  been  accurate  within  0.3  volume  per  cent  1 
only,  and,  therefore,  small  changes  in  the  oxygen  con-  | 
tent  of  the  blood  due  to  small  shunts  are  probably  not  , 
elicited. 

Summary  | 

1.  Right  heart  catheterization  is  of  great  value  in  de- 

termining the  correct  diagnosis  of  acyanotic  congenital  j 
heart  disease  when  the  patient’s  disease  is  atypical.  f 

2.  In  this  series  of  patients,  the  clinical  and  x-ray  i 

diagnosis  were  the  same  as  the  catheterization  diagnosis  j 
in  41  and  53  per  cent  respectively.  ij 

3.  The  clinical  diagnosis  appeared  to  be  more  reliable  js 

in  patients  with  patent  ductus  arteriosus  and  the  x-ray  | 
diagnosis  was  more  reliable  in  patients  with  interatrial  I 
septal  defects.  | 


TABLE  VI 


Equivocal  Cases 


Pt 

Ag.- 

Sex 

Pressure  - mm.  Hji 

()/  (’oiitent  - Vol. 

ECC 

riin. 

Diag. 

X-ray 

Diag. 

Cath. 

Diag. 

R A. 

R.  V. 

P A. 

S.  V.  c. 

R.  A. 

R.  V. 

P.  A. 

F.  A. 

Utller 

R (1 

1 1 

.\i 

20,0 

13.4 

13.0 

Hi.S 

F.V. 

12.2 

Tend 

RAD 

IVD 

Nor- 

mal 

r.s. 

7 

.\i 

2 -n 

Kli  . 0 

5fi/24 

10.3 

10.2 

9.9 

9 7 

14.(1 

I'D.A? 

PS 

.LAV 

13 

.\i 

9(1  0 

10.7 

9.S 

9.2 

14.3 

RAD 

LAD 

1 A D 
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4.  The  limitations  of  heart  catheterization  were  mainly 
those  due  to  lack  of  experience  of  members  of  the  team. 

5.  In  a number  of  instances  the  catheter  was  passed 
into  the  patent  ductus  arteriosus,  through  septal  defects 
and  into  an  anomalous  pulmonary  vein  emptying  into 
the  right  atrium,  thus  establishing  the  diagnosis  with 
certainty. 

❖ * * 

We  wish  to  thank  Dr.  Paul  Dwan  for  his  encouragement 
and  help  in  getting  the  procedure  of  heart  catheterization  start- 
ed at  the  University  Hospitals.  We  are  indebted  to  Dr.  Dwan 
and  to  Dr.  M.  J.  Shapiro  for  the  patients  that  they  referred 
to  us.  Dr.  George  Veasy,  Fellow  in  pediatrics,  and  Dr.  Joseph 
Jorgens,  Fellow  in  radiology,  assisted  us  in  some  of  these  studies. 
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CEREBRAL  PALSY  PROJECT  IN  JAMESTOWN 

An  interesting  and  worthwhile  project  was  conducted  in  the  summer  of  1949  at  James- 
town, North  Dakota,  by  the  Jamestown  Crippled  Children’s  School  and  the  North  Dakota 
Chapter  of  the  National  Society  for  Crippled  Children  and  Adults.  The  purpose  of  the 
project,  in  which  a number  of  cerebral  palsied  children  and  one  or  both  of  their  parents  spent 
four  weeks  at  the  school,  was: 

To  give  severely  crippled  cerebral  palsied  children  intensive  therapy  training 
in  order  to  determine  what  can  be  done  to  improve  their  physical  condition  and 
speech;  to  help  parents  in  the  care  of  their  cerebral  palsied  child  by  giving  them 
positive  suggestions  for  home  training  and  techniques  for  home  practice;  and  to 
make  parents  of  severely  handicapped  cerebral  palsied  children  realize  that  profes- 
sional people  in  the  field  are  interested  in  their  problems  and  want  to  help  them  by 
working  with  them. 

Each  parent  received  a report  from  the  nurse,  therapists,  and  supervisor  on  changes  in 
routine  which  seemed  to  be  helpful  in  the  child’s  adjustment  to  his  program  and  general 
physical  condition.  Parents  learned  occupational,  physical,  and  speech  therapy  techniques 
and  new  ways  of  combining  therapy  and  play.  A parents’  workshop  was  set  up  where  equip- 
ment, prescribed  by  the  therapists,  could  be  made  for  their  children  before  they  left  the  sum- 
mer training  program.  Each  parent  also  had  an  opportunity  for  personal  consultation  with 
a psychologist  and  medical  social  worker  on  problems  concerning  education,  discipline,  finan- 
cial help,  and  family  adjustment.  Facts,  which  had  been  substantiated  by  observation  and 
testing,  concerning  the  mental  ability  of  the  child  were  discussed  with  the  parents,  and,  last 
but  not  least,  the  parents  had  an  opportunity  to  discuss  their  mutual  problems  with  other 
parents  of  cerebral  palsied  children.  Other  parents’  institutes  have  been  held  by  local  chap- 
ters of  the  National  Society  for  Crippled  Children  and  Adults  in  Wyoming,  Montana, 
Georgia,  California,  Iowa,  North  and  South  Carolina,  and  Rhode  Island. 
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Myocardial  Failure  in  Children 
with  Brain  Involvement 

T wo  cases:  male  of  three  years  with  encephalitis; 
male  of  seven  years,  with  hemiplegia 

L.  F.  Richdorf,  M.D.,  Ph.D.* 

Minneapolis,  Minnesota 


The  enumeration  of  various  cardiovascular  syndromes 
in  pediatrics,  with  the  "living”  pathology,  as  dem- 
onstrated by  clinical  appraisal,  various  diagnostic  tests, 
and  postmortem  studies,  is  in  the  statistical  stage.  If  we 
can  put  all  our  conclusions  on  the  shelf  and  gather  ac- 
curate data  on  the  life  histories  of  our  patients  with 
heart  involvement  many  new  viewpoints  may  be  ob- 
tained. Of  necessity  the  pediatrician  must  work  in  close 
cooperation  with  the  general  practitioner  and  the  in- 
ternist. An  understanding  of  "aging”  may  demand  an 
understanding  of  changes  during  the  years  of  growth. 

In  the  cases  to  be  briefly  reviewed  it  has  been  a unique 
privilege  to  cooperate  with  Dr.  Paul  Kortsch  and  Dr. 
W.  K.  Foster!  who  referred  cases  D.B.  and  D.M.; 
to  study  both  cases  personally  in  a private  hospital; 
to  have  a follow-up  study  in  the  pediatrics  department 
of  the  University  of  Minnesota  and  to  have  post  mor- 
tem studies  in  the  pathology  department  and  brain  exam- 
ination by  Dr.  A.  B.  Baker,  Professor  of  Neurology. 

The  two  cases  to  be  presented  offered  opportunities 
for  accurate  history,  observation,  and  study  by  many 
physicians. 

Case  I.  The  first  patient,  D.B.,  referred  to  me  by 
Dr.  Paul  Kortsch,  was  seen  and  studied  at  St.  Barnabas 
Fdospital  in  March  of  1946,  at  the  age  of  three  years 
and  three  months.  Both  parents,  of  German  extraction, 
were  in  good  health.  One  other  child,  a brother,  born 
July  3,  1945,  has  been  well  to  date,  March  14,  1950. 
The  patient,  who  was  the  first  born,  was  normal  at  birth 
on  December  26,  1942,  with  a weight  of  9 pounds  12 
ounces;  was  breast  fed  for  four  months;  inoculated  for 
diphtheria  before  his  first  birthday,  and  then  vaccinated 
for  smallpox.  Fde  had  been  given  cod  liver  oil  and  had 
a good  diet.  Aside  from  "taking  orange  juice  poorly” 
and  walking  late  (16  months),  he  had  progressed  fa- 
vorably. About  July,  1945,  seven  or  eight  months  before 
the  first  hospital  admission  at  the  age  of  29  months, 
he  began  to  have  nosebleeds  about  once  a month.  The 
blood  would  gush  for  a short  time  and  then  stop.  Up 
to  the  age  of  three  years  no  infections  except  "colds” 
and  "one  mild  .sore  throat”  were  reported  by  the  mother. 
On  March  15,  1946,  the  child  was  acutely  ill  with  a 
high  fever  of  103°  to  104°  rectally.  He  was  irritable 
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and  whiny,  and  perspired  easily.  Other  manifestations 
suggested  embolic  as  well  as  hemorrhagic  involvement. 
These  were  bleeding  of  the  lips  with  black  crusts,  and 
rash  on  the  inner  aspect  of  the  soles  and  feet,  as  well 
as  on  the  pubic  and  sacral  region  and  the  neck,  which 
were  described  as  "macular  with  few  pustules.”  Obvious 
tonsillitis,  otitis  media  (right),  cervical  lymph  gland  in- 
volvement, gingivitis,  sinusitis  (nasal  accessory)  were 
demonstrated.  Bacteremia  and  meningitis  were  seriously 
considered. 

Previous  administration  of  sulfamerazine  and  aspirin 
was  stopped.  Cultures  of  the  nose  and  throat,  blood 
cultures  and  agglutination  tests,  and  smears  for  Vin- 
cent’s were  negative.  Anemia  (hemoglobin  60  per  cent), 
leucocytosis  30,000,  and  minimal  urinary  findings  were 
found.  The  spinal  fluid  showed  26  cells — 20  polymorpho- 
nuclears  and  six  lymphocytes  with  negative  protein,  sugar, 
and  chlorides.  Also  negative  were  the  Wassermann  and 
culture  for  tuberculosis  and  other  bacteria.  Eye  grounds 
were  negative. 

On  March  19,  1946,  a transfusion  of  230  cc.  of 
blood  was  given,  but  it  produced  cyanosis  and  a tem- 
perature of  104°  rectally,  and  was  discontinued  imme- 
diately. Adrenalin  gave  alleviation.  The  child  was 
group  II  Rh  negative;  the  mother  Rh  negative,  Rh'  posi- 
tive, and  Rh"  negative. 

The  next  day  a second  transfusion  of  150  cc.  was 
given  without  incident.  Vitamin  C,  vitamin  K,  and 
vitamin  B complex  were  given  in  abundance  during 
these  first  few  days  by  subcutaneous  administration. 

From  then  on  because  of  complete  refusal  of  fluids 
or  foods  orally,  200  cc.  of  milk  and  Dietene  were  given 
by  gavage  each  four  hours  for  four  days.  Apparent 
complete  recovery  followed  the  16  days  of  subcutaneous 
administration  of  penicillin. 

X-ray  interpretations  by  roentgenologist  Dr.  Russell 
Morse  were  as  follows:  The  x-rays  of  the  long  bones 

taken  on  admission  were  considered  negative;  the  x-rays 
of  the  chest  were  negative  except  for  increased  markings 
(Figure  1);  not  so  the  x-rays  of  the  sinuses — to  quote: 
"Subacute  or  chronic  inflammatory  process  involving  the 
ethmoids  and  left  maxillary.  A slight  involvement  of  the 
right  maxillary.”  These  x-rays  in  the  light  of  future 
prognosis  should  have  been  repeated.  Also,  convalescent 
care  at  this  time  may  have  had  a profound  influence  on 
the  child’s  future. 
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Fig.  1.  Case  D.B.  Six  foot  chest  plate  showing  no  enlarge- 
ment of  the  heart. 

During  his  first  stay  at  the  hospital  the  child  was 
exposed  to  the  chickenpox,  and  developed  the  disease 
soon  after  his  discharge. 

The  second  admission  was  about  six  months  later,  on 
September  10,  1946.  In  the  intervening  months,  aside 
from  chickenpox,  there  were  several  "colds”  with  no 
fever,  as  well  as  irritability,  fatigue,  lethargy,  and  a 
change  in  disposition.  "Very  mean  to  baby  brother,” 
"antagonistic,”  and  "non-cooperative,”  were  some  of  the 
descriptive  phrases  illustrative  of  this  period.  This  might 
be  considered  confirmatory  of  an  encephalitis  with  the 
previous  illness.  Anorexia  and  then  vomiting  for  three 
days  required  hospitalization.  On  admission  the  extreme 
irritability  and  antagonism  made  an  examination  diffi- 
cult, but  again  neurological  involvement  was  considered. 
The  spinal  fluid  showed  six  cells,  one  polymorphonuclear, 
and  five  lymphocytes.  The  inoculation  of  guinea  pig  for 
tuberculosis  and  the  culture  for  other  bacteria  were  nega- 
tive. A skin  test,  1-500  dilution  tuberculin,  was  also 
negative.  The  hemoglobin  was  high,  although  Dr. 
Kortsch  had  found  anemia  of  56  per  cent  during  the 
summer,  which  was  two  months  previous  to  the  second 
admission.  The  higher  hemoglobin  was  possibly  part  of 
the  hypoxia  due  to  heart  failure. 

The  clinical  examination  and  x-ray  showed  extreme 
enlargement  of  cardiac  dulness,  and  cardiac  shadow  re- 
spectively (Figure  2).  The  heart  tones  were  distant  on 
auscultation,  the  pulse  at  the  wrist  thin — but  dorsalis 
pedis  pulsation  easily  palpable. 

On  September  21,  1946,  the  child  was  transferred  to 
the  University  Hospital  with  definite  signs  of  congestive 
heart  failure,  enlarged  liver,  slight  pitting  edema  of  the 


extremities — albuminuria  one  plus — and  oliguria  pallor 
and  puffiness  of  the  face. 

The  blood  pressure  readings  were  variable — especially 
the  diastolic  varying  from  75  to  0;  the  systolic  from 
90  to  100.  The  EKG  showed  Tx  negative  T-x  diphasic 
with  P-R  interval  of  0.14  seconds  and  QRS  of  0.10 
seconds  (Figure  3).  Two  blood  sedimentation  rates 
were  1.5  and  2.0  mm.  in  60  seconds.  The  low  sedimen- 
tation rate  with  signs  of  decompensation  is  regarded  by 
some  as  a very  unfavorable  sign. 

The  University  Hospital  admission  note  confirmed  the 
finding  of  edema  of  extremities  and  in  addition  noted 
3 plus  edema  over  the  sacral  area.  The  throat  and  tonsils 
were  mildly  injected,  pulse  was  105,  respiration  28,  and 
blood  pressure  was  an  indefinite  95/85.  There  was 
marked  perspiration  and  grunting  respiration  on  exer- 
tion. Through  this  period  there  was  a mild  rise  in  the 
temperature. 

He  was  given  Digalen,  two  cc.  by  hypodermic,  twice 
a day  for  24  hours,  then  two  cc.  once  daily  for  the  suc- 
ceeding two  days.  Fluids  were  restricted  to  800  cc.  One- 
half  gram  of  Theocalcin  was  given  three  times  a day. 
The  child  improved,  the  blood  urea  nitrogen  of  25  mg. 
per  cent  at  admission  decreased  to  12  mg.  per  cent  and 
signs  of  congestive  heart  failure  decreased.  Digalen, 
one  cc.  (1/  U.S.P.  unit)  was  given  for  two  more  days 
then  one  oral  digalen  tablet  ( 1/  U.S.P.  units  50 
mg.)  continued  to  the  day  of  discharge,  October  10, 
1946.  The  temperature,  pulse,  and  respiration  were  nor- 
mal. The  weight  was  15.6  kilograms,  a loss  of  almost 
two  kilograms.  One  week  later  the  sedimentation  rate 
was  29  mm.  in  80  minutes.  So  certainly  prognosis  seemed 
brighter. 


Fig.  2.  Case  D.B.  Six  foot  chest  plate  showing  marked  en- 
largement of  the  heart. 
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The  course  from  then  on  however  was  depressing — 
anorexia,  vomiting,  irritability,  pallor,  cough,  pulmonary 
congestion  with  readmission  several  times,  and  interim 
observation  in  the  outpatient  department.  No  heart 
murmur  was  heard  until  September  18,  1947 — "soft 
systolic  in  3rd  and  4th  left  intercostal  spaces.”  The 
blood  pressure  was  100  20,  liver  down  five  finger 
breadths  and  chest  showed  bilaterally  "coarse,  slightly 
moist,  rales  at  this  time.” 

Four  weeks  later  the  chart  looked  hne — temperature, 
99.4^  (R);  pulse,  100;  respiration,  20;  blood  pressure, 
108/70 — this  in  spite  of  a gruesome  history  of  irrita- 
bility, restlessless,  pallor,  puffiness  of  the  face,  fatigua- 
bility,  orthopnea  and  grunting  respiration,  and  repeated 
episodes  of  vomiting.  The  apex  of  the  heart  reached  to 
the  left  midaxillary  line. 

Twenty-four  days  before  death  the  optimism  of  one 
clinician  recorded  good  response  to  digitoxine  and  oxy- 
gen tent  as  indicated  by  a "definitely  improved  chest.” 
Six  days  later  the  patient  was  "to  go  home” — but  dysp- 
nea, apathy  and  profuse  sweating  necessitated  the  child 
be  "put  back  into  oxygen.” 

All  of  the  above  were  indicative  of  the  inability  of  all 
clinicians  to  recognize  the  relentless  character  of  the 
disease. 

Death  occurred  November  11,  1947. 

Reviewing  these  20  months,  this  child  was  from  the 
onset,  fatigued,  irritable,  anorexic,  pale  and  puffy  about 
the  face,  in  danger  of,  or  in  congestive  heart  failure. 
The  cardiac  enlargement,  not  found  until  six  months 
after  the  first  severe  illness,  may  have  been  present  sev- 
eral months  before  detection.  From  then  on  the  EKG, 
the  cardiac  enlargement,  the  variable  diastolic  pressure, 
tbe  variable  sedimentation  rate  presaged  a fatal  outcome. 
The  earliest  suggested  symptom  of  gushing  nosebleeds 
of  short  duration  were  noted  eight  months  before  the 
severe  illness.  This  focused  nose,  sinus,  and  throat  in- 
fection as  preceding  the  serious  heart  enlargement.  It 
is  perhaps  a coincidence  that  chickenpox  was  contracted 
after  apparent  good  recovery  with  first  severe  illness,  but 
this  may  be  a factor  to  watch  as  both  cases  being  report- 
ed had  chickenpox. 

The  post  mortem  interpretations  were  definite  as  to 
an  enormously  enlarged  dilated  heart  of  330  grams  in 
weight.  Microscopically,  changes  were  observed  in  heart 
muscles,  such  as  loss  of  nuclei  and  striations,  with 
lymphocytic  infiltration  and  fibroblastic  proliferation. 
The  involvement  was  of  the  endo-  and  myo-cardium 
and  septa, — even  into  the  Bundle  of  His  but  not  of  the 
valves  and  the  pericardium.  No  Aschoff  nodules  were 
found.  Subacute  encephalitis  was  diagnosed  by  Dr.  A. 
B.  Baker  on  microscopic  examination  of  the  brain. 

Etiologically  all  tests  for  lues,  tuberculosis,  toxoplas- 
mosis, equine  and  St.  Louis  encephalitis,  "2”  fever  an- 
tigen, m addition  to  spinal  fluid  and  blood  cultures, 
were  negative. 

(.’omcident  with  the  first  University  hos(iital  admission 
blood  chcmi'.try  showed  slightly  lowered  carbon  dioxide 
combining  power  (34  vol.  per  cent),  chlorides  (642  mg. 


per  cent),  and  plasma  protein  (5.7  per  cent).  The  kid- 
neys never  showed  serious  involvement,  urea  nitrogen 
and  creatinine  even  being  low  just  before  death.  Recent 
work  indicative  of  heart  and  EKG  changes  with  changes 
in  potassium  of  the  blood  might  suggest  the  wisdom  of 
doing  other  electrolyte  studies  in  heart  cases. 

The  child  was  tested  for  allergic  asthma,  hut  soon 
after  had  a pulmonary  congestion,  so  cardiac  asthma 
may  have  been  present.  The  family  history  is  negative 
for  hay  fever  and  asthma,  but  the  mother  has  a mild 
dermatitis  (fungus?)  and  a maternal  aunt  has  chronic 
sinusitis. 

The  behavior  of  this  boy  could  have  been  ascribed 
to  actual  encephalitis,  due,  likely,  to  the  same  causative 
agent  as  the  heart  involvement.  The  child  was  a definite 
disciplinary  problem,  and  perhaps  even  somewhat  less 
alert  than  normal.  How  easy  it  is  to  blame  the  mother 
for  the  lack  of  rest  and  cooperation  in  a child,  but  how 
manifestly  unjust  in  this  case. 

The  child  was  Rh  negative,  tested  when  no  great 
variety  of  sera  was  available.  The  mother  is  Rh  nega- 
tive, Rh'  positive  and  Rh"  negative. 

Treatment  was  much  like  that  of  an  adult,  although 
mercurial  diuretics  like  mercurhydrin  were  not  used. 
They  might  have  been  of  temporary  value. 

Case  2.  D.M.  was  born  May  14,  1941,  the  third 
pregnancy.  Two  children  born  previously  were  a brother 
G.  on  February  17,  1936,  and  a sister  J.  on  August  19, 
1937.  After  patient’s  birth,  a sister  was  born  on  Feb- 
ruary 17,  1943.  These  three,  all  full  term,  have  been 
and  are  well  to  date  except  for  minor  illnesses.  The 
father  is  group  RHd  pos,  Rh'  pos,  and  Rh"  neg.  The 
mother  is  group  A,  Rh(,  pos,  Rh'  weakly  pos,  and  Rh" 
neg.  The  child  was  not  grouped.  The  family  history  is 
negative  for  allergy  except  for  slight  hayfever  in  father 
and  severe  hayfever  in  a paternal  aunt.  The  mother 
gained  an  excessive  amount  of  weight  during  the  preg- 
nancy of  the  patient,  whose  birth  weight  was  9 pounds, 
3 ounces.  Delivery  was  spontaneous,  and  the  patient  was 
partly  breast  fed  for  three  months.  His  diet,  cod  liver 
oil,  and  orange  juice  were  adequate  and  the  child  did 
well  in  the  first  year.  Inoculation  for  diphtheria  and  vac- 
cination for  smallpox  were  done  before  the  age  of  one 
year.  He  was  not  inoculated  for  whooping  cough.  At 
eight  months  he  had  measles,  but  walked  alone  and 
talked  at  one  year. 

Following  pertussis  at  26  months,  he  was  admitted 
three  months  later  to  St.  Barnabas  Hospital  and  seen  in 
consultation  with  Dr.  William  Foster  in  October,  1943. 
He  had  had  a long  walk  the  day  before  admission  and 
next  morning  illness  with  vomiting.  He  then  developed 
spasms  of  the  calf  muscles  with  extension  of  the  legs  and 
feet,  turning  in  of  the  toes  and  tendency  to  walk  on  the 
ball  of  the  feet,  if  he  attempted  walking,  which  he  was 
loathe  to  do.  With  the  leg  involvement  was  noticed  a 
slight  inclination  to  straightening  out  the  fingers  of  the 
right  hand.  I he  fact  that  these  phenomena  were  ob- 
served Irom  time  to  time  up  to  the  occtirrence  of  con- 
gestive heart  failure  merit  consideration.  The  vomiting 
seemed  to  act  as  a trigger  mechanism  and  elicit  the 
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peculiar  spasm  of  legs  and  right  hand.  A cerebral  in- 
volvement, poliomyelitis,  or  some  blood  electrolyte  change 
was  suspected  when  seen  at  the  hospital  at  29  months 
of  age.  The  blood  calcium  was  10.1  mg.  per  cent  and  the 
urine  and  eye  grounds  were  negative.  No  blood  pressure 
or  heart  studies  were  done  at  this  time. 

Shortly  after  discharge  at  30  months  he  had  so-called 
"flu”  infection  with  high  temperature  but  a good  recov- 
ery; at  38  months  he  had  chickenpox.  About  this  time 
he  developed  a right  hydrocele.  At  the  age  of  five  years 
he  was  seen  again  preliminary  to  the  hydrocele  opera- 
tion on  June  18,  1946.  The  history  for  about  two  years 
had  been  negative.  Examination  showed  large  tonsils 
though  not  inflamed,  with  cheesy  plug  on  one  side  and 
a moderate  anterior  and  posterior  cervical  adenopathy. 
The  blood  pressure  was  108  86;  hemoglobin,  88  per 
cent;  white  blood  count,  6050.  The  urine  contained  a 
trace  of  albumen  and  from  5 to  8 red  blood  cells  in 
a high-power  field.  While  at  the  hospital  the  mother 
observed  postoperatively  a mild  attack  of  stiffening  of 
feet  and  right  hand,  similar  to  that  described  above. 

A few  weeks  after  discharge  the  child  developed  nau- 
sea and  vomiting  and  fever.  After  these  symptoms  sub- 
sided he  became  jaundiced  so  he  was  given  bed  rest  for 
a few  days  longer  before  returning  to  school.  He  again 
showed  the  stiffening  of  the  feet  and  of  the  right  hand, 
but  it  was  very  transient  and  because  of  reassurance  at 
the  hospital  it  was  not  given  further  consideration. 

To  summarize  we  have:  a normal  development  during 
the  first  year  in  spite  of  measles  at  eight  months  of  age; 


Fig.  3 (left)  Case  D.  B.  Electrocardiogram  at  time  of  con- 
gestive heart  failure.  Reading  down;  Leads  1,  2,  3 and  4. 

Fig.  4 (right)  Case  D.  M.  Electrocardiogram  at  time  of  con- 
gestive heart  failure.  Reading  down:  Leads  1,  2,  3 and  4. 


at  26  months,  pertussis  followed  by  the  syndrome  of  leg 
spasms  and  slight  right  hand  involvement;  at  30  months, 
"flu”  infection;  and  at  38  months,  chickenpox.  Between 
two-and-a-half  and  three-and-a-half  years  a hydrocele 
developed  on  right  side  and  at  five  years  there  was  sur- 
gery for  this  condition.  Preoperative  examination  indi- 
cated throat  involvement,  but  no  acute  inflammation. 
Urine  showed  minor  changes,  but  blood  pressure  showed 
high  diastolic  pressure.  Postoperatively  there  was  mild 
stiffening  of  legs  and  right  hand.  After  discharge  from 
the  hospital  there  was  infection  followed  by  jaundice  in 
July,  1946. 

These  were  the  events  preceding  the  serious  illness 
which  began  a few  days  after  his  seventh  birthday  on 
May  14,  1948,  although  he  had  been  well  for  22  months. 
On  June  10,  1948,  he  was  admitted  to  St.  Barnabas 
Hospital.  His  illness  had  begun  with  a cough, — paroxys- 
mal at  times  for  about  four  days,  then  a tired  feeling 
which  became  marked.  About  five  days  before  admission 
he  had  loss  of  appetite,  vomiting,  and  then  again  this 
peculiar  spasm  of  the  right  hand  and  both  legs,  puffiness 
and  pallor  of  the  face,  abdominal  pain  and  grunting 
respiration.  No  history  of  aches  or  pains  or  epistaxis. 
He  was  admitted  with  all  the  signs  of  congestive  heart 
failure — moderate  or  slight  temperature,  fast  pulse  ( 150) , 
blood  pressure  106 '88,  tick-tock  rhythm  of  the  heart, 
and  enlarged  heart.  The  ears,  nose  and  throat  were  con- 
sidered negative. 

There  was  a discussion  as  to  whether  he  had  pneumo- 
nitis or  pulmonary  edema  both  clinically  and  by  x-ray. 
There  was  dulness  and  diminished  breath  sounds  in  both 
bases,  especially  on  the  right.  He  was  given  a low  salt 
diet;  fluids  limited  to  1500;  penicillin  100,000  every  six 
hours;  digitoxin  0.2  mg.  by  hypodermic  every  eight  hours 
for  three  days,  then  changed  to  0.1  mg.  and  0.05  mg. 
a day.  Oxygen  was  given  for  seven  days  in  a tent.  The 
pulse  came  down  in  three  days  to  120  and  then  110 — 
not  a remarkable  change.  Blood  pressure  was  variable, 
with  the  highest  systolic  pressure  132,  the  highest  di- 
astolic pressure  70.  The  lowest  systolic  pressure  was  78, 
and  the  lowest  diastolic  pressure  was  50.  Two  blood  cul- 
tures taken  before  therapy  were  negative.  The  carbon 
dioxide  combining  power  was  56  vol.  per  cent.  The  total 
blood  proteins  were  low — 5.3  per  cent,  with  albumin  2.8 
and  globulin  2.5.  Plasma  chlorides  were  560.  Hemo- 
globin was  90  per  cent  and  white  blood  cell  count  20,900 
with  70  per  cent  polymorphonuclears.  Urine  was  nega- 
tive except  for  minimal  findings.  There  was  a very  slight 
trace  of  albumen,  with  few  hyaline  casts  and  white  blood 
cells  in  centrifuged  specimen.  It  was  negative  for  bile 
and  urobilin  but  three  plus  for  urobilinogen.  On  June 
14th,  white  blood  cell  count  was  8,150;  hemoglobin,  95 
per  cent;  polymorphonuclears,  66  per  cent;  lymphocytes, 
30  per  cent;  monocytes,  three  per  cent;  and  eosinophiles, 
one.  On  June  23rd,  the  total  blood  protein  was  5.9  per 
cent;  albumen,  3.7;  and  globulin,  2.2.  The  sedimenta- 
tion rate  was  23  mm.  in  one  hour. 

The  EKG  showed  T waves  (Figure  4)  described  as  low, 
isolectric,  or  negative  in  leads  I and  II  and  negative  in 
lead  III.  The  pi  waves  also  were  conspicuous  by  their 
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difficulty  of  visualization.  Considering  this  handicap, 
the  three  EKGs  on  June  10,  June  11,  and  July  1 re- 
vealed a P.R  interval  of  0.15,  0.16,  and  0.20.  The  QRS 
complex  was  .06,  .06,  and  .09  and  this  was  definite.  All 
in  all  this  would  certainly  speak  for  myocardial  injury. 

On  June  30th  the  child  was  discharged.  He  had  re- 
ceived 100,000  penicillin  units  four  times  a day,  from 
June  10th  to  June  26th,  and  then  crysticillin  150,000 
three  times  a day.  He  was  on  0.05  mg.  digitoxine  (oral) . 
The  day  following  discharge  at  noon  after  taking  the 
digitoxine  he  became  disoriented,  had  a convulsion  and 
was  readmitted,  in  a comatose  state  with  right  hemi- 
plegia. The  next  day  he  had  drooping  of  the  right  cor- 
ner of  the  mouth  and  loss  of  speech.  Heart  and  lungs 
were  negative  on  examination  yet  it  was  felt  that  the 
hemiplegia  was  due  to  an  embolus  from  the  heart.  Blood 
culture  again  was  negative.  X-ray  of  the  heart  a week 
after  admission  showed  enlargement  with  total  trans- 
verse dia  61  per  cent  of  internal  thoracic  dia;  three  weeks 
later  this  percentage  was  55  per  cent.  X-rays  of  the  skull 
and  sella  turcica  were  negative  on  July  6,  1948. 

Eye  grounds  were  negative  on  August  1,  1948.  On 
August  4th  "barium  swallow”  showed  posterior  displace- 
ment of  the  esophagus,  therefore  enlarged  left  auricle 
with  no  evidence  of  hilar  dance  or  increased  hilum  vas- 
cular shadows. 

It  was  decided  to  continue  300,000  penicillin  daily  "by 
hypo”  at  home  because  of  possibility  of  subacute  bac- 
terial endocarditis  with  emboli.  The  hemoglobin,  how- 
ever, continued  high — 90  to  100  per  cent  —during  this 
period.  On  August  5th  the  patient  was  discharged. 

Seventeen  days  later  the  child  developed  a fever  and 
vomited  all  day,  a condition  which  continued  during  the 
next  week.  On  August  25  the  urine  was  negative.  He 
was  admitted  to  the  University  Hospital  on  August  28, 
1948  with  anorexia  and  oliguria.  The  findings  remained 
definite  but  not  appearing  too  definite  when  you  enu- 
merate: temperature,  100.8°  (r);  pulse,  124;  respiration, 
24.  There  was  slightly  enlarged  liver;  spleen  not  palpa- 
ble, heart  tones  weak  and  distant  (no  murmtirs)  ; x-ray. 
diffusely  enlarged  heart  and  some  pulmonary  congestion. 
Hemoglobin,  white  blood  cell  count  and  differential, 
urine,  and  blood  urea  were  normal.  Low  voltage  EKG 
on  August  50,  1948,  P-R  interval  was  0.16  with  .04  QRS. 
There  was  right  axis  deviation. 

Digitoxin  was  given  in  0.1,  0.3,  0.2,  0.1  mg.  doses  on 
successive  days  until  September  8,  when  prolonged  P-R 
intervals  (0.24)  were  interpreted  as  over  digitalization. 
Digitalis  was  discontinued  September  9th.  There  was 
severe  orthopnea,  and  the  liver  was  much  larger.  Oxy- 
gen tent  gave  some  relief,  but  he  died  September  11, 
1948. 

Strange  how  inconclusive  were  many  of  the  laboratory 
tests  at  the  University  Hospital:  blood  and  urine  were 
negative;  fasting  blood  sugar,  0.81  mg.  per  cent;  blood 
culture,  negative;  and  blood  tirea  nitrogen  9 mg.  per 
cent.  Blood  calcium  was  8.6  mg.  per  cent  and  blood 


phosphorus  4.7  mg.  per  cent.  Plasma  proteins  were  6.3 
per  cent;  Kline  test  for  lues  negative. 

One  cannot  but  be  impressed  that  the  heart  muscle 
could  beat  and  give  such  a good  circulation  and  nor- 
malcy of  body  fluids  up  to  such  a short  time  before 
death.  If  one  does  not  find  obvious  myocardial  changes, 
the  idea  of  some  other  mechanism  besides  infection  caus- 
ing death  should  be  entertained. 

The  post  mortem  revealed  encephalomalacia  due  to 
the  occlusion  of  left  middle  cerebral  artery,  thus  account- 
ing for  the  hemiplegia  on  the  right  side,  as  well  as  the 
speech  loss.  The  boy  was  right-handed.  The  heart  and 
liver  were  enlarged  and  some  edema  was  shown  through 
the  organs.  The  heart  weight  was  210  grams.  Ductus 
arteriosus  admitted  a probe — significance  questionable. 
Microscopically  the  myocardium  showed  few  round  cells 
scattered  throughout.  There  was  a fresh  and  old  throm- 
bus of  left  auricular  appendage  with  fibrin  and  platelets 
and  infiltrating  capillaries  and  fibroblasts  in  the  latter. 

How  embarrassing  after  ail  the  diagnoses  of  endo- 
carditis, pericarditis,  subacute  bacterial  endocarditis, 
rheumatic  fever  heart.  The  inability  to  demonstrate 
myocardial  change  in  microscopic  section  may  be  a mat- 
ter of  length  of  involvement.  As  to  etiology — whether 
myocardial  involvement  can  be  latent  two  or  three  years 
after  contagious  and  infectious  disease  is  an  unanswered 
question,  or  may  one  postulate  that  measles,  whooping 
cough,  tetany  or  claudecation  of  arteries  of  the  arms, 
legs,  and  brain,  "flu”,  chickenpox,  an  operation,  catarrhal 
jaundice,  and  pneumonitis  may  over  a period  destroy 
contractile  quality  of  heart  muscle  without  remarkable 
pathological  findings?  Was  the  last  illness  only  an  exa- 
cerbation of  a latent  infection,  or  could  we  postulate 
that  the  peculiar  muscle  spasm  was  part  of  electrolyte 
change  such  as  the  potassium  deficiency  described  by 
Wallace  and  Moll  in  Peduitrics,  September,  1949,  with 
the  heart  muscle  also  affected?  In  the  future  more  blood 
chemistry  is  indicated.  Should  we  consider  the  likelihood 
of  blood  vessel  changes  in  brain,  legs,  and  heart?  Or 
did  we  have  an  abnormality  of  the  left  middle  cerebral 
artery — like  a congenital  aneurysm — aggravated  by  per- 
tussis and  developing  occlusion  from  a clot  of  the  left 
auricular  appendage.  There  certainly  were  evidences  of 
myocardial  involvement  with  congestive  heart  failure 
probably  a necessity  for  clots  to  form  in  the  auricular 
appendage. 

SlIMMARY 

Two  cases  are  presented  with  evidence  of  myocardial 
involvement  and  congestive  heart  failure.  Neither  had 
murmurs  until  late  nor  joint  involvement. 

The  first  child  had  encephalitis  and  extensive  myocar- 
dial change,  demonstrable  pathologically  on  microscopic 
section. 

The  second  child  had  congestive  heart  failure  and 
hemiplegia — without  recognizable  myocardial  involve- 
ment on  microscopic  section. 
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Poliomyelitis 

An  Outbreak  in  North  Dakota  in  1949*' 

L.  G.  Pray,  M.D.,  M.  H.  Poindexter,  M.D.,  W.  E.  LeBien,  M.D.,  and  D.  G.  Jaehning,  M.D.t 

Fargo,  North  Dakota 


Ninety-four  children  with  poliomyelitis  were  seen 
during  1949.  Although  several  children  with  this 
disease  came  under  our  care  during  the  winter  months, 
it  was  not  until  early  June  that  a significant  number  of 
cases  occurred.  The  increased  incidence  of  cases  in  June, 
even  though  chiefly  non-paralytic  in  type,  led  us  to  pre- 
dict another  epidemic  year  for  poliomyelitis  in  this  area. 
Table  I outlines  the  monthly  incidence  of  the  disease  in 
1949  and  compares  it  to  1946,  the  last  epidemic  year, 
as  reported  previously  by  one  of  us.*^  It  may  be  seen 
that  the  greatest  incidence  in  1949  was  during  August 
with  a sharp  drop  during  September  beginning  during 
the  second  week.  This  was  in  contrast  to  1946  when 
the  drop  did  not  occur  until  October.  Our  1949  series 
represents  slightly  more  than  one-half  of  the  cases  cared 
for  locally  during  the  outbreak.  About  40  per  cent  of 
the  children  were  from  Fargo  and  Moorhead  while  the 
remainder  were  from  neighboring  communities  and  rural 
areas. 

The  number  of  paralytic  cases  was  smaller  in  1949 
than  in  1946  (Table  I).  However,  there  were  two  deaths 


Table  I 

The  Monthly  Incidence  of  Poliomyelitis 


Nonparalytic 
1946  1949 

Paralytic 
1946  1949 

Total 

1946  1949 

January 



2 







2 

February 

— 

— 

— 

1 

— 

1 

March 

— 

— 

— 

— 





April 

— 

— 

— 

— 

— 



May 

— 

1 

— 

— 

— 

1 

June 

— 

8 

— 

1 

— 

9 

July 

5 

9 

3 

2 

8 

11 

August 

15 

35 

14 

10 

29 

45 

September 

19 

15 

12 

5 

31 

20 

October 

2 

1 

6 

2 

8 

3 

November 

— 

1 

1 



1 

1 

December 

— 

— 

3 

1 

3 

1 

Total 

41 

72 

39 

22 

80 

94 

in  1949  in  children  with  fulminating  bulbar  symptoms 
whereas  in  1946  no  deaths  occurred.  It  should  be  em- 
phasized that  the  non-paralytic  cases  were  identical  with 
paralytic  cases  in  symptoms  and  course  of  disease  except 
that  paralysis  did  not  develop.  For  every  child  on  whom 
a diagnosis  of  poliomyelitis  was  made  there  were  at  least 
five  in  which  the  disease  was  suspected  but  in  whom  the 
typical  physical  findings  did  not  develop. 

*From  the  Departments  of  Pediatrics,  the  Fargo  Clinic  and 
St.  Luke’s  Hospital,  Fargo,  North  Dakota. 

flntern  on  pediatric  service,  St.  Luke*  Hospital. 


The  age  incidence  was  somewhat  different  in  the  two 
outbreaks,  tending  to  affect  a slightly  older  age  group 
in  1949  (Table  II).  The  greatest  incidence  in  1949  was 


Table  II 

Age  Incidence  of  Poliomyelitis 


1946 

1949 

Under  2 years  

7 

1 

2 to  6 years  

31 

33 

6 to  13  years  

28 

50 

13  to  16  years  

14 

10 

Total  80 

94 

in  the  six  to  thirteen  year  group  whereas  in  1946  it  was 
more  in  the  two  to  six  year  group.  Also,  there  was  only 
one  child  under  two  years  of  age  in  1949  as  compared 
to  seven  in  1946.  This  shift  away  from  the  infantile 
age  group  has  been  noted  in  recent  years  by  observers 
throughout  the  world"  but  its  significance  is  not  known 
with  certainty.  There  was  no  statistical  difference  in  the 
amount  of  paralysis  in  the  different  age  groups. 

In  the  1946  outbreak  there  was  a contact  (known  or 
possible)  in  37  per  cent  of  children  with  a case  of  polio- 
myelitis within  a two  or  three  week  period  before  the 
onset  of  illness.  In  1949  the  situation  was  approximately 
the  same.  In  the  urban  areas  it  was  noteworthy  how 
often  cases  tended  to  localize  in  certain  blocks  or  neigh- 
borhoods; in  several  families  multiple  cases  occurred. 
In  rural  sections  certain  areas  were  heavily  hit  and  in 
some  instances  children  from  neighboring  farms  con- 
tracted the  disease.  In  September  a child  from  a nearby 
town  was  brought  in  with  paralysis  on  one  leg  and  other 
typical  signs  and  symptoms  of  poliomyelitis  of  a week’s 
duration.  When  asked  if  there  were  any  other  cases  of 
poliomyelitis  in  their  town  the  mother  said  no  but  that 
almost  everyone  in  town  had  had  the  "flu”  during  the 
past  month  and  that  her  child  had  become  ill  with  the 
same  symptoms  of  "flu”.  The  symptoms  consisted  chief- 
ly of  fever,  headache,  and  vomiting.  It  seems  likely  that 
many  cases  of  non-paralytic  poliomyelitis  were  present  in 
that  community  without  being  recognized  as  such. 

The  early  symptoms  of  poliomyelitis  are  usually  head- 
ache, fever,  nausea,  vomiting,  and  pain  and  stiffness  in 
the  neck  and  back.  Headache  was  a presenting  com- 
plaint in  70  of  our  patients,  fever  in  43  patients,  nausea 
and  vomiting  in  39  patients,  and  pain  and  stiffness  in 
neck  or  back  in  27  patients.  Several  children  complained 
of  sore  throat.  Coarse  tremors  occurred  in  a few  chil- 
dren and  were  considered  an  important  diagnostic  sign. 
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Combinations  of  the  aforementioned  symptoms  often 
occurred.  The  early  symptoms  were  identical  in  the  para- 
lytic and  the  non-paralytic  cases. 

In  approximately  one-fourth  of  our  cases  the  typical 
symptoms  of  poliomyelitis  were  preceded  by  a non-spe- 
cihc  illness  three  to  seven  days  before,  consisting  of  mod- 
erate fever,  general  malaise,  and  sometimes  mild  head- 
ache and  or  vomiting.  A sore  throat  and  moderate 
pharyngitis  were  present  in  several  children.  These  symp- 
toms were  not  accompanied  by  any  signs  referable  to 
the  central  nervous  system.  In  all  but  one  instance  they 
disappeared  temporarily  after  about  two  days.  In  that 
case,  in  a child  six  years  old,  a week  of  fever,  pharyn- 
gitis, cough,  and  nosebleeds  merged  into  typical  bulbar 
poliomyelitis  of  a severe  type. 

The  physical  findings  in  poliomyelitis  are  usually  char- 
acteristic of  the  disease.  A positive  back  or  neck  sign 
was  elicited  in  every  child  in  the  1949  outbreak.  With 
the  child  lying  on  his  back  the  examiner’s  hand  is  placed 
in  back  of  the  child’s  head;  the  child  is  told  to  raise  his 
head  and  look  at  his  feet  while  at  the  same  time  gentle 
pressure  is  exerted  to  flex  the  neck  and  back.  In  a ma- 
jority of  patients  attempted  flexion  of  the  neck  and  back 
is  painful  and  difficult.  In  the  remainder  the  child  is 
placed  in  a sitting  position  with  the  legs  extended  straight 
before  him  on  the  table;  when  this  is  done  it  is  usually 
impossible  to  sit  upright  and  he  assumes  the  tripod  posi- 
tion with  the  hands  and  arms  bracing  him  from  behind. 
In  a small  percentage  of  children  it  is  necessary  to  flex 
the  neck  while  in  the  sitting  position  to  elicit  the  sign; 
on  flexion  of  the  neck  there  is  pain  and  a pulling  sensa- 
tion in  the  lumbar  region  and  sometimes  also  in  the 
dorsal  region.  This  sign  often  becomes  more  definite 
and  pronounced  during  the  first  few  days  of  illness.  A 
positive  Kernig  sign  is  usually  but  not  always  present. 
Muscular  hyperesthesia  or  weakness  is  not  often  present 
at  the  onset  of  that  disease.  The  sensorium  is  clear  in 
all  children  although  a few  are  drowsy  and  apathetic. 
Coarse  tremors  when  present  are  a significant  diagnostic 
sign.  The  typical  signs  and  symptoms  are  not  always 
present  in  the  infant  and  young  child.  In  the  1946  out- 
break in  which  there  were  seven  children  tinder  two 
years  of  age  the  diagnosis  would  not  have  been  made 
in  two  of  them  had  not  a slight  limp  developed. 

The  body  temperature  is  most  often  between  100  F. 
and  102°  F.  rectally  during  the  first  few  days  of  illness 
but  may  be  as  high  as  104°  F.  or  as  low  as  99°  F.  The 
temperature  tends  to  be  highest  in  the  bulbar  cases  dur- 
ing the  acute  stage  of  illness;  this  was  our  experience. 
The  temperature  ordinarily  drops  to  a normal  value 
within  three  days;  in  extremely  toxic  cases  with  progres- 
sive paralysis  it  may  remain  elevated  for  a week  or  lon- 
ger. The  onset  of  paralysis  usually  occurs  within  two  or 
three  days  of  illness  but  may  be  deferred  as  long  as  a 
week.  It  is  uncommon  for  paralysis  to  develop  after  the 
temperature  has  been  normal  for  24  hours  although  we 
have  seen  paralysis  develop  in  an  unaffected  extremity 
more  than  two  weeks  after  the  acute  phase  of  illness 
was  past. 

I he  white  blood  cell  count  is  not  elevated  in  uncom- 


plicated poliomyelitis.  In  63  out  of  92  patients  who  had 
blood  counts  during  the  early  stage  of  illness  the  white 
blood  cell  count  was  under  10,000  cells  per  cubic  milli- 
meter. There  were  no  white  blood  cell  counts  over  20,000 
cells  per  cubic  millimeter.  The  blood  sedimentation  rate 
is  normal. 

Examination  of  the  spinal  fluid  was  carried  out  in  all 
patients  during  the  acute  phase  of  their  disease  (Table 
III).  Comparison  is  made  with  the  findings  in  the  1946 

Table  111 


Spinal  Fluid  Cell  Count  m Relation  to  Type  of  Involvement 


Cell  Count 

Non- 
paralytic 
1946  1949 

Paralytic 
Spinal 
1946  1949 

Bulbar  or 
Bulbospinal 
1946  1949 

Total 
1946  1949 

0 to  10 

19 

33 

4 

2 

— 

2 

23 

37 

1 1 to  20 

— 

9 

1 

2 

— 

— 

1 

11 

21  to  100 

10 

25 

6 

5 

4 

5 

20 

35 

101  to  900 

9 

5 

9 

4 

2 

1 

20 

10 

901  and  over 

— 

— 

— 

1 

— 

— 

— 

1 

Total 

38 

72 

20 

14 

6 

8 

64 

94 

outbreak  when  spinal  fluid  examinations  were  made  in 
64  out  of  80  patients.  One  may  see  that  in  1949  the 
spinal  fluid  cell  counts  were  10  per  cubic  millimeter  or 
less  in  37  children  and  more  than  that  in  57  children; 
this  is  almost  the  same  relationship  that  existed  in  1946. 
Forty-five  per  cent  of  non-paralytic  cases  in  1949  had 
counts  of  10  per  cubic  milhmeter  or  less;  14  per  cent 
of  spinal  paralytic  cases  and  25  per  cent  of  bulbar  cases 
had  counts  of  10  per  cubic  millimeter  or  less.  The  spinal 
fluid  total  protein  was  determined  in  90  cases;  it  was 
under  40  milligrams  per  cent  in  67  children  and  over 
40  milligrams  in  23  children.  Spinal  puncture  was  re- 
peated in  several  cases  after  a few  days  in  patients  with 
normal  cell  counts;  no  significant  changes  occurred  in 
cell  counts  or  protein. 

The  relationship  of  recent  tonsillectomy  to  the  de- 
velopment of  bulbar  poliomyelitis  has  been  recognized 
for  a number  of  years. One  of  our  cases,  that  of 
a child  six  years  old,  had  a tonsillectomy  during  the  early 
part  of  June  and  developed  symptoms  and  signs  of  mild 
bulbar  poliomyelitis  with  pharyngeal  weakness  a week 
later  with  complete  recovery.  There  were  no  other  cases 
of  tonsillectomy  within  60  days  of  onset  of  poliomyelitis. 
Over  50  per  cent  of  the  children  with  poliomyelitis  still 
had  their  tonsils  and  so  no  relationship  can  be  seen 
between  the  presence  or  absence  of  tonsils  as  such.  All 
tonsillectomies  were  cancelled  on  June  15,  1949,  and 
were  not  restimed  until  after  the  subsidence  of  the  out- 
break; the  last  week  in  October  was  when  wc  considered 
it  safe  to  recommend  routine  tonsillectomies  again.  This 
corresponds  to  our  policy  in  previous  years. 

Other  preventive  measures  were  instituted  after  the 
outbreak  gained  headway.  Newspaper  publicity  warned 
against  gathering  in  crowds,  especially  for  children,  and 
advised  concerning  measures  to  promote  general  health 
and  resistance  against  infection.  The  public  swimming 
pool  was  closed.  TIk-  opening  of  public  grade  schools 
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and  high  school  was  delayed  until  the  outbreak  showed 
evidence  of  subsiding. 

Treatment  during  the  acute  febrile  phase  of  illness 
was  directed  toward  the  hydration  and  general  well- 
being of  the  patient.  Hot  packing  according  to  a modi- 
fied Kenny  technique  was  used  routinely;  as  a rule  this 
was  not  begun  until  some  of  the  general  toxicity  began 
I to  subside.  This  packing  was  carried  out  by  nurses  un- 
- der  the  supervision  of  a pediatrician  and  a physiothera- 
I pist  and  was  continued  until  all  muscle  soreness  and 

I tightness  was  gone.  The  physiotherapist  also  carried  out 

passive  and  active  motion  and  a program  of  muscle  re- 
I education.  When  paralysis  was  severe  or  interfered  with 
1 locomotion  an  orthopedist  was  called  in  consultation. 

' Two  children  required  braces  for  the  lower  extremities 
: after  treatment  for  several  months,  and  two  others  re- 

, quired  airplane-splints  of  an  upper  extremity  for  part- 
I time  use  to  prevent  subluxation  of  the  shoulder  joint. 

No  contractures  developed  and  no  surgical  procedures 
' have  been  needed  on  any  patients — at  least  as  yet. 

There  were  two  fatalities  in  1949  in  children  with 
fulminating  bulbar  poliomyelitis.  Both  required  trache- 
otomy because  of  inability  to  clear  secretions  from  the 
I pharynx  with  postural  drainage  and  suction.  Both  had 
encephalitic  symptoms  and  probable  involvement  of  the 
respiratory  and  circulatory  centers.  A third  child  who 
required  tracheotomy  made  a complete  recovery.  Five 
children  required  a respirator;  one  of  them  a little  boy 
four  and  one-half  years  old  with  intercostal  and  dia- 
I phragmatic  weakness  entered  the  iron  lung  in  August, 
i 1949,  and  is  still  there  on  March  1,  1950.  He  can  now 
stay  out  of  the  respirator  for  one-half  hour  at  a time 
several  times  daily.  It  is  hoped  that  the  rocking  bed,' 

I designed  to  raise  and  lower  the  diaphragm,  will  help  to 
: free  him  from  the  need  of  the  iron  lung.  There  is  an 

element  of  fear  and  dependence  on  the  respirator  but 
j there  is  also  still  definite  weakness  of  the  diaphragm 
and  to  a lesser  extent  of  the  intercostal  muscles.  It  is 
possible  that  the  oscillating  bed,  first  used  by  Wright 
in  1944,  will  give  him  enough  assistance  in  breathing 
I so  that  he  will  lose  his  dependence  on  the  respirator. 

I This  bed  is  now  enroute.  A chest  respirator,  tried  sev- 
eral months  ago,  did  not  prove  effective.  This  child  also 
has  extensive  involvement  of  the  extremities  and  trunk; 

! for  a time  he  had  true  bulbar  signs  with  inability  to 
swallow  and  clear  secretions  from  his  throat.  Intra- 
venous fluids  were  utilized  then  and  the  respirator  tipped 
so  that  the  head  was  30  degrees  lower  than  the  feet. 
Suction  and  oxygen  were  used  when  indicated.  Need- 
less to  say,  special  nurses  have  been  with  him  night  and 
day  ever  since  the  onset  of  high  cord  and  bulbar  in- 
volvement. 

Tube  feedings  can  be  used  in  patients  with  inability 
to  swallow  after  the  acute  stage  of  illness  is  over.  A 
seven  year  old  boy  with  a tracheotomy  learned  to  put 
the  tube  down  his  own  throat;  he  was  taught  this  cau- 
tiously and  received  a good  deal  of  praise  for  his  ac- 
complishment. An  especially  nutritious  mixture  was 
given  by  the  gavage  tube‘s  which  enabled  him  to  main- 


tain his  nutrition  until  his  swallowing  mechanism  recov- 
ered its  function. 

Drugs  were  not  used  to  any  extent.  There  have  been 
conflicting  reports  on  the  use  of  curare’*'”’  and  we  did 
not  feel  justified  in  using  it.  We  have  never  been  im- 
pressed with  the  value  of  prostigmine’ ' although  we 
used  it  in  an  occasional  patient.  Myanesin’“  may  be 
worthy  of  trial  but  not  enough  information  on  it  was 
available  to  consider  its  use.  Sedatives  are  contraindi- 
cated in  bulbar  poliomyelitis.  Penicillin  and  at  times 
streptomycin  were  used  in  bulbar  patients  to  prevent  and 
treat  secondary  lung  infections.  Intravenous  10  per  cent 
glucose  was  given  in  acutely  ill  children  with  bulbar 
poliomyelitis.  We  felt  that  it  was  helpful,  but  the  rate 
of  flow  and  total  amount  has  to  be  carefully  regulated 
to  prevent  pulmonary  or  cerebral  edema.  Urinary  reten- 
tion occurred  in  several  children  and  was  relieved  in 
each  case  by  the  subcutaneous  administration  of  a para- 
sympatheticomimetic  drug  called  furmethide  as  recom- 
mended by  Lawson.”^  Oxygen  was  administered  to  chil- 
dren with  inadequate  air  exchange  by  means  of  nasal 
tube,  cone  or  tent.  We  do  not  recommend  the  oxygen 
tent  as  one  cannot  watch  the  condition  of  the  child 
closely  enough.  Digitalis  was  administered  to  one  child 
with  bulbar  poliomyelitis  with  symptoms  and  electro- 
cardiographic evidence  of  myocarditis;  this  was  done  in 
view  of  reports  of  myocarditis  in  a high  per  cent  of 
fatal  cases.’ ^ Other  cardiac  and  respiratory  stimulants 
were  used  at  times  in  the  hope  of  obtaining  temporary 
benefit.  Atropine  is  contraindicated,  as  it  tends  to  make 
secretions  more  viscid  and  tenacious. 

Discussion 

Diagnosis: 

Poliomyelitis  may  be  divided  into  four  stages.’  ’’”’ 
The  first  stage  is  the  prodromal  stage  which  occurs  in 
25  to  35  per  cent  of  patients.  This  consists  of  a non- 
specific febrile  illness  lasting  for  two  or  three  days.  This 
may  or  may  not  be  followed  in  about  four  days  by  the 
second  stage  or  preparalytic  stage  in  which  the  virus  in- 
vades the  nervous  system.  This  is  the  time  when  the  typ- 
ical symptoms  and  signs  of  poliomyelitis  appear.  This 
stage  usually  lasts  for  from  three  to  six  days.  The  third 
stage  is  the  paralytic  stage  and  may  or  may  not  appear. 
It  occurs  usually  two  or  three  days  after  the  onset  of 
the  second  stage  but  may  be  delayed  for  as  long  as  a 
week.  The  paralysis  may  be  spinal,  bulbar,  or  both.  The 
fourth  stage  is  the  post-febrile  period  characterized  by 
muscle  tenderness  and  spasm,  fatigue,  and  sometimes 
other  related  symptoms.  This  stage  occurs  in  the  non- 
paralytic as  well  as  the  paralytic  patients,  and  may  last 
for  several  weeks.  In  fact,  fatigue  even  in  nonparalytic 
patients  may  last  for  several  months;  the  muscle  ten- 
derness and  spasm  in  the  back  and  hamstring  muscles 
usually  subsides  much  sooner  than  that,  within  two  to 
three  weeks  as  a rule. 

There  is  seldom  any  doubt  concerning  the  diagnosis 
of  poliomyelitis  in  the  paralytic  spinal  or  bulbar  case. 
However,  the  diagnosis  of  the  disease  in  its  abortive  or 
nonparalytic  form  is  more  difficult.  In  the  abortive  type 
without  invasion  of  the  nervous  system  the  typical  phys- 
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ical  findings  do  not  appear  and  the  child  is  well  after 
two  or  three  days.  In  such  cases  the  diagnosis  cannot 
he  made  except  by  isolation  of  the  virus  from  the  throat 
or  stools,  a long  and  expensive  procedure  only  possible 
for  the  epidemiologist  or  research  worker.  In  the  non- 
paralytic  form  of  poliomyelitis  a diagnosis  should  be  pos- 
sible by  the  practicing  physician  as  in  this  type  the  dis- 
ease goes  into  stage  two  with  the  usual  symptoms  of 
severe  headache,  nausea,  and  vomiting  together  with  a 
positive  back  or  neck  sign.  The  disease  then  skips  the 
paralytic  stage  but  often  goes  on  to  the  fourth  stage. 
In  such  cases  it  has  been  customary  to  rely  on  positive 
spinal  fluid  findings  to  establish  the  diagnosis,  these  find- 
ings consisting  of  elevated  cell  count  and  protein  with 
normal  sugar  and  chlorides.  Many  workers  in  this 
field' have  observed  a definite  percentage 
of  cases  of  both  paralytic  and  nonparalytic  poliomyelitis 
in  which  the  cell  counts  (and  often  protein  values)  have 
been  normal,  ranging  from  7 per  cent  to  over  '50  per 
cent.  It  has  been  reported"'  that  serial  determinations 
of  spinal  fluid  protein  values  are  helpful  in  diagnosis  of 
doubtful  cases  as  they  tend  to  rise  during  the  second  and 
third  weeks  and  then  gradually  fall. 

We  have  always  been  cautious  in  diagnosing  polio- 
myelitis in  the  presence  of  normal  spinal  fluid  findings. 
However,  if  the  history  and  physical  findings  are  typical 
of  the  disease  and  a 24  to  48  hour  period  of  observation 
shows  no  other  cause  for  complaints,  we  feel  that  such 
a diagnosis  is  justified  and  necessary. 

In  spite  of  the  frequent  negative  evidence  supplied. 
It  is  felt  that  spinal  puncture  should  be  done  whenever 
possible  in  the  early  stages  of  poliomyelitis.  It  is  a harm- 
less procedure  when  done  with  proper  precautions."' 
It  is  valuable  as  a diagnostic  procedure  when  positive 
and  may  also  help  to  relieve  increased  fluid  pressure  and 
headache  to  some  extent.  As  an  example  of  its  value,  a 
two  year  old  child  who  was  sent  in  during  the  1946  out- 
break as  a possible  case  of  poliomyelitis  proved  to  have 
fluid  changes  characteristic  of  meningococcus  meningitis 
and  responded  promptly  to  specific  treatment. 

I^ijfercntici!  Diagnosis: 

In  diagnosing  poliomyelitis  one  must  consider  and  rule 
out  the  encephalitides,  meningitis,  lymphocytic  chorio- 
meningitis, Guillain-Barre  syndrome,  tick  paralysis,  teta- 
nus, botulism,  and  brain  tumor.  Even  pneumonia  must 
at  times  be  ruled  out  by  x-ray  examination  of  the  chest 
as  it  is  a fairly  common  cause  of  meningismus.  One  can 
usually  differentiate  encephalitis  from  poliomyelitis  on 
the  basis  of  severity  and  nature  of  symptoms  and  signs 
but  this  IS  not  always  true.  In  doubtful  cases  frozen 
serum  from  the  patient  should  be  sent  to  one  of  several 
laboratories  throughout  the  country  equipped  to  do  com- 
plement fixation  and  neutralization  tests  for  eastern  and 
western  equine  encephalitis,  St.  Louis,  Japanese  B, 
mumps  encephalitis,  and  other  viral  diseases  such  as 
lymphocytic  choriomeningitis  and  Newcastle  disease. 
Samples  should  be  obtained  on  the  third  and  tenth  days 
of  disease  and  then  again  two  or  three  weeks  later. " ' 
LJnfortunately,  these  studies  are  time  consuming  and  of 
no  help  during  the  acute  illness.  No  such  tests  are  as 


yet  available  for  poliomyelitis  itself  and  therefore  one 
must  exclude  other  possible  diseases  and  arrive  at  the 
laboratory  diagnosis  by  that  means.  Spinal  fluid  exam- 
ination does  not  give  help  in  ruling  out  encephalitis  as 
the  findings  are  the  same  but,  of  course,  differentiate 
this  group  of  diseases  from  meningitis. 

An  illustration  of  the  difficulty  of  diagnosis  of  polio- 
myelitis and  differentiating  it  from  encephalitis  in  the 
young  infant  occurred  during  the  1946  outbreak.  A 
six  month  old  baby  with  typical  symptoms,  signs,  and 
spinal  fluid  findings  of  poliomyelitis  developed  slight 
weakness  in  the  left  shoulder  girdle  after  several  days  in 
the  hospital.  When  seen  in  the  office  two  months  after 
discharge  this  weakness  appeared  slightly  spastic  and 
included  the  arm  and  hand.  One  year  later  slight  spastic 
changes  were  evident  in  the  left  leg.  After  three  years 
she  shows  a definite  spastic  hemiplegia  and  mental  re- 
tardation. It  seems  evident  now  that  her  disease  was 
encephalitis  although  her  initial  signs  and  symptoms 
were  mild  and  more  characteristic  of  poliomyelitis  than 
encephalitis.  Another  child,  two  years  of  age,  seen  in 
consultation  during  1949,  had  been  treated  for  about 
two  wee.ks.  When  seen  he  had  definite  nuchal  and  back 
rigidity  and  positive  Kernig  signs  together  with  spinal 
fluid  changes  compatible  with  poliomyelitis  consisting  of 
increased  cell  count  and  protein.  After  a peroid  of  ob- 
servation it  was  obvious  that  he  did  not  have  poliomyeli- 
tis but  the  diagnosis  of  brain  tumor  was  not  made  until 
autopsy  was  performed. 

Guillain-Barre  syndrome  or  myeloradiculoneuronitis  is 
a paralytic  disease  similar  to  poliomyelitis  but  said  to  be 
more  symmetrical  in  distribution.  The  spinal  fluid 
changes  usually  consist  of  a normal  cell  count  with  high 
protein  values  over  100  milligrams  per  cent.  The  prog- 
nosis has  been  said  to  be  better  for  complete  recovery 
than  in  poliomyelitis  although  fatal  cases  are  occurring 
with  increasing  frequency.  There  is  a suspicion  that 
some  cases  diagnosed  as  Guillain-Barre  syndrome  are 
actually  poliomyelitis.  We  have  encountered  no  cases 
of  this  syndrome. 

A poliomyelitis-like  disease  due  to  a virus  pathogenic 
for  suckling  mice  and  hamsters  but  not  for  rhesus  mon- 
keys was  identified  during  an  outbreak  along  the  eastern 
seaboard  by  Dalldorf  and  his  associates  in  1947."'’-"‘ 
More  cases  were  found  during  1948  and  1949  inter- 
mingled with  cases  of  classical  poliomyelitis.  The  dis-  ^ 
ease  is  identical  with  poliomyelitis  as  to  symptoms,  signs,  | 
and  spinal  fluid  findings,  although  it  is  said  to  carry  a 
somewhat  better  prognosis.  It  is  possible  that  it  will  be 
considered  a variant  type  of  poliomyelitis.  At  present, 
Dalldorf  avoids  any  conclusive  terminology  calling  the 
virus  the  Coxsackie  virus,  named  after  the  town  in  New 
York  State  where  it  was  first  discovered.  Up  to  the 
present  time  this  virus  has  not  been  found  in  the  middle 
west  or  northwest  part  of  the  country. 

Pre  rent  ion: 

There  is  some  difference  of  opinion  as  to  how  far  a 
community  should  go  in  instituting  preventive  measures 
during  an  epidemic.  However,  it  is  agreed  by  most 
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authorities’ that  poliomyelitis  is  a highly  infectious 
disease  in  which  abortive  cases  far  outnumber  clinical 
cases.  Susceptibility  is  greatest  in  childhood.  Multiple 
cases  in  families  and  neighborhoods  are  the  rule  and  in- 
dicate spread  by  way  of  the  respiratory  tract.  The  virus 
can  be  found  in  the  respiratory  tract  during  the  first 
three  to  seven  days  of  illness’ ‘ and  many  people 
have  such  slight  symptoms  that  they  continue  their  reg- 
ular routine.  If  this  is  true,  there  can  be  no  doubt  of 
the  advisability  of  closing  swimming  pools,  delaying  the 
opening  of  schools,  and  advising  against  attendance  of 
children  at  churches,  Sunday  schools,  fairs,  and  cir- 
cuses.'’" It  is  argued  that  keeping  of  schools  closed  has 
not  resulted  in  a decreased  incidence  of  poliomyelitis  in 
communities  where  it  has  been  done,’’’’  and  it  is  true  that 
closing  of  schools  alone  will  not  halt  the  spread  of  the 
disease.  Unless  parents  can  keep  their  children  off  the 
streets  and  out  of  crowds  any  possible  benefit  from  the 
closure  of  schools  will  be  lost.  Wise  and  forceful  pub- 
licity from  the  local  health  department  and  newspapers 
can  make  this  clear  to  everyone. 

The  question  always  arises  as  to  the  role  of  flies  and 
other  insects  in  spread  of  poliomyelitis.  The  virus  can 
be  isolated  from  sewage'’^  and  often  from  stools  of  pa- 
tients several  months  after  recovery;  it  has  also  been 
found  in  flies.'’'’’'”’  Mosquitoes  have  not  been  shown  to 
carry  the  virus.  It  does  not  seem  likely  that  insects  play 
any  considerable  role  in  spread  of  poliomyelitis.  Spray- 
ing of  a community  with  DDT  may  be  done  as  a gen- 
eral health  measure  but  not  as  a direct  means  of  con- 
trolling poliomyelitis.  All  other  measures  to  reduce  the 
population  of  flies  and  insects  are  considered  advisable. 

It  has  been  emphasized  that  any  child  with  a fever 
during  an  epidemic  should  be  put  to  bed'’’  even  though 
not  acutely  ill,  and  kept  there  until  the  temperature  has 
been  normal  for  24  hours.  For  the  three  weeks  follow- 
ing he  should  avoid  excessive  activity  and  chilling  which 
might  lower  resistance.  The  reason  for  this  precaution 
is  that  numerous  studies  have  shown”^  that  poliomyelitis 
is  statistically  more  severe  in  people  who  engage  in  stren- 
uous or  moderately  strenuous  activity  after  the  appear- 
ance of  the  initial  mild  symptoms. 

The  patient  with  poliomyelitis  should  be  isolated  for 
a week  or  until  the  temperature  is  normal  if  that  takes 
more  than  a week.  This  is  a shorter  isolation  period 
than  has  previously  been  recommended  by  health  authori- 
ties, but  seems  reasonable  as  danger  from  respiratory 
spread  has  disappeared  by  the  end  of  a week.  Excretion 
of  virus  from  the  bowel  will  continue  in  all  probability 
for  several  months;  no  special  precautions  are  advised 
regarding  the  stools  except  ordinary  cleanliness.'”’  The 
close  contacts  and  siblings  of  a patient,  especially  chil- 
dren, should  be  isolated  for  two  weeks  as  the  incubation 
period  is  usually  seven  to  fourteen  days.  They  should 
also  avoid  fatigue  and  chilling  during  that  time. 

As  already  mentioned,  tonsillectomies  should  be  avoid- 
ed during  an  epidemic. 

No  vaccine  for  human  use  has  been  developed  as  yet. 
Convalescent  serum  or  gamma  globulin  have  not  been 
shown  to  be  effective  in  prophylaxis. 


T reatment: 

Almost  all  deaths  from  poliomyelitis  occur  in  patients 
with  bulbar  or  respiratory  involvement.  For  this  reason 
a further  discussion  of  therapy  of  these  forms  of  the  dis- 
ease is  thought  advisable.  A respirator  will  successfully 
combat  respiratory  paralysis  due  to  high  spinal  cord  in- 
volvement. A fatal  outcome  in  bulbar  poliomyelitis  is 
usually  due  to  anoxia  resulting  from  accumulation  of 
secretions  in  the  pharynx  and  aspiration  into  the  lungs 
because  of  inability  to  swallow  or  cough.  A smaller  per- 
centage of  patients  die  as  a result  of  direct  involvement 
of  the  cardiac  or  respiratory  center  in  the  medulla. 

In  order  to  prevent  anoxia  postural  drainage  is  effec- 
tive providing  the  head  is  below  the  level  of  the  feet  at 
an  angle  of  at  least  30  degrees.  This  amount  of  angu- 
lation is  necessary  because  the  angle  of  the  trachea  with 
the  patient  supine  is  20  degrees  downward  toward  the 
chest.  One  must  overcome  this  angle  plus  another  10 
or  15  degrees  to  allow  for  drainage  from  the  trachea 
into  the  throat.'’*’'”’  A child  may  often  be  placed  in  the 
prone  position  with  the  face  turned  to  one  side  in  which 
case  the  foot  of  the  bed  does  not  need  to  be  as  high  as 
when  he  is  lying  on  his  back.  Suction  and  constant  at- 
tention by  a competent  nurse  are  essential.  Wilson'”* 
prefers  a mechanical  suction  apparatus  with  a metal  tip 
so  that  it  can  be  directed  Just  behind  the  base  of  the 
tongue  and  above  the  epiglottis;  he  warns  against  the 
danger  of  trauma  if  used  by  untrained  personnel.  Gal- 
loway’* prefers  continuous  water  suction  with  a rubber 
catheter  placed  in  the  cheek  or  pharynx  where  secretions 
tend  to  accumulate.  He  uses  a collecting  bottle  and  a 
valve  to  prevent  backflow. 

If  the  patient  tends  to  become  anoxic  in  spite  of  these 
measures,  tracheotomy  must  be  considered.  Galloway 
and  Seifert’®  give  the  following  indications  for  tracheot- 
omy: (1)  Progressive  anoxia  with  secretion  in  the  upper 
airway.  (2)  Unconsciousness  or  pronounced  restlessness 
in  a patient  who  does  not  respond  to  other  treatment  in 
a few  minutes.  (3)  Pronounced  restlessness  or  stupor  in 
a patient  in  a respirator  even  if  the  paralysis  is  appar- 
ently of  a spinal  type.  (4)  Fluid  accumulation  not  oth- 
erwise certainly  taken  care  of  in  a patient  who  requires 
a respirator.  (5)  Bilateral  paralysis  or  spasm  of  vocal 
cords.  (6)  Rapidly  progressive  bulbar  symptoms.  (7) 
Grave  signs  of  vasomotor  failure.  (8)  Untrained  or 
inefficient  attendants,  inadequate  equipment  or  poor  co- 
operation of  the  patient  with  doubt  that  the  airway  will 
be  kept  constantly  free  of  secretions. 

Galloway  and  Seifert  report  thirteen  tracheotomies  in 
patients  with  bulbar  poliomyelitis  without  any  deaths. 
They  emphasize  that  the  procedure  should  always  be 
done  over  a bronchoscope  and  should  be  done  relatively 
high  through  the  second  and  third  tracheal  rings.  They 
recommend  postoperative  mechanical  humidification  with- 
out steam  and  irrigation  through  the  tube  at  intervals 
with  one  to  two  drops  of  3 per  cent  warmed  sodium 
bicarbonate  solution  followed  by  isotonic  sodium  chloride 
solution  aspirated  gently  by  a beveled  rubber  tube.  They 
have  had  little  difficulty  with  bronchial  plugging.  At 
the  University  of  Minnesota  where  a much  larger  series 
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of  tracheotomies  have  been  done  Priest^'  reports  29  re- 
coveries in  76  tracheotomized  patients,  a much  less  strik- 
ing percentage  of  recoveries  than  reported  hy  Galloway 
and  Seifert.  There  is  a wide  difference  of  opinion  as  to 
the  danger  of  tracheotomy  itself.  We  feel  that  the  pro- 
cedure was  life-saving  in  one  of  our  patients  and  that 
in  the  two  who  expired  death  was  inevitable  had  they 
not  been  tracheotomized.  One  child  expired  during  tra- 
cheotomy done  without  a bronchoscope  in  the  trachea; 
we  feel  that  the  fatal  outcome  might  have  at  least  been 
postponed  had  the  airway  been  kept  open  with  a bron- 
choscope during  the  procedure. 

The  respirator  is  often  a valuable  aid  to  treatment  of 
the  bulbar  poliomyelitis  patient  providing  tracheotomy 
has  been  performed  so  that  pharyngeal  secretions  will 
not  be  sucked  into  the  lungs.  The  respirator  can  be 
tipped  to  allow  postural  drainage.  A special  wire  re- 
tractor is  used  to  hold  the  collar  down  out  of  the  way 
of  the  tracheotomy  tube.  This  was  done  with  good  suc- 
cess in  one  of  our  patients. 

As  previously  mentioned,  fluids  should  be  given  in- 
travenously until  slight  return  of  pharyngeal  function 
occurs.  We  have  been  impressed  with  the  good  effect 
of  10  per  cent  glucose  in  carefully  regulated  amounts. 
Protein  hydrolysates  and  intravenous  vitamins  are  given 
daily  to  maintain  nutrition.  Small  blood  transfusions  are 
occasionally  indicated.  After  the  child  begins  swallow- 
ing attempts,  gavage  feedings  may  be  used,  cautiously 
at  first,  until  one  is  sure  that  vomiting  and  aspiration 
will  not  result. 

Oxygen  is  needed  in  patients  with  anoxia.  A nasal 
tube  is  often  well  tolerated,  and  if  so,  is  to  be  preferred 
to  a mask,  cone,  or  tent.  "''  Lawson^"  has  used  a posi- 
tive pressure  mask  with  100  per  cent  oxygen  for  ten  or 
fifteen  minutes  every  two  hours  with  good  results  in 
patients  with  hypoxia  and  incipient  pulmonary  edema. 
After  tracheotomy,  if  oxygen  is  required,  a special  can- 
nula can  be  attached  to  the  tracheotomy  tube  as  devised 
at  the  University  of  Minnesota.^’  It  is  to  be  hoped 
that  a clear  airway  with  tracheotomy  will  make  this  un- 
necessary. We  have  had  no  experience  with  this  device 
which  includes  provision  for  proper  humidification  as 
well  as  removal  of  carbon  dioxide  from  expired  air. 

Authorities  agree  that  hospital  care  of  all  poliomyeli- 
tis patients  is  indicated  once  invasion  of  the  nervous  sys- 
tem has  occurred,  in  other  words,  when  the  preparalytic 
stage  two  IS  in  evidence.  Waiting  for  the  onset  of  pa- 
ralysis may  be  too  late  if  the  case  is  to  be  a bulbar  one. 
Observation  can  be  closer  and  more  complete  bed  rest 
and  better  isolation  are  often  possible.  Ordinary  isola- 
tion precautions  in  a general  hospital  give  satisfactory 
protection  to  other  patients  in  the  hospital.'^  We  were 
fortunate  m having  the  complete  cooperation  of  the  au- 
thorities of  St.  Luke’s  Hospital  who  turned  over  the  en- 
tire first  floor  of  the  Hospital  for  poliomyelitis  patients 
for  as  long  a time  as  needed. 

Slimmary 

A resume  of  the  cases  of  94  children  with  poliomyeli- 
tis m 1949  is  presented  and  compared  in  some  respects 


with  a similar  series  of  80  cases  in  1946.  In  1949  three- 
fourths  of  the  cases  were  nonparalytic  while  in  1946 
slightly  over  60  per  cent  were  not  paralytic;  we  think 
that  this  represents  a favorable  trend  which  should  be 
a source  of  encouragement  to  all  concerned.  In  addition 
to  the  paralytic  and  nonparalytic  cases  we  saw  at  least 
five  times  as  many  children  in  whom  signs  of  invasion 
of  the  nervous  system  did  not  occur  and  in  whom  no 
definite  diagnosis  could  be  made.  There  were  two  deaths 
in  1949  in  children  with  fulminating  bulbar  poliomeyli- 
tis;  there  were  no  deaths  in  the  1946  group  of  patients. 
The  age  trend  was  toward  a slightly  older  age  group  in 
1949;  there  was  only  one  child  in  1949  under  two  years 
of  age  while  in  1946  there  were  seven;  the  relative 
incidence  in  1949  was  more  toward  the  six  to  thirteen 
year  age  group  than  in  the  two  to  six  year  group  as 
it  had  been  in  1946.  The  spinal  fluid  studies  showed 
that  46  per  cent  of  nonparalytic  cases,  14  per  cent  of 
paralytic  spinal,  and  26  per  cent  of  bulbar  cases  had 
cell  counts  of  10  per  cubic  millimeter  or  less  in  1949. 
This  is  approximately  the  same  relationship  that  existed 
in  1946.  Spinal  fluid  protein  values  were  under  40  milli- 
grams per  cent  in  74  per  cent  of  cases  and  over  40  milli- 
grams in  26  per  cent,  also  a similar  relationship  to  1946. 
The  outbreak  attained  its  peak  in  August  in  1949,  sub- 
siding sharply  during  the  second  week  in  September; 
in  1946  more  cases  were  seen  during  September  than 
during  August  with  a drop  in  October. 

Precautions  against  spread  of  the  virus  are  considered 
advisable  as  epidemiological  studies  reported  in  the  lit- 
erature show  that  the  virus  of  poliomyelitis  is  harbored 
in  the  throat  as  well  as  in  the  intestinal  tract;  spread 
of  the  disease  is  characteristic  of  air-borne  infections 
with  abortive  cases  far  outnumbering  the  clinical  para- 
lytic and  nonparalytic  cases.  These  precautions  in  the 
presence  of  an  epidemic  consist  of  closing  swimming  or 
wading  pools,  delaying  the  opening  of  schools,  and  ad- 
vising against  attendance  of  children  at  churches,  thea- 
ters, fairs,  and  circuses.  It  should  be  emphasized  that 
closing  of  schools  alone  will  not  halt  the  spread  of  the 
disease;  unless  parents  keep  their  children  off  the  streets 
and  out  of  crowds  any  possible  benefit  from  closure  of 
schools  will  be  lost.  Wise  and  forceful  publicity  from 
the  local  health  department  and  newspapers  can  render 
invaluable  aid  m instituting  proper  precautions. 
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1949  — A GOOD  YEAR  FOR  BABIES 

More  children  were  born  in  the  United  States  in  1949  than  in  any  year  except  1947. 
The  estimated  number  of  registered  live  births  for  1949,  3,581,000,  exceeded  the  1948  total 
of  3,535,068  by  slightly  more  than  one  per  cent,  but  was  about  three  per  cent  below  the 
number  recorded  for  1947,  the  all-time  high  year. 
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Hematocolpos 

(With  report  of  a case) 

Carl  J.  Baumgartner,  M.D.*  and  Robert  B.  Tudor,  M.D.i' 
Bismarck,  North  Dakota 


Hematocolpos,  the  accumulation  of  menstrual  blood 
in  the  vagina,  is  a rare  disturbance  which  may  be 
either  congenital  or  acquired.  There  have  been  about 
two  hundred  cases' reported  in  the  literature. 

Embryologically,'-  the  upper  two-thirds  of  the  vagina 
is  derived  from  the  Mullerian  ducts,  while  approximately 
the  lower  one-third  and  the  hymen  are  derived  from  the 
urogenital  sinus.  The  lumen  of  the  vagina  is  formed 
from  a solid  cord  by  dissolution  of  the  cells  in  the  center 
of  the  cord.  Thus,  the  hematocolpos"  may  be  due  to 
either  imperforate  hymen,  which  m some  cases  seems  to 
be  familial,  or  it  may  be  due  to  a congenital  retrohymenal 
atresia.  Hematocolpos''  may  also  occur  when  there  is  a 
double  vagina  with  one  outlet  occluded. 

Acquired  hematocolpos'-"  or  hematocolpometra  may- 
be due  to  injuries  at  time  of  delivery  and  their  sequelae, 
operative  procedures  on  the  uterus  and  cervix,  agglutina- 
tion of  the  labia  as  a result  of  chronic  infection  or  un- 
cleanliness, or  lacerated'  wounds  of  the  perineum. 

About  eighteen  cases'-'-''  of  so-called  hydrometrocol- 
pos  have  been  reported  occurring  in  infancy.  The  uter- 
ine glands'  are  the  source  of  the  fluid.  The  estrogenic 
hormone,  of  maternal  origin,  physiologically  produces  a 
discharge  from  the  vagina  of  the  newborn  infants.  Two 
cases'-'  have  been  reported  in  which  there  was  edema 
and  cyanosis  of  the  lower  extremities  due  to  pressure  on 
the  pelvic  vessels. 

The  main  symptoms''-''  of  hematocolpos  are  amenor- 
rhea, pain,  inability  to  void  or  difficulty  in  voiding,  ab- 
dominal enlargement,  protruding  mass  at  the  vulva,  and 
pain  on  sitting.  The  long-standing  distension  which  must 
have  occurred  in  many  of  these  cases  does  not  necessardy 
produce  sterility.'''  If  hematocolpos'"-"  has  developed, 
It  IS  wise  to  avoid  all  unnecessary  instrumentation,  as 
ascending  infection  and  peritonitis  may  occur. 

Case  Report 

C.  K.  was  a 13-year-old  white  female  wlio  had  been  having 
crampy  lower  abdominal  pains  for  about  six  months.  These 
pains  had  lasted  for  a few  days  and  had  occurred  approximately 
every  month.  Her  mother  thought  they  were  menstrual  cramps, 
but  so  far  there  had  been  no  menstrual  bleeding.  Two  days 
before  admission  .she  seemed  to  have  more  lower  abdominal  pain 
and  complained  of  trouble  sitting  because  of  "something  in  the 
vagina.  " Since  that  time  there  had  been  some  polyuria.  She  had 
vomited  once  the  day  before  admission  and  twice  the  day  of 
admission  to  the  hospital. 

*Department  of  Obstetrics  and  Gynecology,  Quain  & Ram- 
stad  Clinic. 

IDepartment  of  I'ediatrics,  Quain  & Ramstad  Clinic. 


Examination  disclosed  a well-nourished  white  female.  Tem- 
perature was  98.8°;  blood  pressure  130/80.  The  head  and  neck 
were  normal.  The  skin  and  lymphatic  system  were  normal.  The 
fundi  were  negative.  The  ears  were  negative.  There  was  slight 
redness  of  the  throat.  The  heart  and  lungs  were  normal.  The 
breasts  were  adolescent  in  type.  The  abdomen  was  obese.  The 
liver,  spleen  and  kidneys  were  not  palpable.  There  was  no  supra- 
pubic mass  felt;  however,  there  was  some  suprapubic  tenderness. 
There  was  no  tenderness  in  the  cecal  area.  Examination  of  the 
genitalia  showed  a bulging  of  the  hymen  below  the  urethral 
opening.  No  vaginal  opening  was  seen.  On  rectal  examination 
a large,  fluctuant  mass  was  felt  pushing  into  the  rectum.  The 
extremities  were  normal. 

Accessory  clinical  findings:  urine  normal;  white  count  15,400 
with  88  per  cent  polymorphonuclears  and  1 1 per  cent  lympho- 
cytes; hemoglobin  87  per  cent. 

It  was  felt  that  she  had  hematocolpos  due  to  an  imperforate 
hymen.  A hymenotomy  was  done,  and  a pint  of  old  blood, 
mucus  and  degenerated  endometrial  tissue  was  evacuated.  The 
vagina  was  normal  in  appearance.  The  cervical  os  readily  admit- 
ted one  finger  on  digital  examination.  The  uterus  was  somewhat 
dilated.  Prior  to  discharge  from  the  hospital  all  previous  symp- 
toms disappeared. 

She  was  seen  two  weeks  following  the  hymenotomy,  at  which 
time  the  vaginal  introitus  was  patent  and  she  had  no  special 
complaints. 
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Strumpel-Marie  Encephalitis 

A Convulsive  Disorder  in  Children  Follorved  by  Hemiplegia 
of  Unknown  Etiology 

Richard  B.  Tudor,  M.D.* 

Minneapolis,  Minnesota 


CONVULSIVE  disorders  in  children  are  very  dramatic 
and  usually  clear-cut  as  far  as  etiology  is  concerned. 
The  commonest  cause  of  convulsions  in  children  under 
the  age  of  four  years  is  a tonsillitis  or  pharyngitis  accom- 
panied by  a temperature  of  104°  or  above.  Spinal  fluid 
in  these  children  is  uniformly  normal,  but  physical  ex- 
amination reveals  an  acute  tonsillitis,  pharyngitis,  or 
otitis.  Simple  treatment  of  the  underlying  cause  suf- 
fices, and  most  of  the  children  never  have  another  con- 
vulsion. It  is  thought  that  about  10  to  20  per  cent  of 
children  under  four  who  have  recurrent  febrile  convul- 
sions, will  later  develop  idiopathic  epilepsy.  The  high 
temperature  acts  evidently  as  a trigger  mechanism,  bring- 
ing the  epilepsy  to  the  fore  earlier  than  it  would  ordi- 
narily be  detected.  For  this  reason,  I have  had  electro- 
encephalograms made  of  all  patients  who  have  had  two 
or  more  febrile  convulsions. 

The  other  convulsions  seen  in  infants  and  children 
are  usually  caused  by  (1)  meningitis  or  meningo  en- 
cephalitis, in  which  the  spinal  fluid  contains  cells  and  in- 
creased globulin;  (2)  spontaneous  subarachnoid  hemor- 
rhage, in  which  blood  is  present  in  the  spinal  fluid;  (3) 
idiopathic  epilepsy,  with  intermittent  spells,  no  associated 
infection,  and  clear  spinal  fluid;  and  (4)  hypoglycemia, 
in  which  the  blood  sugar  is  markedly  depressed.  Also, 
more  rarely,  convulsions  may  be  caused  by  (5)  brain 
tumors,  usually  with  persistent  vomiting  or  headache  as 
the  presenting  symptom,  and  (6)  low  calcium  tetany. 

Attention  should  be  called  to  a peculiar  syndrome, 
occurring  in  healthy  children,  characterized  by  acute 
onset,  high  temperature,  convulsions,  normal  spinal  fluid 
and  followed  by  hemiplegia  and  sometimes  convulsions. 
In  1884  Strumpel  suggested  that  such  hemiplegia  in 
children,  characterized  by  these  symptoms  of  fever,  con- 
vulsions, and  sudden  onset,  was  due  to  a primary  en- 
cephalitis of  the  cerebral  cortex  and  that  the  virus  con- 
cerned was  the  same  as  that  which  caused  poliomyelitis. 
Clinical  and  anatomic  proof  are  lacking  in  support  of 
this  theory.  In  our  own  epidemic  in  1946,  there  ap- 
peared to  be  not  a single  case  of  hemiplegia.  Batton,  on 
the  other  hand,  stated  that  on  clinical  grounds  it  seems 
probable  that  about  10  per  cent  of  all  infantile  hemi- 
plegias are  caused  by  the  virus  of  poliomyelitis.  This 
estimate  seems  excessive  to  most  authors. 

Only  a few  pathologic  reports  are  available,  as  these 
children  seldom  die  of  the  primary  illness.  In  1888 
Abercrombie  described  the  case  of  a child  who  developed 
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hemiplegia  without  any  preceding  illness  but  whose 
autopsy  showed  occlusion  of  the  middle  cerebral  artery. 
Ford  substantiates  this  further  when  he  says  that  only 
vascular  lesions  have  been  found  in  the  few  cases  in 
which  the  fresh  lesions  have  been  studied. 

In  nineteen  cases  of  infantile  hemiplegia  in  otherwise 
normal  children  presented  by  Ford  in  1927,  the  spinal 
fluids  in  all  were  normal.  In  two  cases  operation  re- 
vealed atrophy  and  scarring  of  the  cortex  in  one,  and 
thrombosed  vessels  and  softening  in  the  motor  area  in 
the  other.  The  one  autopsy  revealed  cortical  softening 
and  bronchitis. 

Report  of  Cases 

Case  I.  An  eleven-months  old  white  female,  who  was  appar- 
ently normal  in  every  way  and  had  started  to  walk,  but  the  day 
before  admission  had  suddenly  developed  acute  illness  with 
fever,  chills  and  continuous  convulsions.  She  was  admitted  to 
the  local  hospital  where  sodium  phenobarbitol  and  chloral  were 
used  to  control  the  convulsions.  At  this  time  she  had  a tempera- 
ture of  104°;  a leukocyte  count  of  7200,  with  70  per  cent  neutro- 
philes  and  30  per  cent  lymphocytes;  a hemoglobin  of  10.8  grams 
with  an  erythrocyte  count  of  3.71  million;  and  a urine  with  an 
occasional  leukocyte  and  U albumin.  After  twenty-four  hours, 
the  temperature  was  still  104°,  the  convulsions  had  stopped  but 
the  child  could  not  move  the  left  arm  and  leg.  On  the  second 
day,  the  leukocyte  count  was  17,200  with  40  per  cent  neutro- 
philes,  48  per  cent  lymphocytes  and  12  per  cent  mononuclears. 
Physical  examination  was  negative  e.xcept  for  the  left  hemiplegia. 
Spinal  puncture  on  the  second  day  revealed  clear  fluid,  normal 
pressure,  one  cell,  Pandy  trace,  and  sugar  98  milligrams  per 
cent.  Penicillin  and  streptomycin  were  started,  and  I saw  her 
on  the  fourth  day.  At  this  time  she  had  a temperature  of  99.8°, 
normal  eye  grounds,  left  lower  facial  paresis,  and  left  hemi- 
plegia with  3+  deep  reflexes  and  absent  abdominal  reflexes  on 
the  left.  The  child  was  somewhat  stuporous.  Spinal  puncture 
revealed  clear  fluid,  180  millimeters  of  water  pressure  and  nega- 
tive Pandy.  Subdural  taps  were  also  normal.  On  symptomatic 
treatment,  the  child’s  mental  condition  gradually  cleared,  al- 
though the  left  hemiplegia  persisted.  She  was  discharged  on 
the  eighth  hospital  day.  Plan  of  treatment  included  physical 
therapy  to  the  left  arm  and  leg  to  be  carried  on  by  the  parents 
at  home  and  sodium  dilantin  '/i  grain  at  bedtime  to  obviate 
any  convulsions.  She  was  told  to  return  in  six  weeks,  when 
an  electro-encephalogram  will  be  obtained. 

Case  2.  A two-and-one-half  year  old  white  female,  who  three 
days  before  admission  complained  of  pains  in  hands  and  feet 
and  limped  slightly  on  the  left  leg.  The  next  day  she  developed 
a temperature  of  101°  F.  and  early  on  the  day  of  admission 
it  went  to  106°F.  At  this  point  the  child  became  unconscious 
and  began  having  generalized  convulsions. 

On  admission  she  was  comatose,  convulsing  and  having  a 
great  deal  of  respiratory  difficulty  due  to  a large  amount  of 
mucus  in  the  throat.  When  this  was  suctioned,  she  improved 
immediately.  Her  pupils  were  pin-point,  tonsils  were  acutely 
inflamed,  and  the  extremities  were  alternately  flaccid  and 
spastic. 

Lumbar  puncture  on  admission  revealed  one  cell  and  a nor- 
mal protein.  The  urine  contained  8 to  12  hyaline  and  granular 
casts,  an  occasional  white  blood  cell  and  a 1 * albumin.  Blood 
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sugar  was  I 1 1 mg.  per  cent.  Tire  white  blood  cell  count  was 
12,550  with  70  per  cent  neutrophiles,  23  per  cent  lymphocytes, 
SIX  per  cent  monocytes  and  one  per  cent  eosinophiles.  Hemo- 
globin was  83  per  cent.  Chest  x-ray  was  negative.  She  was 
treated  symptomatically  with  oxygen,  fluids  and  penicillin,  and 
the  temperature  returned  to  normal  by  the  sixth  hospital  day. 
Two  blood  cultures  taken  on  admission  were  negative  on  the 
sixth  day  and  the  throat  culture  revealed  a nonhemolytic  staph- 
ylococcus aureus.  The  child  was  alert  by  the  third  day,  but 
right  up  to  the  day  of  discharge  which  was  the  ninth  day,  she 
had  difficulty  sitting  and  standing,  i.  e.,  she  seemed  to  be 
quite  stiff.  I have  seen  her  on  two  occasions  since  discharge  and 
she  seems  to  have  made  a normal  recovery.  .She  has  had  no 
more  convulsions  and  a hemiplegia  has  never  developed. 

Case  3.  A two  year  old  white  female  who  first  became  ill 
in  1946  with  high  temperature  and  generalized  convulsions. 
Spinal  fluid  examination,  blood  counts  and  cultures,  etc.,  were 
all  normal. 

Shortly  after  the  onset  of  the  convulsions,  which  were  par- 
tially controlled  with  chloral  hydrate,  she  was  noted  to  have  a 
left  hemiplegia  involving  both  the  arm  and  leg.  As  this  con- 


tinued after  leaving  the  hospital,  she  was  referred  to  the  Cur- 
ative Workshop  in  Minneapolis  for  exercises.  One  year  after  the 
onset  of  the  illness,  she  developed  occasional  petit  mal  spells 
and  continues  to  have  them,  but  since  they  are  infrequent  she 
has  never  required  treatment.  She  is  attending  Dowling  School 
now  and  getting  along  very  nicely.  She  still  has  the  left  hemi- 
plegia, but  it  is  mostly  confined  to  the  left  arm  now. 

She  has  never  had  an  electro-encephalogram. 

Summary 

1.  Three  cases  of  Strumpel-Marie  encephalitis,  or  in- 
fantile hemiplegia  of  unknown  etiology,  are  reported. 

2.  The  possible  causes  with  review  of  the  literature 
are  given,  showing  that  most  authors  feel  that  this  dis- 
ease is  caused  by  a vascular  lesion  of  some  type. 
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A Case  of  Rocky  Mountain  Spotted 
Fever  in  Mankato* 

R.  N.  Andrews, 

Mankato,  Minnesota 


Rocky  Mountain  Fever  is  an  acute  specific  non- 
communicable  tick-borne  disease,  first  discovered  in 
the  northwestern  part  of  the  United  States.  The  tick 
itself  is  not  affected  by  the  disease.  It  does  not  imme- 
diately attach  itself  but  may  be  on  the  body  from  one 
to  two  hours  before  it  takes  hold.  The  longer  an  infect- 
ed tick  feeds,  the  more  likely  it  is  to  infect  the  host. 
Clinically,  it  resembles  typhus  fever  and  is  characterized 
by  a few  days  prodromal  symptoms  such  as  listlessness 
and  malaise,  followed  by  a chill  and  continued  fever, 
severe  headache,  pain  in  the  bones  and  muscles.  When 
the  pulse  rate  remains  below  120  per  minute,  the  pa- 
tient’s condition  is  considered  good.  A rate  over  this  is 
a bad  omen.  A macular,  and  sometimes  a maculo-papu- 
lar,  eruption  appears  about  the  third  day  of  the  fever, 
showing  first  on  the  wrists,  ankles  and  back,  then  rap- 
idly becoming  generalized.  If  spots  remain  discreet  and 
pinkish,  prognosis  is  more  favorable. 

Ever  since  the  recognition  of  the  fact  that  the  disease 
is  widely  distributed  over  the  United  States,  the  number 
of  cases  reported  each  year  has  remained  a little  short 
of  1000.  All  ages  and  both  sexes  are  equally  susceptible 
to  the  disease,  but  children  withstand  infection  better 
than  adults.  The  activity  of  the  adult  tick  determines 
the  seasonal  preference  of  the  disease  in  man.  Spotted 
Fever  season  is  usually  considered  to  be  over  by  July  15 
when  the  adult  tick  has  begun  estivation.  The  rickettsia 
of  Rocky  Mountain  Spotted  Fever  require  apparently 
a warm-blooded  and  a cold-blooded  host.  Experimen- 
tally, many  wild  rodent  species  are  susceptible  to  the  dis- 
ease in  a mild  form  and  are  capable  of  infecting  thou- 
sands of  ticks  which  are  permitted  to  feed  upon  them 
during  the  acute  stage.  In  the  western  United  States, 
the  adult  tick  has  long  been  known  to  be  the  principal 
intermediate  host  responsible  for  human  cases.  Man  plays 
no  part  whatever  in  the  propagation  of  the  disease.  His 
infection  is  purely  accidental  and  usually  occurs  through 
the  bite  of  an  adult  tick,  male  or  female. 

The  rickettsia,  the  causative  agent,  is  a gram  positive, 
polymorphic,  intracellular-like  organism  described  by 
Wohlbach.  The  organism  has  been  grown  on  living 
tissue  but  never  on  non-living  tissue.  Incubation  period 
in  experimental  animals  varies  from  2 to  8 days  accord- 
ing to  the  method  of  inoculation,  the  virulence  of  the 
strain,  and  the  kind  of  animals  used.  Injected  guinea 
pigs  developed  a marked  febrile  reaction  which  is  fol- 
lowed  by  death  in  many  instances.  Fatality  rate  in  the 
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guinea  pig  varies  from  7 to  as  high  as  95  per  cent. 
Some  patients  are  very  sick  with  an  anxious  expression, 
dry,  coated  tongue,  and  usually  some  exudate  on  the 
gums  and  on  the  tonsils. 

Cases  are  often  confused  with  typhus  fever  but  this  case 
was  examined  by  Dr.  A.  J.  Liedloff,  acting  director  of 
the  Health  Unit  number  2,  and  by  Dr.  A.  S.  Proguski 
of  the  State  Board.  They  saw  the  patient,  O.  B.,  aged  7, 
at  the  Immanuel  Hospital  in  Mankato.  The  following 
history  was  obtained  on  or  about  July  10,  1948. 

The  patient’s  sister  had  removed  an  engorged  tick 
from  the  boy’s  scalp.  No  scar  was  observed  at  any  time 
following  the  bite.  In  addition  to  the  patient,  the  house- 
hold consists  of  the  parents,  a sister  13  years  old,  and 
a brother  17  years  old.  All  of  them  are  well.  The  farm, 
in  a hilly,  wooded,  rather  wild  area  ten  miles  south  of 
Mankato,  was  visited  by  members  of  the  State  Board. 
The  usual  farm  animals,  including  a long-haired  collie 
dog,  were  reported  to  be  free  of  ticks,  but  the  mother 
said  that  ticks  were  often  found  on  the  children  return- 
ing from  playing  in  the  woods  around  the  nearby  school 
house.  No  new  animals  had  been  introduced  to  the 
farm  nor  had  the  patient  visited  away  from  the  neigh- 
borhood. There  was  a history  of  measles  and  mumps. 

First  symptoms,  on  July  20,  were  headache,  malaise 
and  fever.  On  July  21  the  patient  vomited,  and  the 
following  day  had  shaking  spells  and  fever  up  to  104.5°, 
according  to  the  mother.  On  July  24  a rash  similar  to 
scarlet  fever  appeared  first  on  the  face  and  then  on  the 
trunk  and  extremities.  This  time  the  patient  had  watery 
eyes  and  some  photophobia.  On  July  26,  when  he  was 
admitted  to  the  hospital,  he  had  a temperature  between 
97.4°  and  105.2°.  There  was  still  a faint  papular  rash 
present  on  the  trunk  and  extremities.  The  spleen  was 
palpable,  with  slight  cervical  adenitis.  Heart  had  a sys- 
tolic murmur  at  the  right  apex,  rate  128.  Lungs  showed 
some  dulness  at  the  right  base  posteriorly,  no  rales  or 
bronchial  breathing.  The  abdomen  was  relaxed  with  no 
tender  areas.  All  reflexes  normal,  no  neck  rigidity.  The 
tongue  was  heavily  coated  with  a grayish  exudate  on  the 
gums  and  tonsils.  The  nose  bled  easily  when  examined, 
and  there  was  history  of  intermittent  nose-bleed  during 
the  sickness,  especially  during  the  height  of  the  fever. 
The  x-ray  showed  increased  bronchial  vascular  markings. 

During  the  patient’s  stay  in  the  hospital,  he  developed 
a marked  edema  of  the  face  and  extremities.  He  was 
acutely  ill  and  at  times  was  irrational.  Temperature  con- 
tinued high  to  August  1.  On  the  following  day  his  tem- 
perature was  between  99°  and  101°,  and  on  August  4, 
it  was  99°.  Urine  showed  an  acute  nephritis,  albumin 
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1+,  two  coarsely  granular  casts,  few  hyaline  casts  and 
a few  pus  cells.  August  5,  the  patient  appeared  quite 
well.  A discreet,  pinkish  fading  rash  was  present  on  the 
body  and  extremities.  The  face,  palms  of  the  hands,  and 
soles  of  the  feet  were  clear. 

The  blood  picture  on  July  26  showed  WBC  '5,800 
and  hemoglobin  74  per  cent,  and  on  July  28,  8,000 
WBC.  Differential  lymphs  14,  PMN  77,  stabs  6,  ju- 
veniles 1.  The  blood  specimens  received  at  the  Univer- 
sity in  the  section  of  the  medical  laboratory  showed 
agglutination  absent  on  July  29,  with  B typhus  B, 
para-B  and  brucella  antigen.  On  July  30,  agglutination 
was  absent  with  bacteria  tularense,  Weil-Felix  reaction 
present  with  proteose  OX  19  1-320  absent  with  OX  2. 
On  August  6,  agglutination  present  with  OX  19  1-1280, 
OX  2 ± 1-80. 

A report  from  the  National  Institute  of  Health,  Be- 
thesda,  Maryland,  received  on  August  14,  on  the  exam- 
ination of  two  blood  specimens  from  this  patient  read 
as  follows:  "Specimen  number  1 was  a pool  from  blood 
drawn  July  28  and  July  29.  Specimen  number  2 was 


The  Journal-Lancet 

collected  August  5.  Specimen  number  1 when  treated 
for  Rocky  Mountain  Spotted  Fever  gave  a complement 
fixation  test  positive  in  dilution  greater  than  1-64,  and 
when  treated  for  endemic  typhus  gave  a complement 
fixation  test  positive  1-32.”  A letter  written  by  Dr.  Dean 
S.  Fleming,  chief  of  the  section  of  preventable  diseases. 
University  of  Minnesota,  says,  "In  reviewing  the  report 
from  our  board  and  from  the  board  in  Maryland  con- 
cerning O.  B.  and  also  reviewing  the  history  of  the  case, 
bearing  the  tick-bite  in  mind,  they  state  we  have  counted 
this  as  a case  of  Rocky  Mountain  Spotted  Fever.”  Again 
quoting  from  a letter  written  by  Dr.  Shelshley  and  Dr. 
Eckland  of  the  Minnesota  State  Board,  they  say:  "Clin- 
ical history  and  physical  findings  in  the  case  of  O.B. 
compatible  with  diagnosis  of  Spotted  Fever.” 

The  patient  was  treated  with  sulfadiazine  before  ad- 
mission to  the  hospital  and  the  first  two  hospital  days. 
During  the  hospital  stay  he  was  given  streptomycin  and 
para-aminobenzoic  acid.  The  boy  left  the  hospital  in 
good  condition  and  has  been  well  ever  since. 


CHILD  CARE  ABROAD 

Europe.  Standards  of  child  care,  for  example,  are  generally  high  in  Europe;  but  ad-  j 

vances  are  continually  being  made,  both  in  Europe  and  elsewhere,  which  cannot  be  fully 
exploited  without  close  co-operation  between  countries  and  wide  exchange  of  knowledge  and  } 

techniques.  The  problem  of  protecting  children  against  whooping  cough  is  now  receiving  j 

special  attention  in  the  United  Kingdom  in  a large-scale  trial  vaccination  campaign  being  ■ 

undertaken  with  advice  from  an  outside  specialist  whose  services  were  requested  from  WHO  I 

by  the  Government.  Heart  surgery,  especially  with  regard  to  the  condition  which  produces  j 

"blue  babies”,  recently  has  seen  some  startling  developments.  In  many  cases  "blue  babies”  i 

can  now  be  restored  to  health.  A "Congenital  Heart  Disease  Team”  is  now  being  recruited 
by  WHO  to  demonstrate,  in  a number  of  European  countries,  diagnostic  and  surgical  tech- 
niques already  being  used  successfully  by  specialized  teams  in  a few  areas  of  the  world. 

The  BCG  vaccination  campaign  against  tuberculosis  is  progressing  throughout  the  world.  j 

As  of  March  1,  20  million  children  and  young  adults  have  been  tested,  and  about  10  million  | 

vaccinated  against  tuberculosis.  Mass  vaccination  campaigns  were  completed  in  Czecho-  ! 

Slovakia  and  Finland  last  summer,  and  will  finish  in  Poland  this  spring.  Work  is  under  way  j 

m Austria,  Greece,  J ugoslavia,  Morocco,  Ceylon,  India,  Pakistan,  Algeria,  Tunisia,  Italy,  | 

Egypt,  Israel  and  Lebanon.  Campaigns  will  soon  begin  in  Syria,  Malta,  Mexico  and  Ecuador. 

Incha.  Over  fifty  pediatricians,  obstetricians,  teachers  of  nursing,  and  child-welfare 
workers  from  all  India  took  part  in  a recent  four-day  symposium  held  at  New  Delhi.  Prac- 
ticable measures  for  reducing  infant  deaths,  and  for  providing  improved  maternity  care  on  a 
nation-wide  basis  were  formulated. 

Chile.  Two  "iron  lungs”  have  been  llown  to  Chile  by  the  WHO  Regional  Orfice  for  the 
Americas  (Pan  America  Sanitary  Bureau)  to  help  fight  an  outbreak  of  poliomyelitis.  This 
shipment  is  to  be  followed  by  a team  of  specialists  set  up  by  the  PASB  to  assist  local  health 
officials  in  organizing  measures  against  the  disease. 


Notes  from  the  WHO  Newsletter 


May,  1950 
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The  Diagnosis  and  Treatment  of  Bronchial 
Asthma  in  Pediatric  Practice"" 

Jerome  Glaser,  M.D.t 
Rochester,  New  York 


A CORRECT  diagnosis  of  bronchial  asthma  is  ordinarily 
made  without  difficulty  at  any  age.  An  incorrect 
diagnosis  is  perhaps  more  commonly  made  in  infants 
and  children  than  in  older  individuals.  There  are  two 
principal  reasons  for  this:  (1)  congenital  stridors  of  vari- 
ous origins  are  not  rare  at  this  age  and  often  produce 
a wheezing  type  of  respiration,  and  (2)  unsuspected 
foreign  bodies  in  the  bronchi  occur  more  commonly  in 
infancy  and  childhood  than  in  older  age  groups  and 
may  simulate  the  signs  and  symptoms  of  bronchial  asth- 
ma to  an  exceedingly  misleading  degree.  Little  harm 
may  be  done  by  continued  observation  in  most  cases  of 
congenital  stridor,  but  procrastination  in  the  case  of  a 
foreign  body  may  lead  to  very  serious  complications  and 
even  death.  In  all  cases  of  wheezing  of  doubtful  origin 
a roentgenogram  of  the  chest  should  be  made  and  then, 
if  there  is  any  doubt  concerning  the  presence  of  a for- 
eign body,  bronchoscopy  is  mandatory. 

A suggested  definition^  of  bronchial  asthma,  which, 
if  adhered  to  closely,  should  lead  to  a correct  diagnosis, 
is  as  follows:  "Bronchial  asthma  may  be  defined  as  a 
form  of  obstructive  emphysema  involving  both  lungs 
throughout,  characterized  by  paroxysmal  attacks  of  dysp- 
nea, accompanied  by  wheezing,  chiefly  expiratory,  heard 
on  auscultation  of  the  chest  and  typically  relieved,  at 
least  in  the  early  stages  of  an  attack,  by  sympatho- 
mimetic drugs.”  To  this  might  be  added  the  fact  that 
the  attacks  are  chiefly  nocturnal.  However,  the  younger 
the  child  the  less  prominent  is  this  particular  feature. 
This  definition  emphasizes  the  important  fact  that  bron- 
chial asthma  is  only  one  form  of  obstructive  emphysema. 
It  is,  however,  the  most  common  form.  If  this  fact  is 
kept  in  mind  the  use  of  the  confusing  terms,  "non- 
allergic  asthma”  or  "para-asthma”'*  may  be  avoided. 
All  so-called  asthmas  in  these  groups  are  other  forms  of 
obstructive  emphysema  and  should  be  so  designated. 

There  are  certain  differences  in  the  signs  of  bronchial 
asthma  between  children  and  adults,  particularly  up  to 
the  age  of  two  years.  This  is  probably  correlated  with 
the  fact  that  the  infantile  type  of  respiration,  chiefly 
abdominal,  changes  toward  the  adult  type,  chiefly  tho- 
racic, with  the  assumption  of  the  upright  position.  This, 

*Presented  as  a lecture  in  a postgraduate  course  in  pediatrics 
at  the  Center  for  Continuation  Study  of  the  University  of  Min- 
nesota School  of  Medicine,  Minneapolis,  Minnesota,  April  7, 
1949.  Most  of  the  material  for  this  presentation  is  taken  from 
two  previous  publications  by  the  author  and  is  freely  quoted 
by  permission  of  the  copyright  owners. 

t Assistant  Professor  of  Pediatrics,  University  of  Rochester 
School  of  Medicine  and  Dentistry  and  Pediatrician-in-Chief,  the 
Ganesee  Hospital,  Rochester,  New  York. 


as  a rule,  is  well  under  way  by  the  end  of  the  second 
year*  The  principal  differences  are:  (1)  the  dyspnea  in 
infancy  and  childhood  is  not  so  characteristically  ex- 
piratory, as  in  older  individuals;  (2)  the  asthmatic  in- 
fant may  appear  relatively  corhfortable,  even  when  flat 
on  his  back — probably  due  to  the  abdominal  type  of 
respiration  together  with  the  greater  softness  and  flexi- 
bility of  the  thoracic  cage;  and  (3)  the  absence  of  an 
expression  of  anxiety  on  the  part  of  the  child  is  often 
in  striking  contrast  to  that  of  the  adult. 

If  the  child  is  seen  between  attacks,  latent  wheezing 
may  be  demonstrated  on  auscultation  of  the  chest  by 
having  the  child  expire  forcibly,  as  described  by  Clarke.** 
If  the  child  will  not  cooperate  the  same  sign  may  be 
elicited  in  the  manner  described  by  Fineman**  which  con- 
sists in  the  production  of  similar  expiratory  wheezing  by 
compressing  the  thorax  forcibly  with  the  palm  of  the 
hand  or  with  the  forearm,  while  listening  with  the  stetho- 
scope. Although  the  diagnosis  of  bronchial  asthma  may 
usually  be  made  with  considerable  accuracy  from  the 
history  alone,  it  cannot  be  positively  established  unless 
the  patient  is  seen  in  an  acute  attack.  It  is  a clinical 
and  not  a laboratory  diagnosis,  and  the  patient  should 
never  be  referred  for  skin  testing  "to  see  if  he  has  bron- 
chial asthma.” 

Since  noisy  breathing  is  a cardinal  sign  of  bronchial 
asthma,  even  slight  variations  in  normal  breathing  may 
be  suspected  by  anxious  parents  as  the  first  evidence  of 
bronchial  asthma,  particularly  in  those  families  who,  be- 
cause of  the  presence  of  the  disease  in  a parent  or 
sibling,  are  worried  about  its  development  in  their  child. 
Even  the  stridor  produced  by  the  vibration  of  a slight 
excess  of  mucus  in  the  nose  or  throat  of  the  infant  or 
by  enlarged  adenoids  may  be  thought  to  be  bronchial 
asthma. 

In  very  young  infants  capillary  bronchitis  (bronchio- 
litis) may  strongly  resemble  asthma  accompanying  an 
infection.  Indeed,  the  wheezing  in  this  disease  may  often 
be  relieved  by  sympathomimetic  drugs  or  aminophyllin. 
The  relationship  of  these  diseases  to  allergic  bronchial 
asthma  has  not  as  yet  been  worked  out.  It  is  possible  that 
eventually  these  diseases  will  be  shown  to  have  the  same 
relationship  to  bronchial  asthma  as  asthmatic  bronchitis. 
In  this  disease  the  attacks  are  accompanied  by  evidence 
of  a respiratory  infection.  The  fact  that  asthmatic  bron- 
chitis is,  in  my  experience,  always  followed  by  bronchial 
asthma  if  the  child  continues  to  have  pulmonary  diffi- 
culty would  suggest  that  asthmatic  bronchitis  is  the  form 
which  pulmonary  inflammation  commonly  takes  in  the 
allergic  or  potentially  allergic  child. 
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Other  infectious  conditions  which  may  he  mistaken 
for  bronchial  asthma  are  bronchiectasis,'  bronchosteno- 
sis'' and  acute  laryngotracheobronchitis.  Irritation  of 
the  lungs  due  to  dust"  or  other  substances  may  also  cause 
a type  of  wheezing  respiration.  The  cough  of  pertussis 
is,  in  some  instances,  very  difficult  to  distinguish  from 
that  of  the  asthmatic. 

Intrathoracic  neoplasms,  especially  enlarged  nodes 
from  various  causes  as  Hodgkin’s  disease  or  tuberculosis, 
in  rare  instances  an  enlarged  thymus,  and  inflammatory 
conditions  of  the  mediastinum  may  cause  obstructive 
emphysema  by  pressure.  The  pulmonary  manifestations 
of  cystic  fibrosis  of  the  pancreas  are  not  infrequently 
mistaken  for  bronchial  asthma.  Retropharyngeal  abscess, 
congenital  anomalies  of  the  larynx,  and  tracheal  vascular 
rings’"  may  also  produce  an  asthmatic  type  of  stridor. 
In  the  case  of  the  latter,  although  congenital,  it  is  impor- 
tant to  remember  that  the  stridor  may  not  appear  for 
some  time  after  birth. 

Sighing  dyspnea,”  a disturbance  of  respiration  of 
psychic  origin  which  strongly  resembles  bronchial  asth- 
ma, while  rare,  does  occur  in  childhood.’  Ayerza’s  dis- 
ease,’” a very  uncommon  chronic  pulmonary  disorder 
accompanied  by  wheezing,  is  difficult  to  distinguish  from 
bronchial  asthma.  Bronchotetany,  a form  of  tetany  in 
which  the  manifestations  are  largely  limited  to  spasm  of 
the  musculature  of  the  bronchial  tree  was  at  one  time 
frequently  discussed  in  the  German  literature’  but  has 
never  been  reported  in  English.  It  is  said  to  strongly 
resemble  bronchial  asthma.  It  is  interesting  that  in  this 
disease  the  dyspnea  is  made  worse  instead  of  being 
improved  by  the  injection  of  epinephrine.  Cardiac  asth- 
ma, not  uncommon  in  adults  but  rare  in  children,  has 
been  seen  by  Clausen’'*  in  a girl  of  11  years  and  a boy 
of  12,  the  youngest  cases  on  record. 

Treatment  of  Bronchial  Asthma 

The  most  important  form  of  treatment  of  any  disease, 
including  asthma,  is,  of  course,  prophylaxis.’’  Of  at 
least  equal  importance  to  the  symptomatic  treatment  is 
the  attempt  by  careful  history  taking,  examination,  ob- 
.servation  and  special  tests  to  determine  the  exciting 

causes.’ ■’  Another  important  problem  involved  in  this 
disease  is  the  management  of  the  child  with  chronic 

asthma."’  The  present  discussion,  however,  will  be  lim- 
ited to  the  treatment  of  the  acute  attack. 

Certainly  one  of  the  most  common  precipitating  fac- 
tors of  an  asthmatic  attack  at  any  age  is  an  acute  upper 
respiratory  infection.  This  has  led  to  the  belief  by  some 
that  infection  is  the  principal  cause  of  asthma.  The 

allergic  individual  who  has  asthma  suffers  from  a 
chronic  clinical  or  subclinical  edema  of  the  membranes 
of  the  respiratory  tract  or  a potential  edema  which  de- 
velops into  clinical  edema  on  exposure  to  particular 

allergens.  Because  of  this,  these  membranes  are,  like 
all  other  tissues  with  poor  circulation,  particularly  sub- 
ject to  infection  and  when  infected  the  patient  reacts 
with  asthma  as  the  expression  of  a particular  type  of 
allergic  reaction.  Lite  prevention  and  treatment  of  in- 
fections IS  a highly  necessary  procedure  but  should  not 
lead  one  away  from  a constant  search  for  basic  causes. 


It  is  possible  that  in  some  cases  the  offending  allergen 
may  be  the  infectious  agent  itself  but  our  knowledge 
concerning  this  is  very  incomplete.  In  some  instances 
what  appears  to  be  the  onset  of  an  acute  upper  respira- 
tory infection  may  he  the  expression  of  an  allergic  re- 
action involving  the  membranes  of  the  upper  respiratory 
tract  and  unrelated  in  any  way  to  an  infectious  agent. 

If  the  upper  respiratory  infection  or  "cold”  can  be 
prevented  or  aborted  the  asthmatic  attack  may  often  be 
prevented.  Suggested  measures  for  this  purpose,  besides, 
of  course  the  complete  study  of  the  patient  from  the 
standpoint  of  allergy,  are  as  follows: 

(a)  It  may  in  some  instances  be  possible  to  abort  a 
"cold”,  either  infectious  or  allergic,  by  the  administra- 
tion of  an  antihistaminic  drug  immediately  at  the  very 
first  aura  of  a cold.  This  procedure,  which  has  been 
advocated  by  Brewster,’'  appears  to  be  highly  successful 
in  some  instances.  The  older  patient  can  often  recog- 
nize almost  the  very  moment  of  the  beginning  of  a 
coryza.  This  may  be  a familiar  feeling  of  malaise  or 
a scratchy  sensation  in  the  throat.  The  mother  of 
younger  children  can  often  detect  the  aura  of  a coryza 
by  changes  in  the  behavior  or  appearance  of  the  child. 
This  is  the  time  to  start  the  antihistaminic.  The  later 
it  is  started  the  less  satisfactory  will  he  the  result.  A 
teaspoon  of  the  Elixir  of  Benadryl  (10  mg.)  or  of 
Elixir  of  Pyribenzamine  (30  mg.)  or  larger  doses  of  the 
capsules  or  tablets  may  be  given  every  four  hours,  de- 
piending  upon  the  age  of  the  child.  Once  the  cold  is 
established  the  same  drugs  may  give  some  relief  by 
virtue  of  their  sedative  and  drying  effects.  While  the 
antihistaminic  drugs  unquestionably  relieve  asthmatic 
attacks  in  some  individuals,  they  never  relieve  very  severe 
asthmatic  attacks.  In  any  case,  if  they  do  not  imme- 
diately relieve  the  asthma,  they  should  not  be  continued 
becaiLse  of  the  drying  effect  upon  the  secretions  of  the 
bronchi. 

(b)  Th  ere  are  a certain  number  of  cases  where  an 
upper  respiratory  infection  may  be  aborted  and  a sub- 
sequent attack  of  asthma  prevented  by  the  immediate 
administration  of  penicillin  aerosol,  75,000  to  100,000 
units  three  or  four  times  a day  until  the  danger  of  the 
attack  has  passed.  Either  the  liquid  or  the  powdered 
penicillin  aerosol  may  be  used.  The  former  appears  to 
be  le.ss  irritating  and  is  easier  to  administer  to  children. 
The  parents  are  taught  how  to  do  this  at  home  using 
the  hand  bicycle  pump*  as  described  by  Finke.’’’*  As 
newer  and,  it  is  to  be  hoped,  more  effective  drugs  con- 
tinue to  appear  and  techniques  improve,  more  is  to  be 
expected  from  this  method  of  treatment.  Davis’"  has 
recently  reviewed  the  use  of  aerosol  therapy  in  office 
practice,  i 

■■'The  modified  hicycle  pump  for  use  with  a f^eVilbiss  No.  40 
vaporizer  is  now  marketed  by  the  DeVilbiss  Company  as  the 
liand  pump  vaporizer  combination  No,  740. 

tSince  this  lecture  was  given,  because  of  the  wider  adoption 
of  the  pre.sent  convenient  metliods  for  administering  large  doses 
of  penicillin  intramuscularly  and  the  discovery  that  a number 
of  these  individuals  are  greatly  benefited  by  aureomycin  given 
orally  at  the  onset  of  an  upper  respiratory  infection,  penicillin 
aerosol  is  given  much  less  frequently  than  formerly. 
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(c)  In  a limited  number  of  instances  patients  with 
recurrent  upper  respiratory  infections  followed  by  asth- 
ma may  be  greatly  helped  by  the  daily  and  continuous 
use  of  sulfadiazine  (or  combined  sulfonamide  drugs) 
in  the  same  manner  as  that  employed  for  the  prophylaxis 
of  rheumatic  fever.  Usually  0.25  to  0.50  gm.  are  admin- 
istered orally  two  or  three  times  a day,  depending  upon 
the  weight  of  the  child.  The  usual  precautions  for  the 
administration  of  sulfonamide  drugs  must  be  observed. 

If,  in  spite  of  the  above  measures,  the  upper  respira- 
tory infection  or  the  "cold”  progresses  and  an  asthmatic 
attack  is  threatened  or  has  actually  started,  the  follow- 
ing is  offered  as  an  attempt  to  outline  an  approach  to 
the  management  of  this  situation; 

1.  Put  the  patient  to  bed.  This  protects  from  aggra- 
vating factors,  as  exercise  and  changes  in  temperature 
and  humidity.  If  the  patient  is  a potentially  allergic 
child,  by  reason  of  the  family  history,  or  if  he  has  had 
asthmatic  attacks  before,  environmental  control’’''  should 
have  been  instituted,  at  least  in  his  bedroom,  which 
should  be  as  free  from  house  dust  as  possible,  with 
sponge  rubber  or  dust-proofed  pillows  and  mattresses; 
glass  wool  or  dust-proofed  blankets;  no  animal  pets  with 
fur  or  feathers;  and  no  odors  of  tobacco  smoke,  paint, 
cooking,  etc.  These  should  be  routine  measures,  to  be 
taken  regardless  of  the  history  or  skin  tests. 

2.  Start  a cough  mixture.  The  following  has  been 
found  to  be  highly  satisfactory": 

Codein  sulphate  0,25  gr  iv 

Ephedrine  sulphate  - 0.40  gr  vj 

Glycerin  10.00  dr  ij 

Syrup  of  hydriodic  acid 
Syrup  of  cherry  N.  F. 

aa  qs  ad  . 120.00  oz  iv 

A teaspoon  of  this  may  be  given  every  three  or  four 
hours  to  a child  three  years  of  age  or  more.  Smaller 
doses  may  be  given  proportionately  to  younger  children 
and  the  various  ingredients  may  be  varied  in  amount  as 
may  appear  desirable.  The  reason  for  the  composition 
of  this  cough  mixture  has  been  discussed  previously." 
For  a more  expectorating  effect  without  particularly 
changing  the  taste  of  the  mixture,  fluid  extract  of  ipecac 
0.20  to  .30  cc.  (3  to  5 minims)  may  be  added.  It  must 
be  remembered  that  the  fluid  extract  is  about  sixteen 
times  as  strong  as  the  more  commonly  used  syrup  of 
ipecac. 

Occasionally  an  asthmatic  attack  may  be  checked  by 
ipecac  alone,  a rather  common  procedure  in  folk  medi- 
cine which  has  been  particularly  advocated  by  Ratner."” 
The  drug  is  given  for  the  purpose  of  producing  vomit- 
ing which  is  often  followed  by  relief  of  the  asthma.  The 
dose  is  5 drops  of  the  syrup  of  ipecac  for  infants  one 
year  of  age  or  less  with  one  additional  drop  for  each 
succeeding  year."’  It  is  repeated  every  15  minutes  until 
the  child  vomits  or  until  three  or  four  doses  have  been 
given. 

3.  Start  nose  drops.  The  following  formula  has 
proven  highly  satisfactory": 

Ephedrine  sulphate  1 per  cent 

Dextrose  10  percent 

Chlorbutanol  . ...  J4  per  cent 

Distilled  water  qs 


Drops  containing  oil  or  menthol  should  not  be  used." 
Other  nose  drops  are  also  satisfactory,  particularly  one- 
quarter  per  cent  neosynephrine  (Winthrop-Stearns) , and 
occasionally  Privine  (0.05  or  0.10  per  cent)  (Ciba).  The 
latter  drops  must  be  used  with  extreme  care  and  for 
not  more  than  a few  days  at  a time  as  a disagreeable 
reaction  of  the  nasal  membranes  to  these  drops  may 
occur. 

Nose  drops  containing  a vasoconstrictor  drug  with 
penicillin  (Par-Pen  Nose  Drops — S.  K.  &F.)*  have  defi- 
nite value  in  nasal  infections.  It  is  possible  that  drops 
containing  a vasoconstrictor  drug  with  other  antibiotics 
as  bacitracin  (Bacidrin — Upjohn)  will  be  just  as  help- 
ful with  less  theoretical  risk  of  sensitizing  the  individual 
to  an  antibiotic  as  important  as  penicillin. 

The  drops  are  best  instilled  regularly  just  before 
meals  so  that  if  the  child  vomits  after  the  medication 
the  meal  will  not  be  lost  and  so  that  he  can  breathe 
easier  during  meal  times,  at  bed  time,  and  during  the 
night  as  necessary  to  permit  nasal  breathing. 

4.  Steam  inhalations.  These  are  particularly  useful 
where  the  air  is  dry,  as  in  winter,  or  in  dry  climates. 
Steam  is  irritating  to  some  children  and  in  such  cases 
should  not  be  used.  Medications,  especially  menthol, 
should  not  be  added  to  the  steam.  Prigal  ""  has,  how- 
ever, reported  considerable  success  in  the  administration 
of  aminophyllin,  sulfonamides  and  antibiotics  by  means 
of  steam  and  has  devised  an  apparatus  for  that  purpose.f 
The  general  use  of  this  procedure,  which  appears  to  be 
very  promising,  awaits  confirmation  by  other  investiga- 
tors. 

5.  Oral  administration  of  ephedrine.  Since  there  is 
but  a small  amount  of  ephedrine  in  the  cough  mixture, 
if  the  patient  is  not  yet  wheezing,  or  is  wheezing  only 
very  slightly,  additional  ephedrine  may  be  given  orally, 
say  25  to  50  mg.  (%  to  % grains)  every  four  hours. 
Frequently  a sedative  or  aminophyllin  or  both  may  be 
combined  with  the  ephedrine.  There  are  many  satisfac- 
tory proprietary  preparations  of  this  character,  some  of 
which  are  enteric  coated  and  may  be  given  at  bed  time 
with  the  uncoated  preparation  to  take  advantage  of  the 
delayed  action. 

6.  Insert  an  aminophyllin  suppository.  This  procedure, 
devised  by  Dees,"”  is  one  of  the  most  helpful  therapeutic 
agents  available  for  children  with  asthma.  If  the  pa- 
tient threatened  with  an  asthmatic  attack  is  not  wheez- 
ing, a suppository  should  be  given  nightly  at  bed  time 
until  the  danger  of  the  attack  is  passed.  For  the  treat- 
ment of  the  active  attack  it  may  be  given  every  six 
hours.  If  it  is  not  known  whether  or  not  the  child  is 
sensitive  to  barbiturates  it  is  best  to  use  a suppository 
containing  only  aminophyllin  as  the  therapeutic  agent; 
if  the  child  can  tolerate  barbiturates  these  may  be  added. 

*A  practical  simple  prescription  for  penicillin  nose  drops  is 
as  follows: 

One  soluble  tablet  penicillin  G 50,000  units 

Ephedrine  sulphate  gr.  iiss  0.03 

Normal  saline  qs  ad  Oz.  ss  16.0 

I'Available  from  the  Kaz  Manufacturing  Co.,  Inc.,  540 
Twelfth  Avc.,  New  York  18,  New  York. 
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Under  the  age  of  three  or  four  years  the  dose  of  am- 
inophylhn  hy  suppository  is  0.25  gm.  (3^  grains);  over 
this  age  0.50  gm.  (7*/:  grains).  There  are  many  satis- 
factory suppositories  of  this  nature  on  the  market  made 
up  with  bases  which  are  allergenically  inert  in  order  to 
avoid  the  use  of  coca  butter  in  patients  who  may  be 
sensitive  to  chocolate.  Occasionally  the  suppositories 
cause  Itching  or  burning,  in  which  case  they  should  be 
lightly  coated  with  an  anesthetic  cream.  If  suppositories 
are  not  available,  aminophyllin  powder  may  be  dissolved 
and  administered  through  a catheter  or  the  contents  of 
a 10  or  20  cc.  ampule  of  aminophyllin  (0.25  gm. — 
3%  grains  or  0.50  gm. — 7*s  grains)  may  be  used. 

7.  Inhalation  of  epinephrine  aerosol  1 100.  Should 
asthma  occur  and  not  be  relieved  by  the  foregoing  meas- 
ures, the  inhalation  of  epinephrine  aerosol  is  often  highly 
effective.  Some  children  as  young  as  three  years  may 
be  taught  this  procedure  effectively  hut  it  is  not  com- 
monly successful  before  the  age  of  five  or  six  years.  The 
procedure  is  midway  in  effectiveness  between  aminophyl- 
lin  administered  rectally  and  the  hypodermic  injection 
of  epinephrine.  It  is  important  to  be  sure  that  the  in- 
strument used  is  not  mechanically  defective.  A De  Vil- 
biss  No.  40  vaporizer  has  been  found  satisfactory  and 
IS  much  less  expensive  than  some  other  kinds  in  common 
use.  After  administration  of  the  aerosol  it  is  advisable 
for  the  patient  to  gargle,  or,  if  too  young  for  this,  swal- 
low a little  water,  in  order  to  prevent  irritation  of  the 
throat  or  stomach.  Overdosage  of  the  aerosol  must  be 
avoided  by  not  using  more  than  three  or  four  inhalations 
at  a treatment,  depending  upon  the  efficiency  of  the 
vaporizer. 

8.  Epinephrine  l/lOOO  by  hypodermic  injection.  If, 

in  spite  of  the  above  measures,  the  asthmatic  attack  con- 
tinues, recourse  should  be  had  without  delay  to  the  hypo- 
dermic administration  of  epinephrine  1 1000  as  the 

quickest  and  most  effective  method  of  stopping  an  asth- 
matic attack.  It  should  he  mandatory  that  someone  in 
the  f amily  of  an  asthmatic  child  he  able  to  carry  out  this 
procedure.  Besides  the  obvious  advantages  for  the  child, 
the  parents  are  usually  impressed  by  the  argument  that 
if  by  this  means  they  avoid  even  one  hou.se  call  by  a 
physician  it  will  more  than  pay  the  cost  of  the  hypo- 
dermic syringe,  needles  and  medication. 

The  two  most  common  errors  in  this  procedure  are: 
(1)  Too  long  a delay  between  the  onset  of  otherwi.se 
unrelieved  asthma  and  the  hypodermic  administration  of 
epinephrine.  It  must  be  emphasized  to  the  parents  that 
the  earlier  the  medication  is  administered,  the  more  ef- 
fective It  IS  and  the  less  the  child  will  suffer.  (2)  Im- 
proper dosage  of  epinephrine.  The  tendency  is  to  give 
too  much.  The  proper  dose  is  the  smallest  which  will 
produce  the  desired  therapeutic  effect  as  this  will  also 
have  the  least  undesirable  side  reactions.  The  dose  com- 
monly vanes  from  0.15  cc.  (2  minims)  in  early  infancy 
to  0.50  cc.  (71/i  minims)  in  older  children,  the  amount 
depending  considerably  upon  the  individual  and  the 
seventy  of  the  attack.  It  is  repeated  every  10  or  15 
minutes  until  relief  or  evidence  of  overdosage  is  mani- 
fested (pallor,  patchy  cyanosis,  cold  sweat,  nausea  and 
vomiting).  In  the  pre.sence  of  fever  larger  amounts  are 


commonly  necessary.  The  physician,  and  the  parent, 
must  learn  by  experience  with  the  child  his  optimum 
dose  for  an  attack  of  given  severity. 

Butanefrine  ( Winthrop-Stearns)  is  an  epinephrine-like 
preparation  which  does  not  have  a pressor  effect  or  com- 
monly as  many  disagreeable  side  reactions  as  epineph- 
rine. It  is  not  commonly  as  effective  as  epinephrine  but 
when  it  is,  it  is  much  more  agreeable  for  the  patient. 
It  may  be  tried  first  instead  of  epinephrine  unless  the 
attack  is  very  severe.  The  dose  is  twice  that  of  epineph- 
rine 1 1000. 

Epinephrine  in  oil  1 500,  because  of  its  slower  ab- 
sorption and  consequently  prolonged  action,  is  of  great 
value  in  some  cases.  The  dose  is  commonly  twice  that 
of  the  aqueous  preparation.  Since  the  epinephrine  is  a 
suspension  in  oil,  care  must  be  taken  to  use  a perfectly 
dry  syringe;  otherwise  overdosage  may  occur.  The  child 
should  not  be  sensitive  to  the  substance  from  which  the 
oil  is  derived  (peanut  with  the  Parke,  Davis  & Co.  and 
Squibb  preparations;  sesame  with  the  Winthrop-Stearns) . 
A gelatin  preparation  is  also  available  (Smith) . 

At  times  is  may  be  desirable  to  administer  sodium 
phenobarbital  dissolved  in  the  epinephrine  1 TOOO  solu- 
tion. The  dose  is  0.032  to  0.065  gm.  {Yi  to  I grain). 

The  burning  of  "asthma  powders”  is  a popular  home 
remedy  which  may  occasionally  give  relief  when  other 
commonly  used  measures  have  failed.  The  active  in- 
gredients are  stramonium  powder  (2  parts)  mixed  with 
an  oxidizing  agent,  potassium  nitrate  ( 1 part)  and  fuel 
such  as  powdered  anise  ( 1 part)  This  is  not  recom- 
mended as  a routine  method  of  treatment  as  the  smoke 
is  irritating  and  the  odor  disagreeable. 

Status  Asthmaticus  in  Infancy  and 
Chi  ID  HOOD 

If  the  child  has  not  been  relieved  of  the  attack  by 
the  measures  outlined  above,  he  may  then  be  said  to  be 
in  "status  asthmaticus.”  Because  of  failure  of  response 
to  epinephrine,  these  patients  are  also  said  to  be  "epineph- 
rine fast.”  This  happens  less  commonly  with  children 
than  with  adults. 

The  most  important  error  made  in  status  asthmaticus 
IS  failure  to  keep  the  patient  well  hydrated.*  Death  may 
occur  in  asthma  as  a result  of  plugging  of  the  smaller 
divisions  of  the  bronchi  and  sometimes  the  larger  divi- 
sions, with  thick  inspissated  plugs  of  mucus  which  the 
patient  cannot  cough  up  and  therefore  cause  suffocation. 
The  secretions  must  be  kept  thin  by  plenty  of  fluids, 
parenterally  administered  if  necessary,  and  by  the  inhala- 
tion of  steam  or  otherwise  dampened  air.  Because  these 
patients  have  had  repeated  injections  of  epinephrine  and 
have  usually  taken  little  or  no  nourishment,  it  is  quite 
likely  that  their  glycogen  reserves  have  been  depleted, 
.so  much  of  the  parenterally  administered  fluids  should 
contain  dextrose.  Brown-  ’ has  advocated  the  intravenous 
injection  of  ethyl  alcohol  and  this  has  been  tried  in  chil- 
dren by  Bacal  and  Bedvis"''  who  feel  it  is  of  value.  The 
suggested  dosage  is  2 cc.  per  Kg.  body  weight  of  5 per 
cent  ethyl  alcohol  in  5 per  cent  dextrose  in  saline  solu- 
tion. The  alcohol  may  be  given  in  5 per  cent  dextro.se 

*1  am  indchled  to  l,)i.  George  I’lnes.s  for  first  bringing  this 
to  my  attention. 


May,  1930 


187 


solution  if  additional  sodium  is  not  indicated.  I have 
not  as  yet  had  experience  with  this  procedure. 

Because  the  lungs  are  edematous  and  poorly  aerated 
in  status  asthmaticus  they  are  particularly  susceptible 
to  infection.  I therefore  routinely  administer  a large 
dose  of  procaine  penicillin,  300,000  units,  intramuscu- 
larly, which  is  repeated  in  24  to  48  hours  if  the  child 
is  not  well  out  of  the  attack.  As  with  epinephrine  in 
oil,  the  child  should  not  be  sensitive  to  the  substance 
from  which  the  oil  is  derived. 

The  single  most  useful  drug  in  status  asthmaticus  is 
aminophyllin  administered  intravenously.  It  is  highly 
effective  and  usually  well  tolerated.  The  lethal  dose  for 
aminophyllin  in  man  has  never  been  determined  but  is 
believed  to  be  far  beyond  the  therapeutic  range.  The 
dose  for  infants  and  children  is  the  same  in  proportion 
to  the  body  weight  as  adults  (0.006  gm.  per  Kg.  or 
1/20  grain  per  pound)  assuming  that  0.50  gm.  (714 
grains)  is  the  correct  dose  to  give  a 150  lb.  (75  Kg.) 
adult  intravenously  in  this  condition.  Any  leakage  of 
aminophyllin  around  the  vein  into  the  subcutaneous 
tissue  is  exceedingly  painful  and  when  this  occurs  1 per 
cent  procaine  should  be  immediately  injected.  Amino- 
phyllin is  also  supplied  in  2 cc.  vials  containing  0.50  gm. 
(7J4  grains)  for  intramuscular  injection.  This,  how- 
ever, is  very  painful  and  if  used  should  probably  be 
given  after  an  injection  into  the  same  site  of  one  per 
cent  procaine. 

Generally  speaking,  opiates  are  considered  contraindi- 
cated in  the  treatment  of  bronchial  asthma  because  they 
depress  the  respiratory  center  diminishing  the  cough  re- 
flex. It  is  however  occasionally  necessary  to  use  such  a 
drug  in  those  cases  of  status  asthmaticus  where  amino- 
I phyllin  is  not  tolerated  or  does  not  give  a satisfactory 
result.  I commonly  use  Demerol  mixed  with  a little 
epinephrine  1/1000  (0.20  to  0.50  cc.)  which,  under  such 
I circumstances,  while  not  influencing  the  asthmatic  attack, 
I does  appear  to  exert  a local  action  in  slowing  down  the 
! absorption  of  the  Demerol  and  prolonging  its  action. 
The  dose  for  infants  and  children  is  the  same  in  pro- 
portion to  the  body  weight  as  adults,  assuming  that  the 
dose  for  an  average  adult  of  150  lbs.  (75  Kg.)  is  100 
mg.  or  2 cc.  of  the  standard  ampoule, 
j The  oxygen  tent,  provided  the  atmosphere  is  kept 
sufficiently  moist,  should  be  used  in  severe  or  prolonged 
asthmatic  attacks  without  waiting  for  the  child  to  show 
I clinical  evidence  of  cyanosis.  I have  not  used  helium 
and  oxygen  in  children. 

As  yet  I have  not  had  under  my  care  a child  in  un- 
I complicated  status  asthmaticus  who  has  not  responded 
to  the  above  procedures.*  Others  have,  and  in  such  cases 

*Since  this  lecture  was  given  I have  seen  three  adult  asthmatics 
in  consultation,  all  of  whom  were  epinephrine  fast  and  who  were 
not  relieved  by  the  intravenous  administration  of  aminophyllin 
or  any  other  measures.  All  three  responded  to  the  administra- 
tion of  procaine  by  intravenous  drip.  The  method  used  was 
^ that  described  by  D,  Schrum  (J.  Pediat.  34:433,  1949)  for  use 
in  other  conditions.  The  dose  is  4 mg.  per  Kg.  body  weight  of 
patient  in  an  0.1  per  cent  solution  in  normal  saline  or  5 per 
I cent  dextrose.  In  two  of  these  cases  the  use  of  this  procedure 

; appeared  life  saving.  I have  not  as  yet  had  the  opportunity  of 

I using  this  procedure  in  infants  and  children  with  status  asth- 

. maticus  as  I have  had  thus  far  no  failures  of  response  to  intra- 

venous aminophyllin  in  this  age  group. 


bronchoscopy  is  recommended  for  the  purpose  of  aspirat- 
ing the  thickened  secretions.  The  youngest  patient  treat- 
ed by  Holinger*  was  two  years  of  age.  It  is  evident, 
however,  that  if  bronchoscopy  is  to  be  done,  it  should 
be  carried  out  fairly  early  and  not  as  a terminal  pro- 
cedure and  thus  precipitate  the  exitus. 

Ether  and  olive  oil  in  equal  parts  administered  rectally, 
one  ounce  per  20  lbs.  body  weight  (3  cc.  per  Kg.)  is 
recommended  for  adults  but  I have  had  no  experience 
with  this  in  children.  The  same  is  true  of  the  use  of 
avertin  (tribromethanol)  administered  rectally  although 
an  occasional  older  individual  has  responded  satisfac- 
torily. 

There  is  no  evidence  that  vitamins  have  any  specific 
value  in  the  treatment  of  bronchial  asthma.  Potassium 
chloride,  ethylene  disulphonate,  histaminase,  hapamine 
and  sulfur  in  oil  have  all  been  without  value  in  the 
treatment  of  bronchial  asthma  in  my  experience. 

Summary 

The  most  important  conditions  to  be  diiferentiated 
from  bronchial  asthma  in  infancy  and  childhood  are 
congenital  stridors  and  foreign  bodies  in  the  bronchial 
tree.  Many  other  conditions  are  listed  which  must  on 
occasion  be  considered  in  the  differential  diagnosis. 
Methods  of  aborting  and  treating  the  acute  attack  of 
asthma  and  status  asthmaticus  are  outlined  and  dis- 
cussed. 
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Chronic  Intussusception  in  Infancy 

Harry  Medovy,  M.D.* 

Winnipeg,  Canada 


Case  Report 

Dale  B.,  male,  age  7 months,  was  admitted  to  the 
Children’s  Hospital  of  Winnipeg  on  July  24,  be- 
cause of  vomiting  and  loss  of  weight.  The  baby  had 
been  well  until  three  weeks  before  admission.  On  July 
3rd  he  was  taken  suddenly  ill  with  "loose  stools  and 
colic.”  Four  loose  stools  were  passed  within  a few  hours, 
and  the  baby  seemed  to  have  considerable  intermittent 
discomfort.  The  following  day  the  stools  were  still  loose 
and  on  one  occasion  the  mother  noted  blood  in  the  stool. 
Vomiting  occurred  on  July  4th,  5th  and  6th,  after  every 
feeding.  The  stools  became  normal  on  the  fourth  day 
of  illness  and  remained  fairly  normal  from  then  on.  For 
a few  days  there  was  no  vomiting  but  then  it  was  re- 
sumed and  continued  intermittently  to  the  day  of  admis- 
sion, occurring  usually  about  an  hour  after  a feeding. 
The  baby  appeared  to  have  severe  "cramps”  almost  ev- 
ery day,  and  there  were  several  episodes  of  screaming 
and  drawing  up  of  legs.  There  was  a loss  of  three 
pounds  in  weight  during  the  three-week  illness.  Because 
of  the  continued  vomiting,  recurrent  abdominal  pain, 
and  marked  loss  of  weight,  the  child  was  referred  to 
hospital  by  the  attending  physician. 

Intravenous  fluids  and  oral  glucose  series  were  started. 
Consultation  on  the  second  hospital  day  found  a listless 
baby  with  evidence  of  marked  recent  weight  loss.  His 
temperature  was  normal.  The  abdomen  was  moderately 
distended  and  a mass  was  felt  in  the  epigastrium.  Palpa- 
tion of  the  mass  caused  the  baby  to  draw  up  his  legs  and 
whimper.  The  mass  had  a doughy  feel  and  was  difficult 
to  outline  but  seemed  to  fill  the  entire  epigastrium.  Rec- 
tal examination  was  negative. 

Observed  during  a feeding,  the  baby  seemed  hungry 
but  as  soon  as  he  began  to  take  the  feeding  showed 
signs  of  extreme  discomfort.  He  would  stop  feeding  at 
frequent  intervals,  stiffen  out  his  body  and  scream.  The 
mother  was  then  asked  to  recall  the  details  of  the  onset 
of  the  illness  with  particular  reference  to  blood  in  the 
stool.  She  remembered  then  that  the  "blood  in  the 
stool”  on  the  second  day  of  illness  was  considerable  in 
amount — she  thought  "about  a cupful.” 

With  the  history  of  an  acute  onset  of  abdominal  pain, 
the  pa.ssage  of  blood  in  the  stool,  the  persistence  of  vom- 
iting and  marked  wasting  over  a three-week  period,  a 
diagnosis  of  chronic  intussusception  was  made.  A barium 
enema  was  given.  The  radiologist’s  report  was  as  fol- 
lows: "The  opaque  enema  filled  as  far  as  the  mid-trans- 
verse  colon  where  there  was  definite  evidence  of  an  intus- 
susception. This  appeared  unusual  in  that  there  was  a 

*As,sist.int  I’rofcssor  of  Pediatrics,  University  of  Manitoba, 
Winnipeg,  Canada. 


Fig.  1.  Head  of  intussusception  near  splenic  flexure.  Note 
absence  of  small  bowel  dilatation. 


large  amount  of  small  bowel  filling  the  cecum,  ascending, 
and  part  of  the  transverse  colon.”  (See  Figure  1.) 

At  operation  (by  Dr.  M.  R.  MacCharles)  the  intus- 
susception was  reduced  with  considerable  difficulty.  The 
apex  of  the  intussusception  consisted  of  small  bowel 
which  had  advanced  to  the  splenic  flexure.  The  bowel 
was  extremely  congested  but  the  circulation  seemed  to 
be  unimpaired.  Recovery  was  uneventful.  The  child 
took  his  feedings  well.  There  was  almost  no  postopera- 
tive vomiting  and  intravenous  therapy  was  discontinued 
on  the  third  postoperative  day.  He  was  discharged  from 
hospital  on  the  tenth  postoperative  day — exactly  one  ,| 
month  from  the  date  of  onset  of  his  symptoms.  He  has 
remained  well.  |i 

Discussion 


Chronic  intussusception  occurs  very  infrequently  in  in- 
fancy. In  1945  Garvie  and  Kemp'  reviewed  the  British 
literature  from  1873  and  collected  62  cases,  to  which  they 
added  three  of  their  own.  Thirty-three  occurred  in  the 
first  three  years  of  life,  and  ten  occurred  in  infants  under 
one  year  of  age.  In  1947  Wyllie  and  Pugh"  reported 
three  cases,  one  of  them  an  infant  aged  three  months. 
Mayo  and  Phillips'*  reported  a series  of  39  cases  in 
1934,  in  which  the  youngest  patient  was  ten  years  of  age. 

The  onset  of  symptoms  in  a case  of  chronic  intus- 
susception is  rarely  dramatic.  There  may  be  no  vomiting 
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and  blood  may  be  absent  from  the  stool.  The  onset 
often  resembles  an  acute  entero-colitis.  Since  the  ob- 
struction is  not  complete,  normal  stools  may  be  passed. 
There  is  usually  periodic  vomiting,  attacks  of  severe 
"colic”  and  progressive  and  rapid  loss  of  weight.  To 
quote  Stillk  "On  a particular  day  the  child  seemed  to 
have  pain  in  the  abdomen  and  vomited  once  or  twice. 
During  the  next  few  days  he  occasionally  vomited,  gen- 
erally in  association  with  a colicky  pain.  The  vomiting 
has  become  less  frequent,  only  once  in  two  or  three  days, 
and  the  pain  is  only  occasional.  The  bowels  which  before 
were  open  daily,  have  since  the  onset  been  less  regular — 
the  stools  have  been  normal;  there  has  been  no  blood  in 
the  stool,  or  at  most  there  has  only  been  a streak  once 
or  twice,  such  as  might  be  seen  on  the  stool  of  any  con- 
stipated child.  The  symptoms  which  had  troubled  the 
parents  most  is  the  wasting;  the  child  after  three  or  four 
weeks  of  these  vague  troubles  is  obviously  getting  thin. 
. . . Such  is  the  history,  and  with  a duration  of  some 
weeks  even  the  finding  of  a more  or  less  definite  lump 
in  the  abdomen  may  hardly  raise  a suspicion  of  intus- 
susception, especially  when  the  mother’s  chief  complaint 
is  the  wasting.” 

In  chronic  intussusception,  obstruction  is  incomplete 
or  intermittent  and  interference  with  vascular  supply  of 
the  bowel  is  minimal.  It  has  been  suggested  ’ that  a con- 
genital type  of  mesenteric  formation  exists  in  such  cases. 
Fusion  of  the  peritoneum  of  the  ascending  and  descend- 
ing portions  of  the  colon  with  the  peritoneum  of  the 
posterior  abdominal  wall  does  not  occur.  There  is  a 
persistence  of  an  ascending  and  descending  mesocolon. 
The  longer  these  mesenteries  are,  the  less  tension  there 
will  be  on  the  blood  supply  of  the  intussuscipiens. 

Intussusception  in  infancy  may  also  occur  in  an  inter- 
mittent or  a recurrent  form.  In  the  intermittent  form 
episodes  of  severe  abdominal  pain,  with  or  without  vom- 
iting may  occur.  These  episodes  last  a few  minutes  to 
a few  hours  and  are  followed  by  a period  of  complete 
relief  from  symptoms.  The  infant  appears  quite  well 
for  a day  or  two  and  then  the  symptoms  suddenly  recur. 
There  is  little  or  no  loss  of  weight.  The  following  is 
an  example  of  this  type  of  intussusception:  Stanley  N., 
age  26  months,  developed  sudden  severe  abdominal  pain. 


and  vomited  once.  The  pain  was  intermittent  and  he 
would  "double  up”  and  hold  his  abdomen  while  it  lasted. 
As  soon  as  the  pain  left,  he  felt  well  and  played  about 
the  house.  He  was  carefully  examined  on  the  day  of 
onset  of  pain.  No  masses  were  felt,  and  there  was  no 
abdominal  tenderness.  An  enema  produced  normal  fecal 
return.  His  symptoms  recurred  once  or  twice  a day  for 
four  days.  A leucocyte  count  was  normal.  He  was  seen 
by  a surgeon  on  the  third  day,  who  did  not  believe  he 
had  a surgical  abdomen.  On  the  5th  and  6th  day,  he 
was  completely  free  from  symptoms.  On  the  7th  day, 
his  pain  recurred  again  and  was  quite  severe,  although 
not  more  so  than  during  the  first  attack.  Abdominal  ex- 
amination was  negative.  A barium  enema  revealed  an 
intussusception  which  was  easily  reduced  at  operation 
an  hour  later.  There  has  been  no  recurrence. 

The  recurrent  form  is  seen  fairly  frequently.  Within 
the  last  eighteen  months  three  operations  have  been  per- 
formed for  acute  intussusception  in  a two-year-old  child 
under  my  care.  Gross  and  Ladd  refer  to  a child  who 
had  four  successive  operations  for  intussusception. 

Neither  the  intermittent  nor  the  recurrent  form  should 
be  classed  as  chronic  intussusception.  They  are,  in  fact, 
acute  intussusceptions  with  either  spontaneous  or  opera- 
tive reduction,  and  then  recurrence  in  a matter  of 
hours,  days  or  weeks. 

The  case  herein  presented  conforms  closely  to  Still’s 
description  quoted  above.  The  marked  loss  in  weight 
becomes  so  prominent  a part  of  the  clinical  picture  that 
the  possibility  of  an  intussusception  may  be  overlooked, 
as  it  nearly  was  in  this  case.  In  any  infant  with  a his- 
tory of  vomiting,  severe  abdominal  pain  and  marked 
loss  of  weight,  even  if  the  symptoms  have  persisted  for 
many  weeks,  chronic  intussusception  should  be  consid- 
ered as  a possible  diagnosis. 
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Vascular  Occlusion  in  Infancy"" 

S.  Israels,  M.D.,  F.R.C.P.(C)  and  David  Stein,  M.D. 
Winnipeg,  Manitoba 


WE  are  prone  to  think  of  embolism  or  thrombosis 
as  occurring  only  in  adults,  yet  vascular  occlusion 
in  children  has  been  well  recognized  for  some  time.’’"-'^ 
Thus  Gross'  has  been  able  to  collect  41  cases  from  the 
literature  and  has  added  six  of  his  own.  The  reason  for 
the  vascular  occlusion  in  the  pediatric  age  group  is  often 
not  evident  despite  systematic  search  for  the  underlying 
defect.  The  following  case  was  studied  at  the  Children’s 
Hospital  in  Winnipeg. 

Case  Report 

Reggie  S.,  a male  premature  infant  (birth  weight  2200  gms.) 
was  admitted  to  the  Children's  Hospital  on  December  1,  1948 
at  the  age  of  18  days  because  of  blue  spells  and  upper  respira- 
tory infection.  These  cyanotic  spells  began  at  the  age  of 
12  days. 

Physical  examination  was  essentially  negative.  Temperature 
was  99.4°  by  rectum.  X-ray  examination  of  the  chest  revealed 
some  residual  atelectasis  in  the  left  lung.  Cultures  of  the  naso- 
pharynx grew  hemolytic  staphylococcus  aureus,  coagulase  posi 
tive.  Hemoglobin  was  10  gms.,  RBC  5.9  M,  and  the  WBC 
11,100.  Urinalysis  was  negative. 

On  the  third  hospital  day  the  infant  developed  blisters  at  the 
ends  of  the  first  and  second  toes  of  the  right  foot.  These  areas 
gradually  became  gangrenous  and  eventually  the  terminal  pha- 
lanx of  the  first  and  second  toes  underwent  spontaneous  amputa- 
tion. The  skin  of  the  area  healed  well  by  January  3,  1949  and 
the  patient  was  discharged  from  the  hospital.  Discharge  weight 
was  3300  gms.  Figures  1 and  2 illustrate  the  changes  occurring 
in  this  case. 

As  we  were  obviously  dealing  with  a gangrene,  an  attempt 
was  made  to  establish  the  cause  of  the  impairment  in  the  cir- 
culation. The  dorsalis  pedis  and  the  posterior  tibial  vessels  both 
pulsated  well  which  places  the  obstruction  distal  to  these  points. 
Blood  cultures  to  identify  a septicemia  with  septic  emboli  were 
negative.  X-ray  examination  of  the  heart  and  subsequent  follow- 
up one  year  later  revealed  no  evidence  of  congenital  abnormality 
of  the  heart  as  a source  of  emboli. 

Investigation  of  the  clotting  mechanism  revealed  a normal 
platelet  count  of  310,000  per  cubic  millimeter  and  a prothrom- 
bin times  which  was  normal.  There  was  no  evident  polycythemia 
and  the  clotting  time  by  the  Lee-White  method  was  4.5  minutes. 

At  re-cxamination  at  the  age  of  one  year  the  child  was  nor- 
mal except  of  the  missing  terminal  phalanx  of  the  great  toe 
and  second  toe  of  the  right  foot. 

Discussion 

This  case  records  a vascular  occlusion  in  tlie  limb  in 
the  newborn  period.  It  was  impossible  at  the  time  of  the 
acute  episode  to  determine  the  cause  of  this  occlusion. 
Search  was  made  in  the  vascular  bed,  in  the  clotting 

From  the  Children’s  Hospital,  Winnipeg,  Manitoba,  and  the 
Department  of  Pediatrics,  University  of  Manitoba. 


mechanism,  and  in  the  circulating  elements  for  the  cause 
of  this  disaster,  but  all  search  was  futile. 

Gross'  in  his  discussion  of  the  causes  of  vascular  oc- 
clusion in  infancy,  pays  attention  to  sepsis,  congenital 
heart  disease,  trauma,  closure  of  the  ductus  arteriosus 
and  closure  of  the  umbilical  vessels  as  possible  sites  of 
embolic  origin. 

In  cases  that  survive,  one  can  only  exclude  as  sources 
of  emboli,  such  things  as  sepsis,  congenital  heart  disease, 
and  possible  trauma.  These  were  all  excluded  in  this  par- 
ticular instance. 

In  the  management  of  these  cases,  prevention  of  sec- 
ondary infection  and  the  maintenance  of  the  metabolic 
activity  of  the  part  at  a low  level  by  keeping  the  limb 
at  room  temperature  is  imperative.  One  must  lean  to  the 
conservative  side  in  the  treatment,  for  the  final  loss  of 
tissue  may  be  exceedingly  small  when  compared  with  the 
original  extent  of  impaired  circulation.  Gross  has  amply 
demonstrated  this  in  three  of  his  own  cases  and  has 
cautioned  against  resorting  to  amputation  too  early. 
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Fig.  1 (left).  Appearance  of  toes  during  acute  phase. 

Fig.  2 (right).  X-ray  appearance  of  toes  after  acute  phase. 


AMERICAN  BABY  WEEK 

Baby  Week  in  1950  will  be  observed  from  April  29th  through  May  6th. 
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Tay-Sachs^  Disease— Amaurotic  Family  Idiocy 

Robert  B.  Tudor,  M.D. 

Fargo,  North  Dakota 


Tay-Sachs’  disease  is  a progressive,  uniformly  fatal 
degeneration  of  the  nervous  system.'"*  The  retinal 
changes,  which  appear  about  the  seventh  to  eighth 
I month,  consist  of  an  opaque,  whitish  area  in  the  macular 
I area,  which  is  due  to  the  swelling  and  degeneration  of 
I the  ganglion  cells  of  the  retina,  with  a blood  red  spot 
I in  its  center.*  Because  of  the  rarity  of  this  condition  in 
I Gentiles — only  three  cases  verified  by  necropsy*’* — the 

j following  two  patients  are  described, 

j Case  Reports 

, Case  I.  A 12-months-old  white  male  infant,  born  spon- 
I taneously  at  term  with  a birth  weight  of  10 /i  pounds,  appar- 

I ently  normal  at  birth.  The  parents  first  suspected  he  was  re- 

I tarded  at  the  age  of  six  months  because  he  did  not  attempt  to 

1 hold  his  head  up  or  to  sit  up.  Even  earlier,  he  had  not  been 

I as  active  as  the  older  sibling,  did  not  move  around  in  bed,  roll 

! over,  or  move  his  arms  and  legs  as  much  as  he  should. 

Physical  examination  disclosed  a 12-months-old  white  male 
infant,  weight  12  kilograms,  rectal  temperature  103.8°  F.  The 
patient  lay  on  his  back  without  demonstrating  much  activity 
and  made  no  attempt  to  grasp  objects  dangled  before  him. 
There  was  no  general  glandular  enlargement.  When  the  child 
' was  held  in  the  sitting  position,  the  chin  rested  on  the  chest. 
When  placed  on  his  stomach,  the  child  did  not  attempt  to 
raise  his  head  or  roll  over.  The  pupils  reacted  to  light  equally. 
Ophthalmoscopic  examination  showed  a moderate  atrophy  of 
both  optic  discs  and  a cherry  red  spot  in  the  center  of  an  opaque 
zone  in  both  macular  areas.  Bronchus  and  crepitant  rales  were 
heard  throughout  both  lungs.  The  spleen  and  liver  were  not 
palpable.  The  extremities  were  flaccid.  Following  any  sudden 
noise,  the  child  showed  an  exaggerated  Moro  type  of  reaction, 
first  flexing  and  then  extending  all  of  his  extremities.  The  other 
reflexes  were  essentially  normal.  There  was  no  Babinski  reflex. 
The  Kahn,  Kline,  and  Mazzini  tests  were  negative. 

The  father  was  an  orphan  and  knew  nothing  about  his  an- 
cestry. The  mother’s  family  has  been  of  English  ancestry  for 
at  least  four  generations.  There  are  no  known  retarded  children 

I in  any  branch  of  the  family.  There  is  one  normal  sibling,  four 
years  of  age. 

Case  2.  A 15-months-old  white  female  infant  was  brought 
to  the  hospital  because  of  inability  to  sit  unsupported  or  to 
stand.  The  prenatal,  delivery,  and  neonatal  periods  were  not 


significant.  Fder  birth  weight  was  IVi  pounds.  This  infant  was 
thought  to  be  normal  until  she  was  eight  months  of  age.  At 
this  age  she  had  made  no  attempt  to  sit  up  and  would  not  roll 
over  in  bed.  The  parents  did  not  notice  any  decrease  in  activity 
at  this  time  but  stated  that  she  moved  actively  in  her  bed  and 
would  grasp  and  hold  objects  handed  to  her.  The  parents  had 
noticed  that  she  had  become  very  nervous  and  that  any  noise 
would  make  her  jerk  her  arms  and  legs  and  cry. 

Physical  examination  disclosed  a well-developed  white  female 
infant,  weight  10  kilograms,  rectal  temperature  37.2°C.,  98.7°F. 
The  patient  was  a stupid-looking  child,  lying  quietly  in  bed. 
There  was  no  general  glandular  enlargement.  She  could  not  sit 
unsupported.  The  child  made  no  effort  to  reach  for  objects 
held  in  front  of  her.  When  an  object  was  placed  in  her  hand, 
she  would  grasp  and  hold  it  for  a few  seconds.  Any  sudden 
noise  made  all  her  extremities  flex,  and  she  began  to  cry.  Her 
pupils  reacted  to  light  equally.  Ophthalmoscopic  examination 
showed  atrophy  of  the  optic  discs,  and  there  was  a bright  cherry- 
red  spot  visible  in  both  macular  areas,  in  the  middle  of  an 
opaque  zone.  The  spleen  and  liver  were  not  palpable.  The 
patient  was  able  to  move  her  arms  and  legs  actively.  All  her 
reflexes  were  increased.  The  Babinski  reflexes  were  negative. 

Both  parents  were  of  English  ancestry  and  there  never  had 
been  any  Jewish  blood  in  their  family,  as  far  back  as  they  know. 
There  was  one  sibling,  four  years  of  age,  whose  growth  and 
development  were  normal. 

Summary 

Two  cases  of  amaurotic  family  idiocy  (Tay-Sachs’ 
disease)  in  non-Jewish  infants  are  reported. 

* * 

My  thanks  are  due  to  Dr.  W.  C.  Davison,  Dean,  the  Duke 
University  School  of  Medicine,  for  his  assistance  in  the  prepara- 
tion of  this  paper. 
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Treatment  of  Rheumatoid  Arthritis  and  other 
Rheumatic  Conditions  with  Salicylate  and 
Para-Aminobenzoic  Acid* 

(A  study  of  125  patients) 

Richard  T.  Smith,  M.D.i 
Philadelphia,  Pennsylvania 


The  history  of  the  treatment  of  rheumatic  affections 
with  salicylates  is  a long  and  notable  one.  For 
almost  three  quarters  of  a century,  indeed  from  the  first 
writings  of  Strieker'  and  MacLagan-  in  1876,  the  sal- 
icylates have  remained  the  drug  of  choice  in  the  treat- 
ment of  the  arthritides.  The  pre-eminence  of  the  sal- 
icylates is  so  well  known  and  universally  accepted  that 
one  does  not  need  to  prove  the  point  by  documentation, 
even  though  this  could  easily  be  done. 

Over  the  years  many  new  salicylate  compounds,  such 
as  acetylsalicylic  acid,  were  synthesized  and  many  com- 
binations of  salicylates  with  other  substances,  such  as 
sulfur  and  succinates,  were  introduced  into  therapeutics. 
They  did  not,  however,  achieve  any  noteworthy  improve- 
ment in  salicylate  therapy. 

Progress  in  Salicylate  Therapy 
The  first  significant  advance  in  salicylate  therapy 
came  in  1946  with  the  demonstration  of  Dry,  Butt  and 
Scheifley*  that  the  addition  of  para-aminobenzoic  acid 
to  the  rheumatic  fever  salicylate  regimen  markedly  in- 
creased the  concentration  of  salicylate  in  the  blood  with 
an  attending  rapid  remussion  of  the  signs  and  symptoms 
of  the  disease.  In  the  words  of  the  authors:  ".  . . there 
was  a dramatic  and  complete  clinical  response  . . .” 

The  elevated  blood  salicylate  level  was  shown  to  be 
related  to  a reduction  in  the  rate  of  its  urinary  excre- 
tion. In  turn,  the  salicylate  increased  the  blood  concen- 
tration of  para-aminobenzoate. 

This  latter  fact  is  of  importance  since  Rosenblum  and 
Fraser*  showed  shortly  thereafter  that  para-aminobenzoic 
acid  apparently  is  itself  an  active  antirheumatic  agent. 
The  administration  of  para-aminobenzoic  acid  alone  re- 
sulted in  " . . . a prompt  fall  in  temperature  and  relief 
of  joint  pains.”  This  constituted  a new  contribution  but 
not  a surprising  one  for  it  is  well  known  that  sodium 
benzoate  and  other  benzoates  have  in  common  with  the 
salicylates,  although  to  a lesser  degree,  analgesic,  anti- 
pyretic and  antirheumatic  activity. 

'(•rom  tlie  Artliritis  Clinics  of  tlic  Jefferson  Medic.Tl  College 
,ind  Hospital;  I'ennsylvania  Hospital;  Ifenjamin  I'ranirlin  (Jlinic, 
I’liiladelpliia,  I’a. 

if.'liief  of  Aitlirnis,  Jefferson  Medical  (.'ollege  and  Hospital; 
(diief  of  Arthritis,  I'ennsylvania  Hospital;  Rheiiinatologist,  [5en 
jamin  franklin  Clinic,  Philadelphia,  I’a. 


These  workers  also  observed  one  case  in  which  para- 
aminobenzoic  acid  alone  failed  to  give  relief,  probably 
because  of  inadequate  dosage,  but  the  addition  of  sal- 
icylate resulted  in  prompt  remission.  It  appears,  there- 
fore, from  this  and  the  results  of  Dry  and  his  associates 
that  salicylate  and  para-aminobenzoate  act  synergistically. 
With  this,  Weston  ' concurs  when  he  states  ".  . . para- 
aminobenzoic  acid  in  conjunction  with  the  salicylates  . . . 
seems  to  have  synergistic  action.” 

The  original  findings  of  Dry  and  his  co-workers  have 
been  amply  confirmed.''- ' One  can  accept  as  estab- 
lished, therefore,  that  salicylates  and  para-aminobenzoic 
acid  have  a reciprocal  effect  in  increasing  their  concen- 
tration in  the  blood  when  they  are  administered  together 
orally,  that  the  increased  blood  salicylate  level  results 
from  a decreased  rate  of  the  urinary  excretion  of  sal- 
icylate, and  that  attending  the  higher  blood  salicylate 
level  there  is  prompt  remission  of  symptoms. 

Mechanism  of  Blood  Elevating  Action 
OF  Para-aminobenzoic  Acid 

With  the  objective  of  elucidating  the  mechanism  by 
which  para-aminobenzoic  acid  decreases  the  rate  of  ur- 
inary excretion  of  salicylate  and  elevates  the  blood  sal- 
icylate concentration.  Dry  and  other  associates'  carried 
out  additional  studies.  It  was  found  that  there  was  a 
marked  decrease  in  the  conjugation  in  the  body  of  gly- 
cine (amino-acetic  acid)  with  salicylic  acid  to  form  sal- 
icyluric acid,  and  a corresponding  fall  in  this  urinary 
fraction.  There  was  also  a definite  reduction  in  the  free 
salicylate  fraction. 

Earlier  work  by  Kapp  and  Coburn’"  indicated  that 
the  approximately  80  per  cent  of  the  sodium  salicylate 
ingested  by  humans  which  is  excreted  by  the  kidney  is 
present  in  the  urine  in  four  different  forms  and  frac- 
tions, namely,  salicylic  acid,  20  per  cent;  salicyluric  acid, 
“35  per  cent;  gentisic  acid,  4 to  8 per  cent;  and  the  re- 
mainder is  conjugated  with  glucuronic  acid. 

It  is  evident  then  from  the  work  of  Salassa,  Bollman 
and  Dry'  that  para-aminobenzoic  acid  significantly  alters 
the  two  principal  urinary  salicylate  fractions,  i.  e.,  free 
salicylic  acid  and  salicyluric  acid.  Parker"  found,  also, 
that  the  free  salicylate  fraction  is  greatly  diminished  by 
the  concurrent  administration  of  para-aminobenzoic  acid. 
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Both  groups  are  in  agreement  that  the  reduced  rate  of 
renal  clearance  of  the  free  salicylate  fraction  is  related 
to  the  shift  occurring  in  the  pH  of  the  urine  to  the  acid 
side.  That  a direct  relationship  exists  between  the  pH 
of  the  urine  and  the  renal  clearance  of  free  salicylate 
is  shown  also  by  the  data  of  Hoffman  and  Nobe'"^  and 
of  Caravati  and  Cosgrove.'”  For  example,  when  the  pH 
. of  the  urine  is  6.2  to  7.9  salicylate  excretion  is  2 to  8 
! times  as  great  as  at  the  definitely  acid  pH  of  4.8. 

j These  data  are  in  complete  accord  with  the  established 
[j  fact  that  the  simultaneous  administration  of  sodium  bi- 
j'  carbonate  with  sodium  salicylate  markedly  reduces  the 
i blood  salicylate  levels' by  promoting  its  urinary  ex- 
cretion.''’'''i-  Obviously,  such  administration  of  alkali 
reduces  salicylate  efficacy  whereas  para-aminobenzoic 
acid  enhances  it. 

It  is  desirable,  therefore,  to  maintain  the  urine  on  the 
normally  acid  side  and  of  minimum  volume  to  conserve 
maximally  both  the  ingested  salicylate  and  the  para- 
aminobenzoic  acid.  Furthermore,  it  must  be  remembered 
that  a significant  factor  of  the  blood  salicylate  elevating 
action  of  para-aminobenzoic  acid  is  the  reduction  in  the 
formation  in  the  body  of  salicyluric  acid  and  a corres- 
ponding decrease  in  this  urine  fraction.  Apparently 
this  action  is  not  related  to  the  pH  of  the  urine  but  is 
a specific  effect  on  the  metabolism  of  salicylate  in  the 
body. 

Mechanism  of  Antirheumatic  Action 
OF  Salicylate 

The  dramatic  relief  afforded  by  the  salicylates  in  the 
rheumatic  affections  has  made  it  difficult  for  many  to 
retain  the  idea  commonly  held  that  it  is  connected  largely 
with  the  analgesic  and  antipyretic  actions  of  salicylates. 
A large  body  of  data'’^  has  accumulated  during  the  last 
few  years  which  sheds  light  on  the  nature  of  the  rheu- 
j matic  processes  and  the  influence  of  salicylate  thereupon. 

It  appears  that  the  action  of  salicylate  may  be  a rather 
■ specific  one  involving  the  inhibition  or  inactivation  of 
I the  enzyme  hyaluronidase,  the  so-called  "spreading  fac- 
I tor.”  It  will  be  recalled  that  hyaluronidase,  present  in 
I certain  tissue  cells  and  in  many  strains  of  hemolytic 
streptococci,  has  as  one  of  its  substrates,  hyaluronic  acid, 
I present  in  relatively  high  concentrations  in  the  skeletal 
I tissues  of  mesenchymal  origin,  viz.,  connective  tissue, 
i fascia,  muscle,  ligament,  joint  capsule,  synovial  mem- 
j brane,  articular  cartilage  and  even  bone.  The  site  of  the 
|.  rheumatic  lesion  is  in  these  tissues.  However,  it  must 
I be  stated  that  while  it  appears  that  salicylate  inhibits 
I hyaluronidase,  it  has  not  been  established  definitely  that 
I a direct  relationship  exists  between  hyaluronic  acid  me- 
I tabolism  and  rheumatic  disease,  although  the  evidence 
i is  suggestive. 

I 

! Mechanism  of  Antirheumatic  Action  of 

! I Para-aminobenzoic  Acid 

As  previously  stated,  the  benzoates  share  in  kind  but 
to  a lesser  degree  the  actions  of  the  salicylates.  Whether 
! the  antirheumatic  action  of  para-aminobenzoic  acid  in- 
' volves  the  same  mechanism  as  apparently  does  that  of 


salicylate,  i.  e.,  inhibition  of  hyaluronidase,  cannot  be 
stated.  It  is  possible  that  this  is  true,  but  until  the  re- 
sults of  studies  along  this  line  are  published  it  is  im- 
possible to  be  specific. 

Clinical  Material 

The  present  report  deals  with  the  clinical  effectiveness 
of  a combination  of  sodium  salicylate  and  sodium  para- 
aminobenzoate — Pabalate* — as  compared  with  sodium 
salicylate  alone,  in  a series  of  125  patients  with  various 
types  of  rheumatic  disease. 

The  rheumatic  conditions  represented  in  this  study  are 
summarized  in  Table  I.  Thirty-five  of  the  patients  had 
active  rheumatoid  arthritis — involving  only  the  periph- 
eral joints  in  20,  only  spinal  joints  in  10,  and  both 
peripheral  and  spinal  joints  in  five.  Each  of  these  pa- 
tients had  an  erythrocyte  sedimentation  rate  (ESR) 
greater  than  30  mm.  per  hour.  Aching  pain  and  stiff- 
ness after  inactivity,  particularly  on  first  arising  in  the 
morning  were  constant  findings. 

There  were  also  35  patients  with  moderate  to  severe 
osteoarthritis,  demonstrable  by  roentgenograms  as  involv- 
ing the  knees  of  15,  the  hips  of  10  and  the  terminal 
interphalangeal  joints  (Heberden’s  Nodes)  in  the  re- 
maining 10.  Fifteen  additional  patients  had  x-ray  dem- 
onstrated osteoarthritis  of  the  cervical  spine  which  was 
complicated  by  radicular  pain  involving  branches  of  the 
brachial  plexus. 

Thirty  patients  had  primary  fibrositis,  characterized 
by  pain  and  stiffness,  brought  on  by  inactivity  and  re- 
lieved by  activity,  heat  and  sodium  salicylate. 

Ten  patients  had  chronic  painful  shoulder,  with  severe 
limitation  of  motion  in  all  directions  and  aching  and 
stiffness,  which  had  persisted  for  more  than  thirty  days 
prior  to  the  present  study. 

Method  of  Study 

Treatment  of  each  patient  in  this  series  was  instituted 
with  the  administration  of  sodium  salicylate  every  four 
hours  during  the  day  and  continued  for  seven  days,  in 
doses  of  from  0.6  gm.  to  1.3  gm.  The  amount  of  the 
individual  dose  was  that  which  gave  relief  of  pain  and 
stiffness  without  producing  serious  toxic  symptoms.  On 
the  eighth  day  the  sodium  salicylate  dose  was  replaced 
by  one  Pabalate  tablet.  The  dose  of  this  preparation 
was  increased  to  two  tablets  every  four  hours  on  the 
thirteenth  day  and  continued  until  the  twenty-first  day. 
At  this  time  the  degree  of  relief  of  pain  and  stiffness 
was  evaluated  and  individual  modifications  of  dosages 
instituted.  No  other  treatment  was  given  and  no  other 
observations  were  made  during  this  period.  Further 
studies  are  in  progress  in  which  relationships  between 
clinical  effects  and  blood  salicylate  and  para-aminoben- 
zoate  concentrations  will  be  investigated. 

*The  salicylate — para-aminobenzoic  acid  preparation,  Pabalate, 
used  in  this  study  was  supplied  by  the  A.  H.  Robins  Company, 
Inc.,  Richmond,  Virginia,  Each  enteric  coated  Pabalate  tablet 
contains  0.3  gm.  (5  gr.)  each  of  sodium  salicylate  and  sodium 
para-aminobenzoate. 
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Resui.ts  of  Study 

The  dosages  of  sodium  salicylate  and  of  the  salicylate 
— p-aminohenzoate  combination  which  were  required  to 
produce  closely  comparable  degrees  of  comfort  are  shown 
in  Table  I.  It  will  be  observed  that  for  the  relief  of 
pain  and  stiffness  by  the  administration  of  sodium 
salicylate  every  four  hours  35  patients  (68  per  cent) 
required  0.6  gm.,  27  (21.6  per  cent)  required  1.0  gm., 
and  13  (10.4  per  cent)  had  to  have  the  larger  dose  of 
1.3  gm.  With  the  salicylate — p-aminobenzoate  combina- 
tion comparable  benefit  was  achieved  in  two  patients 
(1.6  per  cent)  with  one  tablet  every  four  hours,  in  115 
patients  (92.0  per  cent)  with  two  tablets,  and  only  eight 
patients  (6.4  per  cent)  required  three  tablets  at  a dose. 
The  greater  efficacy  of  this  preparation  is  clearly  mani- 
fested when  one  considers  that  whereas  only  68  per  cent 
of  the  patients  got  relief  from  0.6  gm.  doses  of  sodium 
salicylate,  92  per  cent  got  equal  relief  on  the  same  dos- 
age of  sodium  salicylate  in  the  form  of  Pabalate,  prob- 
ably because  of  its  para-aminobenzoate  component. 

The  greater  efficacy  of  the  combination  over  plain 
salicylate  was  quite  evident  also  in  its  more  prolonged 
effect.  During  the  period  of  sodium  salicylate  therapy 
89  patients  (72  per  cent)  felt  the  need  of  an  additional 
dose  of  the  drug  for  from  one-half  to  one  and  one-half 
hours  before  it  was  due.  However,  when  the  salicylate — 
p-aminobenzoate  preparation  was  taken,  only  three  pa- 
tients (2.4  per  cent)  felt  a decrease  in  the  afforded 
relief  or  comfort  prior  to  the  succeeding  dose. 

The  relief  of  pain  and  stiffness  was  more  rapid  with 
sodium  salicylate  than  with  the  salicylate — p-amino- 
benzoate combination.  The  discomfort  experienced  on 
awakening  in  the  morning  was  relieved  by  plain  salicylate 
m 30  to  45  minutes,  whereas  the  same  benefit  with 
Pabalate  required  three  to  four  hours.  Thus,  in  most 
cases  the  relief  of  discomfort  during  the  first  three  and 
one-half  to  four  hours  after  arising  was  not  satisfactory 
with  this  preparation.  However,  this  fact  was  not  un- 


expected since  its  enteric  coating  requires  approximately 
three  hours  to  dissolve. 

Twenty-two  patients  m the  series  had  nocturia  two 
or  three  times  and  17  had  nocturia  one  time.  These 
patients  were  instructed  to  take  their  usual  dose  of 
salicylate — p-aminobenzoate  one  time  during  the  night. 
In  the  case  of  those  who  arose  more  than  once,  the 
medication  was  to  be  taken  as  near  to  the  middle  of 
the  sleeping  period  as  possible.  When  this  middle  of 
the  night  dose  of  the  combination  was  taken  not  more 
than  five  hours  before  arising,  31  patients  (63.2  per 
cent)  had  around-the-clock  benefit.  There  were  eight 
patients  who  arose  one  time  nightly,  one  or  two  hours 
after  retiring  who  noted  a gradual  increase  in  discomfort 
between  the  first  and  second  daytime  doses.  It  is  inter- 
esting to  note  that  nine  patients,  who  previously  arose 
three  times  nightly  before  taking  the  salicylate — p-am- 
inobenzoate  combination,  decreased  to  one  time  nightly 
when  they  were  getting  24  hour  benefit  with  this  prepa- 
ration. 

Ten  patients  who,  while  taking  sodium  salicylate  were 
awakened  by  pain  one  to  two  hours  before  their  usual 
time  to  arise  in  the  morning,  were  not  awakened  early 
when  taking  the  combination.  These  same  patients  had 
relief  of  pain  in  30  to  45  minutes  and  fell  off  to  sleep 
if  they  began  the  daily  schedule  of  sodium  salicylate  at 
that  time  rather  than  at  the  usual  time  of  arising  in  the 
morning.  On  the  other  hand,  with  Pabalate  they  slept 
through  the  night  but  had  discomfort  several  hours  after 
arising.  When  these  patients  were  instructed  to  take  an 
extra  dose  of  this  preparation  in  the  middle  of  the  night, 
they  had  24  hours  of  benefit. 

At  the  end  of  the  twenty-first  day  of  the  drug  regimen 
a schedule  of  medication  was  prepared  for  each  patient, 
based  on  the  following  facts: 

1.  The  sodium  salicylate-sodium — p-aminobenzoate 
preparation  has  a delay  of  four  hours  between  in- 
gestion and  beneficial  effect. 


Table  I 

Comparison  of  Effective  Dosage  of  Sodium  Salicylate  and  Salicylate — p-aminobenzoate  Combination 


Rheumatic  Condition 

Number 

of 

Patients 

Sodium  Salic 
(Grams 
0.6  1.0 

EflFective 

ylate 

) 

1.3 

Dosage 

1 

Pabalate 

A 

Tablets 

2 

3 

Rheumatoid  arthritis,  peripheral 

20 

13 

5 

2 

0 

17 

3 

Rheumatoid  spondylitis 

10 

7 

3 

0 

0 

10 

0 

Rheumatoid,  peripheral  and  spinal  involvement 

5 

4 

1 

0 

0 

5 

0 

Osteoarthritis 

35 

22 

6 

7 

1 

32 

2 

Knee  joints 

15 

Hoberden  s nodes 

10 

Hip  joints 

10 

C’ervical  osteoarthritis  with  radicular  pain 

15 

1 1 

3 

1 

0 

13 

2 

librositis 

30 

24 

6 

0 

I 

29 

0 

CJhronic  painful  shoulder 

10 

4 

3 

3 

0 

9 

1 

Totals 

125 

85 

27 

13 

2 

1 15 

8 

Percentage 

lOOC 

68' ; 

21.6' ; 

10.4'/ 

1 .6'/ 

92'/ 

6.4'h 

May,  1950 
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I 2.  This  preparation  given  every  four  hours  through- 
I out  the  day  and  night  produces  24  hour  benefit. 

I 3.  When  the  salicylate — p-aminobenzoate  combina- 
I tion  was  not  taken  in  the  middle  of  the  night  there 

was  poor  relief  of  pain  during  the  first  four  hours 
after  arising. 

[ 4.  Sodium  salicylate  gives  relief  within  30  to  45 

minutes. 

I 5.  Some  enteric  coated  sodium  salicylate  has  a delay 
1 of  six  to  seven  hours  between  ingestion  and  bene- 

I ficial  action. 

I Those  patients  who  spent  eight  hours  or  less  in  bed 
I were  given  salicylate — p-aminobenzoate  every  four  hours 
I during  the  waking  hours  and  before  retiring  10  grains 
j of  enteric  coated  sodium  salicylate.  Those  who  remained 
in  bed  eight  to  10  hours  each  night  were  given  uncoated 
j sodium  salicylate  at  the  same  time  as  their  first  morning 
dose  of  the  combination.  Both  programs  were  successful 
I in  relieving  discomfort. 

j The  eight  patients  who  required  three  Pabalate  tablets 
every  four  hours  for  benefit  comparable  to  that  with 
sodium  salicylate  received  this  dose  from  the  twenty- 
second  to  the  twenty-eighth  day.  They  were  then  given 
' two  tablets  every  three  hours  for  one  week  with  good 
benefit  except  in  one  patient.  In  this  single  instance  there 
was  better  relief  of  pain  with  three  tablets  every  four 
hours.  These  same  patients  had  required  1.3  gms.  of 
1 sodium  salicylate  previously. 

\ Three  patients  not  included  in  this  series  reported  no 
relief  with  Pabalate  and  also  stated  that  the  tablets  ap- 
peared in  their  stools.  Examination  of  several  of  these 
tablets  revealed  that  the  contents  were  intact.  However, 
when  the  tablet  coating  was  punctured  with  a needle, 
benefit  did  occur  and  shells  of  enteric  coating  were  re- 
covered in  the  stool. 

Degree  of  Benefit 

The  patients  were  asked  to  estimate  the  degree  of 
pain  relief  with  the  two  types  of  medication,  on  the  basis 
of  one  plus  for  mild  relief  to  four  plus  for  complete 
relief  of  pain.  The  results  are  shown  in  Table  III. 
There  is  a distinct  shift  to  the  right  with  the  salicylate — 


p-aminobenzoate  combination  in  both  rheumatoid  arthri- 
tis and  fibrositis  groups.  In  osteoarthritis,  cervical  osteo- 
arthritis with  radicular  pain  and  chronic  painful  shoulder 
the  shift  to  the  right  is  less  marked.  However,  the  over- 
all picture  of  the  degree  of  pain  relief  shows  a distinct 
shift  in  the  totals  indicating  greater  benefit  from  the 
combination  than  from  plain  sodium  salicylate. 

Toxicity 

Symptoms  of  toxicity  were  manifested  by  69  (55.2 
per  cent)  of  the  125  patients  in  this  series  when  taking 
sodium  salicylate.  When  these  patient  were  changed 
from  sodium  salicylate  to  the  combination,  adverse  symp- 
toms disappeared.  Toxicity,  intolerance  or  other  adverse 
reactions  were  not  reported  by  any  of  the  patients  during 
the  administration  of  the  salicylate — p-aminobenzoate 
preparation. 

The  details  of  toxicity  are  presented  in  Table  II. 
The  figures  in  the  brackets  indicate  the  eight  patients 
with  gastric  discomfort  and  the  1 1 with  constipation  on 
the  high  dosage  of  salicylate  (1.0  gm.  and  1.3  gm.)  in 
whom  the  symptoms  persisted  even  when  the  dose  of 
sodium  salicylate  was  reduced  to  0.6  gm. 

Discussion 

The  combination  of  para-aminobenzoic  acid  and  so- 
dium salicylate  is  a definite  step  forward  in  salicylate 
therapy  for  rheumatic  diseases.  In  the  present  clinical 
evaluation  there  was  significantly  greater  relief  of  pain 
and  stiffness  with  relatively  low  doses  of  this  combina- 
tion as  compared  to  sodium  salicylate  alone.  It  is  logical 
to  reason  that  the  increase  in  efficacy  is  a reflection  of: 
(1)  the  attainment  of  higher  salicylate  blood  levels  due 
to  the  retarding  effect  of  the  para-aminobenzoic  acid 
on  the  urinary  excretion  of  salicylate.  (2)  the  syner- 
gistic antirheumatic  action  of  sodium  salicylate  and  so- 
dium para-aminobenzoate.  Actually,  there  was  greater 
comfort  produced  by  doses  of  sodium  salicylate  in  the 
form  of  Pabalate,  no  larger  than  the  smallest  dose  of 
sodium  salicylate  alone  which  was  employed.  Only  eight 
patients  (6.4  per  cent)  required  more  than  two  salicy- 
late— p-aminobenzoate  tablets  every  four  hours  for  re- 
lief, whereas  40  patients  (32.0  per  cent)  needed  more 
than  0.6  gm.  of  sodium  salicylate. 


Table  III 

Degree  of  Pain  Relief  in  Rheumatic  Diseases  Afforded  by  Sodium  Salicylate  and  Salicylate — p-  aminobenzoate  Combination 


Degree  of  Relief 


Rheumatic  Condition 

Sodium  Salicylate 

Pabalate 

1 + 

2+ 

3 t- 

4 + 

1 + 

2+ 

3 + 

4 + 

Rheumatoid  arthritis,  peripheral  . 

2 

4 

10 

4 

1 

1 

9 

9 

Rheumatoid  spondylitis  

0 

1 

4 

5 

0 

0 

4 

6 

Rheumatoid  peripheral  and  spinal  

0 

1 

2 

2 

0 

0 

1 

4 

Osteoarthritis 

9 

15 

10 

1 

7 

15 

13 

0 

Cervical  osteoarthritis  with  radicular  pain 

5 

9 

1 

0 

5 

8 

2 

0 

Fibrositis 

0 

3 

7 

20 

0 

0 

7 

23 

Chronic  painful  shoulder  

3 

4 

3 

0 

0 

7 

3 

0 

Totals  

19 

37 

37 

32 

13 

31 

39 

42 

Percentage  

.....  15.2% 

29.6% 

29.6% 

25.6% 

10.4% 

24.8% 

31.2% 

33.6% 
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Table  II 
Toxicity 


Number  o 

f Patients  Affected 

Sodium  Sal 

icylate 

Pabalate 

Dose  in  Grams 

Total 

Total 

Symptom 

0.6 

1.0 

1.3 

Tinnitus 

2 

3 

1 

6 

0 

Deafness 

9 

2 

0 

11 

0 

Gastric  Discomfort 

16( 

•8)  6 

1 

24 

0 

Nausea 

. 0 

1 

0 1 

0 

Vomiting 

0 

1 

0 y 

1 

0 

Vertigo 

. 0 

1 

0 J 

0 

Constipation 

16( 

Hi)  6(45) 

5 

27 

0 

Totals 

62 

25 

8 

69 

0 

Percentage 

49.6 

' ; 20'  , 

6.4'  1 

55.2' 

; 07> 

It  is  the  opin 

ion  o 

f the  author 

that 

many 

patients 

with  rheumatic  disease  develop  a habit  of  multiple  noc- 
turia as  aching,  pain  and  stiffness  develop  with  inactiv- 
ity. If  one  arises  during  the  night  the  natural  thing  is 
to  empty  the  bladder  before  returning  to  bed.  When 
the  salicylate  regimen  was  replaced  by  the  salicylate — 
p-aminobenzoate  combination,  nine  patients  who  for- 
merly arose  three  times  nightly,  now  aro.se  only  once, 
because  with  the  greater  and  more  prolonged  comfort 
there  was  less  disturbance  of  sleep. 

While  the  combination  of  p-aminobenzoate  and  so- 
dium salicylate  proved  to  be  more  effective  clinically  than 
sodium  salicylate  and  to  be  well  tolerated  and  free  from 
toxicity  or  adverse  reactions,  one  inadequacy  became 
evident.  This  is  related  to  the  delay  between  ingestion 
and  therapeutic  response.  The  patient  had  no  benefit 
from  the  medication  for  three  and  a half  to  four  hours 
following  the  initial  dose  of  the  day,  unless  an  extra 
dose  had  been  taken  during  the  night  within  five  hours 
of  arising  time.  As  pointed  out  above,  this  shortcoming 
was  compensated  for  by  administering  an  enteric  coated 
sodium  salicylate  tablet  with  a delayed  action  (6  to  7 
hours)  at  bed-time  or  a dose  of  plain  sodium  salicylate 
on  arising.  The  patient  can  be  directed  to  puncture  or 
chip  the  enteric  coating  of  the  first  morning  tablet  and 
thus  insure  rapid  absorption  and  prompt  onset  of  action. 

Summary 

1.  The  combination  of  sodium — p-aminobcnzoate 
with  .sodium  salicylate  as  compared  with  plain  sodium 
salicylate  has  been  demonstrated  as  providing  compara- 
ble or  greater  clinical  benefit  in  125  patients  with  a 
variety  of  rheumatic  diseases. 

2.  The  pain  relief  with  this  combination  was  superior 
to  that  with  sodium  salicylate  in  65  patients  with  rheu- 
matoid arthritis  and  fibrositis.  In  60  with  osteoarthritis, 
cervical  osteoarthritis  with  radicular  involvement  and 
chronic  painful  shoulder,  the  superiority  was  less  marked. 


3.  The  combination  gives  longer  pain  relief  than  so- 
dium salicylate  alone. 

4.  Significant  toxic  reactions  to  the  combination  were 
not  observed.  Sodium  salicylate  produced  some  toxic 
effects  in  69  (55.2  per  cent)  of  the  125  patients. 

5.  Twenty-four  hour  pain  relief  can  be  achieved  with 
Pabalate  by  proper  repetition  of  dosage. 
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Editorial 


THE  PEDIATRICIAN  AND  HIS 
COMMUNITY 

Pediatrics,  like  all  other  branches  of  medicine,  has 
come  a long  way  during  the  past  thirty  years.  Begun  as 
a specialty  concerned  chie.dy  with  the  nutrition  of  infants 
and  children,  and  the  management  of  their  acute  dis- 
eases, It  has  expanded  to  take  in  the  fields  of  growth 
and  development,  and  concerned  itself  with  the  normal 
and  abnormal  psychology  of  children.  During  the  same 
time,  the  training  of  the  general  practitioner  has  im- 
proved, so  that  he  is  well  able  to  manage  the  feeding  of 
most  infants,  and  the  treatment  of  the  acute  diseases  of 
children.  The  pediatrician  remains  a useful  member  of 
the  medical  family  chiefly  because  of  his  expanded  in- 
terests. His  training  is  now  as  much  concerned  with  the 
physically  well  child  as  with  the  sick.  He  learns  the  nor- 
mal patterns  of  physical  and  mental  growth,  and  the  dis- 
turbances which  occur  in  them.  The  influences  exerted 
by  the  family  and  the  rest  of  the  environment  upon  the 
child  are  included  in  his  consideration. 

Because  of  his  orientation,  the  pediatrician  is  peculiarly 
fitted  to  help  the  schools  and  other  agencies  in  his  com- 
munity which  are  concerned  with  children.  He  recog- 
nizes that  failure  in  school  work,  or  problems  in  dis- 
cipline, indicate  a disturbance  in  the  well-being  of  the 
child  just  as  surely  as  a fever  or  a limp.  From  his  knowl- 
edge of  growth  and  development  he  is  able  to  assess  the 
mental  and  physical  endowment  of  the  child.  The  emo- 
tional background  of  many  types  of  behavior  are  familiar 
to  him.  He  is  aware  of  certain  special  handicaps  which 
interfere  with  the  educational  progress  of  children  with- 
out being  apparent  to  the  ordinary  observer.  In  many 
instances,  he  will  require  the  services  of  other  medical 
and  allied  specialists  to  meet  the  problems  of  the  indi- 
vidual child.  His  greatest  function  is  to  recognize  and 
interpret  the  difficulties  of  the  individual,  and  to  call  on 
others  with  specialized  knowledge  for  help.  Any  com- 
munity organization  which  deals  with  the  problems  of 
children  should  include  a pediatrician. 

William  j.  Ball,  M.D.,  F.A.A.F. 

The  Northwest  Clinic,  Minot,  No.  D.ik. 


DIPHTHERIA 

Immunization  against  diphtheria  has  been  available 
almost  thirty  years.  Improvement  in  biological  products 
and  acceptance  of  their  use  routinely  by  the  medical  pro- 
fession has  brought  about  a great  reduction  in  the  inci- 
dence of  diphtheria.  It  is  possible  for  a community  to 
experience  no  cases  and  no  deaths  from  this  disease. 
However,  that  goal  is  reached  too  infrequently.  Experi- 
ence with  diphtheria  in  Minneapolis  in  the  past  ten 
years  has  been: 


Cases  Deaths 


Year  Resident  Resident 


1949  ..  ..  31  2 

1948  ..  . • 27  2 

1947  ...  ...  58  1 

1946  no  7 

1945  ...  64  2 

1944  194  3 

1943  . . . 104  4 

1942  ..  .25  0 

1941  . 19  1 

1940  . 28  3 


Within  the  first  three  months  of  this  calendar  year 
there  have  been  12  resident  cases  of  diphtheria,  with  two 
deaths.  For  the  past  15  months  our  experience  has  been: 


Diphtheria  Cases  and  Deaths  in  Minneapolis  by  Age 
AND  Immunization  Status 
January  1,  1949  through  Match  31,  1950 


Age  on  Report 

Reported  Resident  Cases 
Number 
Previously 
Total  Immunized* 

Total  Resident 
Deaths  Reported 

Total 

43 

6 

4 

Under  1 year 

0 

0 

0 

1 - 4 . . 

10 

2 

0 

5-9 

12 

3 

2 

10  - 14 

3 

1 

0 

15-19  . . 

1 

0 

0 

20  - 29 

3 

0 

0 

30  years  and  over 

14 

0 

2 

' Immunized  with  at  least  2 inoculations. 


In  reviewing  recent  cases  and  deaths,  it  was  found 
that — 

1 ) in  some  instances  there  was  delay  in  diagnosis  due 
to  failure  of  parents  to  call  a physician  early  in 
the  disease. 

2)  in  some  instances  parents  attempted  to  obtain  the 
services  of  a physician  early  in  the  disease,  but  were 
unable  to  do  so  because  the  physician  did  not  feel 
the  symptoms  were  sufficiently  serious  to  warrant 
a house  call. 

3)  in  some  instances  atypical  symptoms  dulled  alert- 
ness of  parents,  and  confused  physicians. 

4)  in  a few  instances  symptoms  were  fulminating  in 
nature  and  patients  died  before  effective  medical 
treatment  could  be  provided. 

Indifference  of  parents  and  economic  handicaps  have 
contributed  to  the  lack  of  protection  of  children  through 
iinm  unization.  In  the  middle  1930s  the  Health  Depart- 
ment had  a program  with  the  local  medical  society  for 
the  immunization  of  individuals  unable  to  pay  for  the 
service  in  the  offices  of  private  practicing  physicians. 
For  several  subsequent  years  there  were  no  funds  avail- 
able for  such  a program.  A comparatively  low  incidence 
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prevailed  until  1943  and  1944  when  104  and  194  resi- 
dent cases  were  reported,  respectively.  In  this  latter  year 
a Citizen’s  Health  Action  Committee  was  formed  in  the 
community  which  assumed,  as  one  of  its  projects,  the 
promotion  of  adequate  diphtheria  immunization.  Week- 
ly clinics  have  been  sponsored  and  financed  by  this  group 
at  a minimum  fee  or  without  cost  to  persons  unable  to 
pay  the  fee.  This  effort  has  been  helpful,  but  as  can  be 
seen  in  the  foregoing  tables,  cases  and  deaths  are  occur- 
ring with  a history  for  the  majority  of  no  immunization 
or  incomplete  immunization.  It  is  indicated  now,  as  it 
has  been  in  the  past,  that  there  is  need  for  the  combined 
efforts  of  public  agencies  and  private  practicing  physi- 
cians to  bring  about  adequate  protection  of  the  com- 
munity, especially  the  children,  against  this  disease. 

It  is  important  to  emphasize  the  need  for  booster 
inoculations.  Primary  diphtheria  inoculations  should  in- 
clude preferably  three  doses,  one  month  apart.  It  is  rec- 
ommended that  the  minimum  booster  inoculation  be  at 
least  every  three  years  from  infancy  through  age  nine. 

It  has  come  to  the  attention  of  the  Health  Depart- 
ment that  some  pediatricians  in  private  practice  are  rec- 
ommending that  the  child  be  immunized  in  his  first  year 
of  life  followed  by  a booster  shot  at  the  15th  to  18th 
month,  and  then  a booster  every  year  until  school  age; 
then  every  three  years  thereafter  to  age  12. 

Booster  inoculations  should  be  given  to  children  pre- 
viously immunized  whenever  diphtheria  is  reported  in  the 
immediate  neighborhood. 

More  frequent  nose  and  throat  cultures  are  advised 
in  cases  of  tonsillitis  and  nasal  obstruction  even  though 
no  typical  membrane  can  be  observed.  Reduction  of  the 
incidence  of  diphtheria  to  a possible  no  cases  and  no 
deaths  lies  in  the  continuous  and  combined  efforts  of 
practicing  physicians,  health  departments,  and  other 
health  agencies. 

F.  J.  Hill,  M.D.,  M.P.H. 

Commissioner  of  Health 

Minneapolis,  Minnesota 


Future  Meetings 


The  sixteenth  annual  meeting  of  the  American  College 
of  Chest  Physicians  will  be  held  at  the  St.  Francis  Hotel, 
San  Francisco,  California,  June  22  through  25,  1950. 
An  interesting  scientific  program  has  been  arranged  for 
the  meeting. 

The  next  oral  and  written  examinations  for  Fellow- 
ship will  be  held  in  San  Francisco,  June  22,  1950.  Can- 
didates for  Fellowship  in  the  College  who  would  like 
to  take  the  examinations  should  contact  the  Executive 
Secretary,  American  College  of  Chest  Physicians,  500 
North  Dearborn  Street,  Chicago  10,  Illinois.  Dr.  Karl 
H.  Pfuetze,  Cannon  Falls,  serves  as  the  Governor  of  the 
College  for  the  State  of  Minnesota  and  Dr.  John  F. 
Briggs,  St.  Paul,  is  the  residing  president  of  the  Minne- 
sota chapter. 


PROGRAM  OF  NORTH  DAKOTA  STATE 
MEDICAL  ASSOCIATION 

The  sixty-third  session  of  the  House  of  Delegates  will  con- 
vene with  its  headquarters  in  the  Dacotah  Hotel,  Grand  Forks, 
May  27,  at  8:00  P.M.,  with  Dr.  A.  E.  Spear,  Dickinson,  North 
Dakota,  as  speaker  of  the  House  of  Delegates.  Business  sessions 
will  continue  throughout  Sunday.  All  officers,  councillors,  and 
members  of  the  House  of  Delegates  will  be  housed  in  the  Da- 
cotah Hotel  where  reservations  have  already  been  made. 

Dr.  W.  C.  Dailey,  general  chairman  on  arrangements,  an- 
nounces that  there  will  be  a complete  two  day  scientific  pro- 
gram throughout  Monday  and  Tuesday,  May  29  and  30,  to  be 
held  in  the  Grand  Forks  high  school  auditorium.  The  large 
technical  exhibit  will  be  housed  in  the  recreation  room  of  the 
Grand  Forks  high  school. 

The  scientific  program  as  arranged  by  the  committee,  com- 
posed of  Dr.  E.  A.  Haunz,  chairman.  Dr.  R.  E.  Mahowald, 
Dr.  Charles  Graham  and  Dr.  Lloyd  Ralston,  is  as  follows: 

Monday,  May  29 

J.  S.  Lundy,  M.D.,  Mayo  Clinic,  Rochester,  Minnesota — "The 
Use  of  Anesthesia  in  General  Practice” 

John  T.  Reynolds,  M.D.,  University  of  Illinois  College  of  Medi- 
cine, Chicago — "Cancer  of  the  Large  Bowel” 

Nelson  W.  Barker,  M.D.,  Mayo  Clinic,  Rochester,  Minnesota — 
"Diagnosis  and  Treatment  of  Chronic  Occlusive  Arterial  Dis- 
ease of  the  Extremities” 

Robert  B.  Radi,  M.D.,  Bismarck,  North  Dakota — "Treatment 
of  Medical  Emergencies” 

Lester  R.  Dragstedt,  M.D.,  Chicago,  Illinois — "Surgical  Treat- 
ment of  Peptic  Ulcer” 

C.  W.  Mayo,  M.D.,  Mayo  Clinic,  Rochester,  Minnesota — 
"Ileitis  and  Its  Surgical  Considerations” 

Albert  Stoesser,  M.D.,  University  of  Minnesota,  Minneapolis, 
Minnesota — "Respiratory  Allergy  in  Children’’ 

A.  K.  Johnson,  M.D.,  Williston,  North  Dakota — "Rh  Factor 
and  Transfusions” 

Tuesday,  May  30 

A.  E.  Culmer,  M.D.,  Grand  Forks,  North  Dakota — "Treat- 
ment of  Fractures  which  Reqiure  Open  Reduction” 

L.  G Rigler,  M.D.,  Chief,  Department  of  Radiology,  Univer- 
sity of  Minnesota — "Cancer  of  the  Lung  " 

Presidential  Address — W.  A.  Wright,  M.D.,  President,  North 
Dakota  State  Medical  Association,  Williston,  North  Dakota. 
Inaugural  Address  — L.  W.  Larson,  M.D.,  President-Elect, 
North  Dakota  State  Medical  Association,  Bismarck,  North 
Dakota. 

J.  D.  Cardy,  M.D.,  Professor  of  Pathology,  University  of 
North  Dakota  School  of  Medicine,  Grand  Forks,  North 
Dakota,  will  conduct  a Clinical  Pathological  Conference 
Owen  H,  Wangensteen,  M.D.,  Chief  of  the  Department  of 
Surgery,  University  of  Minnesota — "The  Surgeon’s  Role  in 
Management  of  Cancer  of  the  Alimentary  Tract” 

Lester  J.  Palmer,  M.D.,  Clinical  Professor  of  Medicine,  Wash- 
ington State  University,  Seattle,  Washington,  and  President- 
Elect  of  the  American  Diabetic  Association — "Application  of 
the  Insulins  in  the  Treatment  of  Diabetes  Mellitus  with 
Comments  on  Diabetes  Detection” 

D.  R.  Nichols,  M.D.,  Mayo  Clinic,  Rochester,  Minnesota — 
"The  Use  of  Antibiotics  in  General  Practice” 

William  Stafne,  M.D.,  and  L.  E.  Wold,  M.D.,  Fargo,  North 
Dakota — "Diagnosis  and  Treatment  of  Common  Endocrino- 
logic  Disorders” 

Leonard  A.  Lang,  M.D.,  Minneapolis,  Minnesota — a subject 
on  gynecology  and  obstetrics 

L.  G.  Pray,  M.D.,  Fargo,  North  Dakota — "Poliomyelitis:  Diag- 
nosis and  Treatment’’ 

The  following  special  societies  will  also  hold  meetings:  The 
Pediatric  Society  and  the  Ophthalmology  and  Otolaryngology 
Society  will  hold  luncheon  meetings  Monday  noon.  May  29th. 
The  Society  of  Obstetricians  and  Gynecologists  and  the  Radio- 
logical Society  will  hold  special  luncheon  meetings  Tuesday. 

Dr.  E.  A.  Haunz  announces  that  an  organizational  meeting 
will  be  held  Tuesday  for  the  formation  of  a North  Dakota 
Diabetic  Association.  Dr.  L.  J.  Palmer,  President-Elect  of  the 
American  Diabetic  Association,  will  be  guest  speaker. 
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Book  Reviews 


Textbook  of  Pediatrics.  Edited  by  Mitchell  and  Nelson. 

■pth  edition,  1950.  1658  pages,  426  illustrations,  191  in  color. 

Philadelphia;  W.  B.  Saunders  Company.  Price,  ?12.50. 

As  the  editor,  Waldo  Nelson,  professor  of  pediatrics  at  Tem- 
ple University  school  of  medicine,  says  in  the  preface  to  this 
fifth  edition:  "The  problem  of  encompassing  the  various  aspects 
of  child  care  in  a single  volume  is  becoming  an  increasingly  dif- 
ficult one.” 

A critical  review  of  a textbook  of  this  kind  is  inevitably  col- 
ored by  the  reviewer's  background  and  some  of  the  criticisms 
and  suggestions  are,  therefore,  probably  not  unanimous  among 
my  contemporaries. 

I would  hold  up  for  adulation  the  printing  and  format  of  the 
book  which  are  excellent  and  make  for  easy  reading.  Further, 
the  sections  on  physical  growth  and  development,  drug  therapy 
(particularly  that  concerned  with  specific  therapy  of  infectious 
diseases) , anesthesia  for  children,  the  oral  cavity,  anemias  of  in- 
fancy and  childhood,  adolescence,  and  the  excellent  tables  in  the 
appendix  are  unsurpassed  in  any  other  textbook  available  at  the 
present  time. 

On  the  negative  side,  some  of  the  sections  ate  not  as  praise- 
worthy. In  the  section  on  feeding  of  infants,  the  calculation  of 
the  formula,  method  of  determining  how  much  formula  to  give 
the  infant  and  number  of  feedings  is  made  needlessly  complex. 
The  whole  problem  could  have  been  handled  more  practically 
in  a few  sentences  instead  of  in  several  pages.  I believe  also 
that  a definite  stand  against  added  carbohydrate  in  the  infant 
formula  should  be  taken  at  this  time  as  it  is  an  anachronism. 

In  the  discussion  on  parenteral  fluid  therapy,  an  elaboration 
of  the  use  of  sodium  lactate  solution  in  the  treatment  of  acidosis 
would  have  been  much  more  helpful  than  the  two  or  three  short 
sentences  devoted  to  its  use. 

In  the  discussion  of  the  common  cold,  the  treatment  of  which 
I suppose  constitutes  75  per  cent  or  more  of  our  pediatric  prac- 
tice. no  mention  is  made  of  the  use  of  chemotherapy.  In  the 
section  which  follows  on  acute  pharyngitis  the  statement  is 
made  that  "the  decision  in  regard  to  the  systemic  administration 
of  one  of  the  sulfonamides  or  of  penicillin  should  be  based  upon 
the  general  and  local  severity  of  the  infection  and  ni  piirtiadur 
upon  the  likelihood  or  proof  that  the  infection  is  u hocterud 
one.  " Very  unrealistic,  most  pediatricians  would  have  to  admit. 

In  spite  of  these  shortcomings,  I heartily  recommend  the 
book  as  a text  for  pediatricians  and  general  practitioners  and 
medical  students.  R B.  T. 


Precis  Clinique  et  Operatoire  de  Chiriirgie  Infantile. 

L.  Ombredanne  with  the  collaboration  of  M.  Fevre.  Mason 

and  Cie,  Paris;  1949;  5th  edition;  pages  1053;  illustrations 

1026. 

With  the  European  hostilities  completed  and  professional 
circumstances  in  France  stabilized  Profes.sor-emeritus  Ombre- 
danne of  r Hopital  des  Enfants-Malades  m Paris  has  revised 
the  fifth  edition  of  his  clinical  and  operative  text  on  pediatric 
surgery.  With  this  edition.  Dr.  Fevre,  successor  to  Dr.  Ombre- 
danne as  professor  of  pediatric  surgery  in  I’aris,  is  his  col- 
laborator. 

The  book  is  set  in  extremely  legible  type  and  is  nicely  bound. 
The  splendid  illustrations  are  numerous  and  include  photo- 
graphs, diagrams,  line  drawings  and  x-rays.  There  are  no  sta- 
tistics, no  tabulated  results  and  few  references  to  the  work  of 
others.  In  essence  the  text  is  a compendium  of  the  life  experi 
ence  of  a single  surgeon  in  this  special  field.  Needless  to  say, 
portions  of  the  book  stress  conditions  not  proportional  to  their 
importance  or  frequency  of  occurrence  but  in  keeping  with  the 
material  seen  by  Ombredanne. 

One  of  the  best  sections  of  the  book  is  on  diseases  of  the 
gastro-intestinal  tract.  The  twenty-two  pages  on  appendicitis  are 
worthy  of  the  attention  of  any  surgeon  operating  on  children. 
The  importance  of  careful  clinical  evaluation  is  emphasized:  the 
ex.imination  of  the  jratient  tells  more  of  this  disease  th.in  all 
the  laboratory  data  in  the  world.  Intussusception  is  thorotighly 
disctissed:  early  clinical  diagnosis  is  rightly  emphasized  as  ot 


paramount  importance.  The  reviewer  is  not  in  agreement  with 
the  authors  that  irreducible  intussusception  is  uniformly  fatal. 
Pyloric  stenosis,  foreign  bodies  in  the  gastro-intenstinal  tract,  pri- 
mary peritonitis,  duodenal  stenosis  are  well  done.  Exposition  of 
Meckel’s  diverticulum,  malrotation,  megacolon  and  atresia  of  the 
bile  ducts  leave  something  to  be  desired. 

Dr.  Fevre  has  done  much  to  bring  up  to  date  the  work  on 
burns,  fractures,  empyema,  and  osteomyelitis.  Sulfonamide 
drugs,  penicillin  and  streptomycin  are  pertinently  discussed. 
Tracheo-esophageal  fistulae  are  superficially  mentioned  but 
anomalies  of  the  sternum  are  elaborated  in  surprising  detail. 

The  two  outstanding  deficiencies  are  information  on  modern 
anesthesia  for  infants  and  children  and  on  recent  developments 
in  congenital  cardiac  surgery.  No  mention  is  made  of  cyclo- 
propane, pentothal  or  curare  yet  chloroform  is  minutely  pre- 
sented. Nowhere  in  the  book  is  there  a word  on  patent  ductus 
arteriosus,  coarctation  of  the  aorta  or  "blue  baby”  surgery. 

When  one  considers  the  pioneer  contributions  which  Dr.  Om- 
bredanne has  made  in  the  only  recently  developed  field  of  pe- 
diatric surgery,  reading  through  this  great  volume  of  his  per- 
sonal experiences  stimulates  one  to  write  "well  done.”  May 
Fevre  accomplish  as  much  again  in  his  life  time.  T.  C.  C. 


American  College  Health 
Association  News 

The  president  of  the  Association,  Irvin  W.  Sander, 
M.D.,  Wayne  University,  Detroit,  spent  two  days  in 
Chicago  in  March  with  the  local  arrangements  com- 
mittee. The  members  of  this  committee  are:  Leona  Yea- 
ger, M.D.,  Northwestern  University,  chairman;  Herbert 
Ratner,  M.D.,  Loyola  University;  William  Beadenkopf, 
M.D.,  University  of  Chicago;  F.  C.  Lendrum,  M.D., 
University  of  Illinois;  and  E.  B.  Erskine,  M.D.,  ex 
officio  member.  A tentative  program  was  drawn  up  for 
the  annual  convention  in  the  spring  of  1951.  The  exact 
date  of  the  meeting  will  be  anounced  later. 

+ 4=  * 

Dr.  Sander  announces  committee  chairmen  as  follows: 

Research  — Ramona  Todd,  M.D.,  University  of 
Minnesota. 

Tuberculosis — Max  L.  Diirfee,  M.D.,  Miami  Uni- 
versity. 

Mental  health — Dana  Farnsworth,  M.D.,  M.I.T. 

Administration — Charles  Gossage,  M.D.,  Univer- 
sity of  Toronto. 

Environmental  health — Walter  S.  Mangold,  B.S., 
University  of  California. 

Health  and  physical  activities — Ruth  M.  Codings, 
M.D.,  North  Carolina  University  (Women’s 
College) . 

Health  education — A.  O.  Lf)eWeese,  M.D.,  Kent 
State  LJniversity. 

Editorial — Edith  M.  Lindsay,  Ed.D.,  University  of 
California,  and  Charles  E.  Shepard,  M.D.,  Palo 
Alto,  California. 

Local  arrangements — Leona  Yeager,  M.D.,  North- 
western LJniversity. 

Eye  health — John  D.  Schonwald,  Miami  LJniver- 
sity. 

4:  4=  * 

At  tl  Hs  date,  April  I 1,  four  local  .sections  have  sent  in 
reports  that  they  are  holding  their  annual  meetings  with- 
in the  next  month.  The  Illinois  section  will  meet  on 
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April  15  and  16  at  DeKalb,  Illinois,  with  Northern  Illi- 
nois State  Teachers  College  as  the  host  institution.  The 
South  Central  section  will  meet  on  April  29  at  Spring- 
field,  Missouri. 

The  twelfth  annual  meeting  of  the  North  Central 
section  will  be  held  at  the  University  of  Wisconsin  on 
April  21-22.  Dr.  John  W.  Brown,  president  of  this 
section,  and  Dr.  Ray  R.  Ruechert,  secretary-treasurer,  are 
both  on  the  staff  of  the  University  of  Wisconsin.  The 
program  offers  a wide  variety  of  subjects  pertinent  to 
student  health  problems. 

The  Ohio  College  Health  Association  will  hold  its 
twenty-sixth  annual  meeting  in  Kent,  Ohio,  on  May  5 
and  6.  Dr.  William  T.  Palchanis,  secretary-treasurer, 
reports  that  Kent  State  University  was  selected  as  host 
because  it  has  just  completed  a new  Student  Health 
Service  building.  Dr.  A.  O.  DeWeese,  director  of  the 
health  service,  is  chairman  of  the  scientific  program  and 
of  the  committee  on  arrangements.  Miss  Rena  Coppess, 
R.N.,  Wittenberg  College,  is  chairman  of  the  nursing 
section  of  the  association.  Dr.  Irvin  Sander  has  been 
invited  to  attend  the  dinner  meeting  on  May  5 to  extend 
a greeting  from  the  National  Association. 

Dr.  Grace  Hiller,  Goucher  College,  was  the  delegate 
of  this  Association  at  a meeting  of  the  Brookings  Insti- 
tute held  in  Washington,  D.  C.,  in  March.  The  Brook- 
ings Institute  is  planning  to  survey  all  types  of  health 
and  medical  services  available  in  this  country.  College 
and  school  health  services  are  a part  of  the  intended 
study. 

¥ 

Dr.  J.  Howard  Beard,  director  of  the  University  of 
Illinois  Health  Service  and  University  health  officer, 
died  on  April  5.  Dr.  Beard  had  been  in  the  hospital  for 
about  ten  days  with  a heart  condition.  He  had  been 
associated  with  the  University  since  1912  and  became 
director  of  the  health  service  at  the  time  it  was  inaug- 
urated in  1916. 

>{c  }|c 

Requests  are  being  received  from  institutions  for  phy- 
sicians and  nurses  to  fill  vacancies.  Letters  have  also 
come  in  from  personnel  seeking  positions.  Because  of 
license  and  requested  location,  the  list  of  available  physi- 
cians is  not  adequate  for  the  existing  vacancies.  Recent 
requests  have  been  received  from  the  following: 

University  of  Washington,  Seattle — man  physician. 

Vassar  College,  Poughkeepsie — woman  physician. 

University  of  New  Mexico,  Albuquerque — man  or 
woman  physician. 

Wayne  University,  Detroit — full-time  physician. 

Eastern  Illinois  State  College,  Charleston — man  or 
woman  physician  who  is  able  to  pass  the  physician 
examination  required  by  the  University  Retirement 
System. 

Ohio  University,  Athens — two  internists  or  general 
practitioners,  preferably  with  experience  in  psychia- 
try or  in  athletic  injuries. 

University  of  Pennsylvania,  Philadelphia  — full-time 
physician. 

New  Jersey  College  for  Women,  New  Brunswick — 
nurse  between  the  ages  28  to  35  years. 


News  Briefs 


North  Dakota 

Dr.  Arthur  C.  Kerkhof,  associate  professor  of 
medicine  at  the  University  of  Minnesota,  spoke  on  diag- 
nosis and  treatment  of  cardiac  irregularities  at  the 
monthly  meeting  of  the  Northwest  District  Medical 
Society  at  Minot  on  March  30. 

^ 

Dr.  J.  G.  Vigeland,  74,  was  named  Benson  County’s 
'"Man  of  the  Half  Century”  in  an  exhaustive  telephone 
poll  conducted  by  the  Farmers  Press.  Although  age  has 
somewhat  slowed  the  hands  that  brought  over  1200 
babies  into  the  world.  Dr.  Vigeland  is  as  active  a diag- 
nostician as  ever.  He  received  a state  award  about  14 
months  ago  that  named  him  the  state’s  outstanding 
country  doctor. 

* * 

Dr.  j.  Terlecki  reviewed  the  history  of  his  native 
country,  a province  of  the  west  Ukraine,  in  a recent 
address  before  the  Kiwanis  club  at  Devils  Lake. 

Dr.  Terlecki,  who  served  in  New  Jersey  for  two  and 
a half  years,  is  taking  indoctrination  training  at  the 
Mercy  hospital  as  resident  physician  and  later  will  prac- 
tice at  Minnewaukan. 

^ 

Dr.  and  Mrs.  J.  J.  Korwin  and  Dr.  and  Mrs.  C.  M. 
Lund  of  Williston  left  Saturday,  March  4,  for  New 
Orleans  to  attend  the  Graduate  Medical  Assembly  for 
a week,  beginning  March  6.  After  the  meeting  Dr.  and 
Mrs.  Lund  continued  on  the  Post  Medical  Assembly 
Tour  of  the  West  Indies. 


New  Locations  and  Appointments  . . . 

Dr.  Omar  Dekker,  formerly  of  Findley,  is  newly 
established  at  the  Community  Clinic  building  in  Hope, 
North  Dakota. 

sj:  ^ * 

Dr.  Graham  A.  Kernwein,  chief  orthopedic  surgeon 
at  Northwest  Clinic  in  Minot,  is  entering  private  prac- 
tice in  Rockford,  Illinois.  Dr.  Kernwein,  who  has  head- 
ed the  orthopedic  department  since  May,  1946,  will  also 
be  on  the  staff  of  the  Rockford  hospital. 

Dr.  A.  Martens  has  recently  moved  to  Killdeer,  North 
Dakota,  and  will  establish  a practice  in  that  community. 


Minnesota 

Rochester’s  new  public  health  center  opened  the 
latter  part  of  March.  One  of  the  few  complete  public 
health  centers  in  the  country,  it  houses  under  one  roof 
all  departments  of  the  Rochester-Olmsted  county  health 
unit. 

Construction  of  the  center  was  begun  almost  a year 
ago.  It  was  financed  by  ^150,000  from  the  Mayo  asso- 
ciation, ^30,000  appropriated  by  the  city  and  a ^90,000 
federal  grant. 
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Dr.  Walter  Alvarez  of  the  Mayo  clinic,  Rochester, 
Minnesota,  has  been  named  editor  of  G.P.,  official  maga- 
zine of  the  American  Academy  of  General  Practice, 
to  succeed  Dr.  F.  Kenneth  Albrecht,  who  died  recently 
from  injuries  suffered  in  an  automobile  accident. 

jj<  ifc 

Cancer  research  funds  totaling  ^61,071  have  been 
granted  the  University  of  Minnesota  for  the  year  begin- 
ning July  1.  Among  the  grants  is  one  of  ^7,000  to  the 
university  to  finance  work  in  cancer  biology  by  Dr.  Rob- 
ert A.  Huseby,  who  is  working  in  collaboration  with 
Dr.  John  J.  Bittner,  professor  of  physiology,  and  Dr. 
Cyrus  Barnum,  associate  professor  of  physiological 
chemistry. 

Other  researchers,  and  the  amounts  granted  to  finance 
their  work,  are:  Dr.  Arthur  Kirschbaum,  associate  pro- 
fessor of  anatomy,  ^4,72^;  Dr.  Nathan  Lifson,  physiol- 
ogy professor,  ^8,140;  Dr.  S.  C.  Reed,  associate  pro- 
fessor of  zoology,  ^6,925,  and  Dr.  Maurice  B.  Visscher, 
head  of  the  department  of  physiology,  ^3,250.  Fellow- 
ship grants  of  ^4,2^0  were  also  made  to  Dr.  Truman  A. 
Newberry,  and  ^4,500  to  Dr.  Lee  W.  Wattenberg. 

* * 

Dr.  a.  M.  Watson  of  Royalton  was  one  of  the  chief 
"defense”  witnesses  when  the  people  of  Morrison  coun- 
ty, Minnesota,  recently  went  "on  trial”  for  not  doing 
all  they  could  to  improve  public  health  in  their  own 
communities.  There  were  21  witnesses  in  all,  at  the  mock 


trial  held  in  the  County  Court  House  at  Little  Falls. 
The  trial  was  planned  by  the  county  nursing  service, 
with  help  from  the  district  and  state  offices  of  the  Min- 
nesota Department  of  Health. 

* * * 

The  WORK  of  Dr.  Suad  A.  Niazi,  medical  fellow  in 
surgery  at  the  University  of  Minnesota,  is  described  in 
"Blueprint  for  Understanding,”  the  recently  published 
30-year  review  of  the  Institute  of  International  Educa- 
tion, New  York.  In  1947,  Dr.  Niazi,  a physician  in  the 
Royal  Medical  college  in  Gaghdad,  Iraq,  came  to  the 
University  of  Minnesota  medical  school  under  a state 
department  fellowship. 


Elections  . . . 

Dr.  Silas  C.  Anderson  was  elected  chief  of  staff  at 
the  annual  meeting  in  March  of  the  medical  staff  of 
Fairview  hospital.  Other  new  officers  are  Dr.  Myron 
Lysne,  vice  chief  of  staff;  Dr.  Louis  J.  Roberts,  secre- 
tary; Dr.  Glenn  L.  Peterson,  treasurer;  executive  com- 
mittee, Drs.  J.  C.  Giere,  R.  T.  Soderlind  and  John  Moe. 

Dr.  Owen  F.  Robbins  is  the  newly  elected  president 
of  the  Minneapolis  Academy  of  Medicine.  Other  offi- 
cers re-elected  include  Dr.  John  Moe,  vice  president; 
Dr.  John  A.  Haugen,  secretary;  Dr.  Karl  E.  Sandt, 
treasurer,  and  Dr.  Donald  C.  MacKinnon,  recorder. 
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Gynecologic  Conditions  Requiring  Emergency 

Surgical  Treatment 

Joseph  Hyde  Pratt,  M.D.* 

Rochester,  Minnesota 


A DISCUSSION  of  emergency  gynecologic  procedures 
always  brings  a problem  of  reducing  the  material 
to  fit  the  time  and  of  trying  to  keep  it  interesting  to  a 
group  composed  of  general  practitioners  and  surgeons. 
Since  the  diagnostic  features  are  a common  ground  to 
both,  I will  try  to  cover  some  of  the  points  that  are  help- 
ful in  gynecologic  diagnosis.  As  Carrington'  pointed  out 
in  1945,  we  physicians  cannot  hope  to  make  a correct 
preoperative  diagnosis  in  100  per  cent  of  the  cases  of 
acute  conditions,  but  we  can  try.  He  showed  in  an 
analysis  of  more  than  1,932  emergency  procedures  on 
females  that  the  29  per  cent  errors  in  preoperative  diag- 
nosis were  not  errors  that  were  due  primarily  to  the 
atypicalness  of  the  condition,  but  were  errors  of  omission 
and  oversight. 

Appendicitis 

Since  appendicitis  requires  emergency  surgical  pro- 
cedures more  frequently  than  any  other  condition,  and 
since  it  has  to  be  considered  in  the  differential  diagnosis 
of  gynecologic  conditions,  I shall  mention  it  briefly. 
Appendicitis  is  the  most  important  entity  which  needs 
emergency  treatment,  although  nowadays  with  chemo- 
therapy available  the  loss  of  life  due  to  appendicitis  has 
been  remarkably  reduced.  In  Carrington’s  series  the  ap- 

*Division of  Surgery,  Mayo  Clinic,  Rochester,  Minnesota. 


pendix  was  the  source  of  the  trouble  in  950  of  the  1,932 
cases  and  the  diagnosis  was  made  correctly  in  80  per  cent 
of  these  950  cases.  When  the  classical  syndrome  of  pain 
in  the  epigastrium,  nausea  and  vomiting,  shift  of  pain 
to  right  lower  quadrant  of  the  abdomen,  leukocytosis  and 
fever  of  low  grade  is  present,  the  diagnosis  can  hardly 
be  overlooked  as  this  is  pathognomonic  of  appendicitis. 
When  nausea  or  vomiting  initiates  the  illness,  or  it  starts 
with  malaise,  upper  respiratory  infection  or  the  like,  one 
must  be  careful  as  appendicitis  almost  always  starts  with 
abdominal  pain.  Since  the  treatment  of  appendicitis  is 
still  early  surgical  excision  of  the  inflamed  organ,  some 
needless  operations  will  he  performed,  and  some  patients 
with  mesenteric  adenitis  will  lose  their  appendices. 

Sappington  and  Horneff"  reported  the  results  of  the 
pathologic  examination  of  937  appendices  removed  at 
operation  for  acute  appendicitis,  not  appendices  removed 
in  the  course  of  other  operations.  They  found:  acute 

appendicitis  in  only  29.5  per  cent;  subacute  appendicitis 
in  4.6  per  cent;  chronic  appendicitis  in  1.9  per  cent; 
appendicitis  obliterans  in  3.7  per  cent  and  60.3  per  cent 
negative  or  normal  appendices. 

With  these  findings  in  mind  it  seems  that  if  the  op- 
erations for  acute  appendicitis  in  a general  hospital  reveal 
acute  appendicitis,  on  pathologic  examination,  75  per 
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cent  of  the  time,  then  the  surgeons  and  diagnosticians 
are  giving  the  patients  excellent  consideration. 

Ruptured  Endometrial  Cysts 

Endometriosis  was  the  underlying  disease  in  77  of 
Carrington’s'  cases  and  the  preoperative  diagnosis  was 
made  correctly  in  only  12  cases,  an  accuracy  of  16  per 
cent.  When  endometriosis  gives  rise  to  symptoms  of  acute 
abdominal  distress  the  symptoms  usually  are  due  to 
the  rupture  of  a thin-walled  endometrioma  of  an  ovary. 
Such  cysts  are  adherent  to  adjacent  organs,  are  not  liable 
to  twist,  but  may  leak  or  frankly  perforate  because  of 
their  thin  walls.  The  symptoms  depend  on  the  sudden- 
ness and  amount  of  the  spillage  and  the  symptoms  are 
severe  enough  so  that  the  patients  tend  to  seek  medical 
advice  within  a period  of  a few  hours  after  onset.  At  the 
Mayo  Clinic  we  have  encountered  nine  of  these  cases 
in  the  last  several  years.  All  of  the  nine  patients  were 
admitted  within  twenty-four  hours  of  the  onset  of  symp- 
toms, and  the  admitting  note  usually  read:  "patient  hav- 
ing considerable  abdominal  pain,  but  pulse,  temperature 
and  respiration  normal’’;  "marked  abdominal  discomfort, 
patient  seems  in  good  shape’’;  "severe  abdominal  pain, 
no  shock  or  evidence  of  vascular  collapse’’  and  the  like. 
In  other  words,  the  patients  were  having  rather  severe 
abdominal  pain  but  did  not  appear  in  serious  distress 
or  too  ill. 

The  ages  of  these  patients  varied  from  the  early  twen- 
ties to  the  middle  forties,  but  the  majority  were  young 
women.  Only  one  of  the  nine  had  been  pregnant.  The 
correct  diagnosis  was  made  before  operation  in  three  of 
the  nine  cases.  When  we  went  back  over  the  records 
we  found  that  in  several  the  story  of  rather  severe  dys- 
menorrhea had  been  noted  in  passing,  but  no  further 
attention  had  been  accorded  to  it.  The  physical  findings 
were  not  as  conclusive  as  one  would  wish  and  the  recto- 
vaginal findings  were  seldom  definite  enough  to  serve  as 
the  basis  for  the  diagnosis  of  endometriosis.  The  patient 
generally  went  to  operation  with  a diagnosis  of  appendi- 
citis, ectopic  pregnancy,  or  merely  acute  abdominal  con- 
dition requiring  emergency  treatment.  However,  when 
a patient  presents  herself  because  of  abdominal  pain 
that  has  come  on  suddenly,  is  in  moderate  distress  but 
in  fair-to-good  physical  condition  and  gives  a history  of 
poor  fertility  plus  marked  or  progressive  dysmenorrhea, 
the  diagnosis  of  ruptured  endometrioma  must  certainly 
be  considered.  The  physical  findings  of  tender  nodular 
uterosacral  ligaments  with  perhaps  a puckered  scar  or 
bluish  cyst  in  the  vaginal  vault  are  confirmatory  signs 
pointing  to  the  diagnosis.  The  lack  of  localized  tender- 
ness or  the  lack  of  a history  of  pregnancy,  and  the  lack 
of  a disturbance  of  the  menstrual  cycle  point  away  from 
a diagnosis  of  appendicitis  or  ectopic  pregnancy. 

RupruRED  Ecroi’ic  Pregnancy 

Ruptured  ectopic  pregnancy  forms  a large  percentage 
of  the  operative  gynecologic  emergencies,  although  of 
all  the  total  admissons  to  any  hospital,  patients  who  have 
acute  inflammatory  conditions  of  the  pelvis  are  the  larg- 
est group  next  to  tho.se  who  have  appendicitis.  However, 
ectopic  pregnancy  is  the  "killer  of  the  emergencies’’  and 


the  one  in  which  early  diagnosis  and  treatment  may  save 
the  patient’s  life.  With  greater  emphasis  on  the  diag- 
nosis, prompt  surgical  treatment  and  replacement  of  the 
loss  of  blood,  the  mortality  rate  has  dropped  from  80 
per  cent  in  the  latter  half  of  the  nineteenth  century  to 
five  to  ten  per  cent  from  1925  to  1930  and  now  in 
most  hospitals  is  about  one  or  two  per  cent.  Williams  ! 
and  Corbif'  found  101  deaths  in  2,204  ectopic  pregnan- 
cies in  Philadelphia,  a mortality  rate  of  4.6  per  cent  from 
1931  to  1943.  In  the  last  two  years  of  this  study  it  was  1 
two  per  cent.  In  this  group  of  101  cases,  36  died  with-  j 
out  operation,  primarily  errors  in  diagnosis  causing  such  ] 
delays  that  the  patients  never  reached  the  operating 
room.  Thirty-five  of  the  remaining  were  in  shock  and 
26  of  these  35  died  from  hemorrhage  and  seven  from  I 
infection.  Thirty  were  in  reasonably  good  shape  but  of 
these,  five  died  of  hemorrhage  and  ten  of  infection.  } 
In  half  of  these  30  cases  the  appendix  was  removed  at 
the  time  of  the  operation  for  the  ectopic  pregnancy  in  I 
spite  of  the  presence  of  an  excellent  culture  medium,  j 
Ectopic  pregnancy  occurs  about  once  in  every  300  preg- 
nancies, occurs  more  often  in  multiparous  than  in  primip-  i 
arous  patients,  and  because  of  the  added  incidence  of 
tubal  infections  is  more  frequent  in  the  colored  than  in  ' 
the  white  race. 

The  patient  is  brought  to  the  hospital  with  the  story  j 
of  a sudden  abdominal  pain,  frequently  severe  enough  ■ 
to  make  her  cry  out  or  faint.  The  pain  is  unilateral  at 
first  but  quickly  becomes  generalized  over  the  lower  part 
of  the  abdomen  and  is  continuous  though  not  as  severe  ‘ 
as  at  first.  The  abdomen  of  such  a patient  is  exquisitely 
tender  to  palpation  as  well  as  to  jars  or  disturbances. 
The  patient  is  restless  rather  than  immobile  as  seen  with 
the  patient  who  has  a perforated  ulcer.  Air  hunger  gives 
a much  better  indication  of  the  severity  of  the  hemor- 
rhage than  does  the  blood  count.  The  patient  is  pale, 
has  signs  of  shock  with  rapid,  thready  pulse  and  low  ^ 
blood  pressure.  The  blood  pressure  depends  on  the  | 
amount  of  shock.  One  excellent  sign  that  is  often  pres-  ’ 
ent  is  shoulder  pain  resulting  from  the  irritation  from 
the  blood  on  the  under  surface  of  the  diaphragm.  This  t 
sign  practically  cinches  the  diagnosis. 

The  history  is  important  in  two  details,  first  the  possi- 
bility of  pregnancy,  the  confirmation  of  which  may  de- 
pend on  the  marital  status  of  the  patient.  Though  in 
such  situations  the  seriousness  of  the  condition  is  self- 
evident  and  most  patients  are  willing  to  give  any  infor- 
mation that  will  help  in  the  diagnosis.  Secondly,  a 
change  in  the  periods,  not  amenorrhea,  but  a scanty, 
delayed  or  abnormal  period,  following  which  the  patients  fi 
generally  pass  small  amounts  of  dark  blood  from  time  ^ 
to  time  or  continue  to  have  daily  spotting.  ! 

Physical  examination  reveals  a patient  in  abdominal  I 
distress  with  the  signs  of  shock  which  are  dependent  on  , 
the  acuteness  and  amount  of  bleeding  present.  The  ab- 
domen is  tender  throughout,  but  the  lower  part  is  most 
markedly  tender.  Spasm  of  the  abdominal  muscles  is 
not  a feature  but  the  rebound  tenderness  is  so  bad  that  i 
if  the  examiner  is  rough  or  moves  suddenly  he  will  elicit 
all  kinds  of  protective  voluntary  spasms. 
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Rectovaginal  examination  invariably  reveals  a cervix 
and  uterus  that  are  extremely  sensitive  to  all  motions. 
Tenderness  also  may  or  may  not  be  more  marked  in  one 
adnexa  than  the  other.  The  cul-de-sac  generally  is  boggy 
and  a mass  can  be  often  palpated  in  the  cul-de-sac  or 
adnexal  areas. 

Above  all,  physicians  must  watch  out  for  the  unusual; 
just  because  there  is  placental  tissue  in  the  vagina,  they 
must  not  overlook  signs  of  intra-abdominal  hemorrhage 
I and  shock.  The  patient  may  have  two  simultaneous 
: pregnancies  and  one  of  them  may  be  an  ectopic  one. 

The  treatment  of  course  is  surgical  and  should  be  done 
I at  once. 

Ruptured  Corpus  Luteum  or 
I Follicular  Cyst 

Ruptured  corpus  luteum  or  follicular  cyst  is  the  next 
1 most  frequently  seen  gynecologic  condition  which  re- 
quires emergency  surgical  treatment.  This  is  the  typical 
mittelschmerz  syndrome.  McSweeney  and  Wood^  re- 
ported from  the  Massachusetts  General  Hospital  that 
every  thirteenth  operation  for  acute  appendicitis  was  due 
1 to  a ruptured  cyst.  Patients  who  have  ruptured  corpus 

I luteum  or  follicular  cysts  are  uniformly  young,  less  than 

, 25  years  of  age,  and  most  often  are  unmarried.  The 

majority  give  a history  of  similar  previous  attacks  that 
may  alternate  sides  each  month.  For  this  reason  surgeons 
are  cautioned  not  to  take  out  an  ovary  for  a ruptured 
or  bleeding  follicular  or  corpus  luteum  cyst.  Within  a 
month  or  two  the  same  syndrome  may  appear  on  the 
opposite  side  and  the  girl  has  already  lost  one  ovary. 

I The  bleeding  can  always  be  controlled  with  simple  mat- 

i tress  sutures,  though  at  times  it  is  necessary  to  trim 

I down  the  size  of  the  cyst  walls.  The  pain  with  these 

! attacks  comes  on  suddenly,  is  at  a maximum  at  the  be- 

I ginning,  gradually  subsides  over  a period  of  hours  and 

starts  in  one  lower  quadrant  or  the  other.  Symptoms 
! referable  to  the  gastro-intestinal  tract  tend  to  be  absent 
and  leukocytosis  is  not  marked. 

Physical  examination  is  remarkable  for  its  lack  of  per- 
tinent findings.  The  localization,  a point  of  maximal 
' tenderness,  rebound  tenderness,  and  spasm  of  typical 

appendicitis  are  just  not  present.  The  lower  part  of  the 
abdomen  is  tender,  but  there  is  no  spasm  or  localization. 
Rectovaginal  examination  often  reveals  tenderness  in  the 
* affected  side  on  motion  of  the  cervix  or  pressure  over 
the  adnexa.  Observation  for  a few  hours  is  ordinarily 
sufficient,  but  if  localizing  signs  are  present,  or  if  the 
symptoms  are  becoming  more  severe  or  if  signs  of  hem- 
orrhage appear,  exploration  should  be  carried  out.  In 
these  cases  the  signs  and  symptoms  differ  primarily  from 
those  due  to  a slow  bleeding  ectopic  pregnancy  in  that 
the  menstrual  history  is  normal,  vaginal  bleeding  is  ab- 
sent and  often  pregnancy  could  not  have  occurred. 

Salpingitis 

Salpingitis  is  one  of  the  most  frequently  encountered 
I emergency  gynecologic  conditions,  but  with  the  chemo- 
therapeutic agents  available  today,  the  surgeons  see  only 
those  patients  whose  condition  resembles  acute  appendi- 
citis or  those  who  have  secondary  complications,  such  as 


abscesses  or  inflammatory  residuals.  The  acute  salpin- 
gitis, pyosalpinx,  "hot  tube,”  or  whatever  it  is  called, 
is  not  often  seen  in  patients  who  are  more  than  40  years 
of  age.  Salpingitis  usually  follows  some  pelvic  insult 
in  the  form  of  pregnancy,  menses,  alcoholic  or  sexual 
excesses.  The  attacks  start  with  malaise,  fever  and  low 
abdominal  pain.  The  pain  is  not  well  localized  on  one 
side  or  the  other.  The  presence  of  neisserian  bacteria 
from  the  cervix,  acute  bartholinitis  or  vaginitis  is  con- 
firmatory evidence.  The  temperature  is  elevated;  it  is 
more  likely  to  be  more  than  101°  than  less  than  101°  F.; 
the  patients  usually  look  sick.  General  physical  exam- 
ination may  confirm  the  presence  of  infection  in  the 
vaginal  tract  or  the  cervix  while  bimanual  examination 
reveals  the  tenderness  on  motion  of  the  cervix  that  is 
bilateral  and  possibly  enlargement  of  one  or  both  tubal 
areas.  The  most  helpful  laboratory  aid  is  the  sedimen- 
tation rate  as  it  is  elevated  in  100  per  cent  of  the  cases 
of  salpingitis  while  in  the  majority  of  the  cases  of  early 
acute  appendicitis  it  is  within  normal  limits. 

Twisted  Ovarian  Cysts 

Twisted  ovarian  cysts  are  the  final  entity  I would  like 
to  mention  and  interestingly  enough,  though  these  cysts 
are  palpable  when  zealously  sought,  in  95  per  cent  of 
cases,  the  percentage  of  accurate  diagnosis  in  Carring- 
ton’s series  was  only  about  50  per  cent.  Twisted  ovarian 
cysts  may  occur  among  patients  of  any  age  from  child- 
hood to  old  age.  The  onset  is  sudden  in  any  given  at- 
tack as  the  pain  starts  with  the  torsion  of  the  pedicle, 
however,  many  of  the  patients  will  say  they  have  had 
similar  minor  episodes  in  the  past.  The  temperature  and 
leukocyte  count  do  not  rise  as  in  the  inflammatory  con- 
ditions. If  the  torsion  is  such  as  to  produce  permanent 
or  gangrenous  changes,  the  pains  will  become  severe 
and  continuous.  Physical  examination  gives  negative  re- 
sults except  for  the  pelvic  findings,  and  as  mentioned 
before,  the  cysts  should  be  palpable  in  95  or  more  per 
cent  of  the  cases.  The  lack  of  signs  of  a localized  in- 
flammatory condition  exclude  appendicitis  from  consid- 
eration. Shock  is  never  as  severe  as  that  seen  in  ectopic 
pregnancy  and  there  are  no  signs  of  internal  hemorrhage 
as  in  the  latter.  A helpful  sign  that  may  be  elicited  is 
the  referral  of  pain  from  the  ovary  to  the  thigh  of  the 
affected  side.  Roentgenograms  may  be  helpful  as  many 
of  these  cysts  are  dermoids  and  areas  of  calcification  may 
show  in  the  roentgenogram.  Again  the  treatment  is  sur- 
gical with  exploration  of  both  ovaries  as  many  cysts  tend 
to  be  bilateral  and  a similar  although  smaller  cyst  is 
often  present  in  the  opposite  ovary. 
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Paracervical  Block  Anesthesia  During  Labor* 

John  S.  Gillam,  M.D.f  and  Donald  W.  Freeman,  M.D. 

Minneapolis,  Minnesota 


Local  anesthesia  has  many  well-recognized  advantages 
t over  systemically  acting  analgesic  drugs  and  anes- 
thetics in  obstetrics.  Chief  among  these  is  the  nearly 
complete  safety  afforded  mother  and  baby.  While  local 
anesthesia  is  being  widely  used  for  obstetrical  deliveries 
and  for  numerous  gynecologic  procedures,  its  use  in  the 
relief  of  the  pain  of  uterine  contractions  during  labor 
has  been  limited.  This  is  in  spite  of  the  fact  that  inter- 
ruption of  the  uterine  nerve  supply  by  paracervical 
(parametrial)  block  is  a simple  procedure  because  of  the 
nature  of  the  uterine  innervation. 

The  uterine  innervation  is  all  from  the  autonomic  sys- 
tem. Both  sensory  and  motor  pathways  reach  it  by  way 
of  the  utero-vaginal  ple'-us.  This  p'exus,  also  known  as 
the  pelvic  plexus  and  including  Frankenhauser’s  ganglion, 
is  made  up  of  a network  of  fine  fibers  and  ganglia  meas- 
uring about  2x3  cms.  It  lies  extraperitoneally  in  the  base 
of  the  broad  ligament  just  above  the  uterovaginal  junc- 
tion, lateral  and  slightly  posterior  to  the  isthmus  of  the 
uterus.  Blocking  th's  plexus  with  local  anesthetics  blocks 
all  pain  sensation  from  the  uterus. 

Rosenfeld,'  in  a review  of  literature  up  to  1945,  found 
only  three  reports  on  the  use  of  paraceryical  injections 
of  local  anesthetics  dotin'^  labor.  Fde  reported  at  that 
t'me  on  his  experience  with  the  method  in  100  patients. 
Immediate  complete  relief  of  pain  was  obtained  in  each 
instance.  Except  for  a transient  drop  in  blood  pressure 
in  one  patient  and  a temporary  slowing  of  the  fetal  heart 
rate  in  two  instances,  no  untoward  effects  were  noted. 
Rosenfeld  used  procaine,  nupercaine  and  eucupin  in 
varying  concentrations,  both  with  and  without  added 
adrenalin.  Relief  of  pain  lasted  from  one-half  hour  to 
four  hours  with  the  longest  duration  of  effect  being  ob- 
tained when  nupercaine  or  eucupin  was  used  with  added 
adrenalin. 

The  results  to  be  described  deal  with  observations  of 
the  effects  of  69  blocks  done  on  59  patients  at  the  Uni- 
versity of  Minnesota  Fdospitals.  Thirty-nine  of  the  pa- 
tients were  multiparas  and  twenty  were  primiparas. 
Slightly  more  than  one-half  were  private  patients  and 
the  remainder  "house  cases.”  There  were  eight  prema- 
ture births.  Two  patients  were  in  false  labor.  The  other 
49  patients  delivered  approximately  at  term.  Slightly 
more  than  one-half  of  the  patients  had  complications  of 
one  sort  or  another  which  preceded  or  complicated  labor. 
Two  had  small  areas  of  premature  separation  of  the  pla- 
centa. Five  patients  had  a significant  anemia.  Seven  had 
urinary  tract  infections.  Two  had  heart  disease.  One 
had  diabetes.  The  remaining  complications  included 

*Departrnent  of  Obstetrics  and  Gynecology,  University  of 
Minnesota  Medical  School. 

tNow  at  I'argo  Clinic,  I'argo,  North  Dakota. 


varicose  veins,  primary  uterine  inertia,  and  prolonged 
labor. 

The  block  is  readily  carried  out  at  any  time  during 
the  first  stage  of  labor.  The  injection  is  greatly  facili- 
tated by  the  use  of  a guide  (figure  1).  This  consists 
of  a long  spinal  needle  of  a larger  bore  than  the  needle 


through  which  the  agent  is  injected.  It  is  carried  up  to 
the  junction  of  the  cervix  and  vagina  with  two  fingers 
of  one  hand  and  with  the  proximal  end  up.  The  needle 
on  the  syringe  is  then  threaded  through  the  guide  and 
the  injection  made.  The  needles  are  selected  for  length 
so  that  the  injecting  needle  projects  approximately  1 '/z 
cm.  beyond  the  guide.  This  increases  the  safety  of  the 
procedure  by  limiting  the  depth  of  the  injection.  The 
usual  technique  for  sterile  vaginal  examination  is  used. 
Sterile  gloves  are  worn.  The  field  is  draped  with  sterile 
towels.  A quantity  of  aqueous  zephiran  1-1000  is  in- 
stilled into  the  vagina  prior  to  injection.  The  injections 
are  made  on  each  side  slightly  posterior  to  the  3 and 
9 ci’clock  positions.  In  our  series  20  cc.  of  the  anesthetic 
agent  was  used  on  each  side  in  the  majority  of  cases, 
and  the  drug  used  in  all  except  three  cases  was  1 per 
cent  procaine.  One  and  one-half  per  cent  metycaine  was 
used  twice  and  .15  per  cent  pontocaine  once.  Adrenalin 
was  added  to  the  solution  in  all  but  13  instances.  The 
concentration  varied  from  1 to  3 minims  of  1-1000  solu- 
tion per  ounce  of  anesthetic  agent. 

Results 

The  degree  of  pain  relief  obtained  is  summarized  in 
Table  1.  Four  blocks  were  total  failures  and  an  addi- 
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tional  patient  got  relief  of  pain  on  only  one  side,  the 
block  on  the  other  side  having  failed.  Twelve  patients 
got  complete  relief  of  abdominal  pain  but  were  left  with 
minor  back  discomfort.  We  have  learned  that  many  of 
these  can  be  relieved  by  an  additional  injection  of  about 
10  cc.  on  each  side  more  posteriorly  into  the  sacro- 
uterine ligament  area.  This  was  tried  in  seven  instances 
and  the  backache  was  relieved  in  five.  Fifty-two  of  the 
blocks  were  completely  successful  in  that  all  the  discom- 
fort disappeared  for  the  duration  of  the  effect.  The 

i onset  of  pain  relief  in  each  instance  was  immediate. 

i 

j Table  I 

Pain  Relief 

, No.  Percent 


None 4 5.8 

I One  side  1 1.4 


7.2 

^ + (minor  residual  backache)  12  17.4 

Complete  __  52  75.4 


92.8 

Total  69  100.0 

Uterosacral  block  for  residual  backache 7 

Backache  relieved  5 


The  duration  of  pain  relief  is  summarized  in  Table  II. 
In  approximately  three-fourths  of  the  patients  the  dura- 
tion exceeded  1 Yj  hours  when  delivery  did  not  occur 
before  the  block  wore  off.  No  conclusions  can  be  drawn 
from  this  study  as  to  the  effect  of  adrenalin  in  the  anes- 
I thetic  solution  on  the  duration  of  effect  since  there 
I were  only  five  blocks  done  without  added  adrenalin  in 
I patients  in  whom  delivery  did  not  intervene  and  dura- 
tion could  be  measured.  Similarly,  no  valid  conclusions 
can  be  drawn  concerning  the  effect  of  the  amount  of  the 
I agent  used  on  the  duration  since  in  only  seven  instances 

i was  more  than  40  cc.  injected.  In  four  of  these  seven 

I cases,  the  duration  could  be  measured  and  in  all  four 
the  effect  lasted  over  two  hours.  In  two  cases  60  cc.  was 

I I injected  and  both  blocks  lasted  2J/2  hours.  In  this  con- 

i nection  it  may  be  noted  that  Rosenfeld  found  that  the 

duration  of  effect  was  lengthened  when  more  than  50  cc. 
of  the  anesthetic  was  used. 

I 

Table  II 


Duration  of  Pain  Relief 


Block  wore  off  before  delivery 

Delivery  intervened 

railed 

4 

Less  than  1 Vz  hours  

19 

Less  than  1 V2  hours 

7 

1 V2  to  2 hours  

5 

1 2 to  2 hours 

12 

2 to  2V2  hours  - - 

4 

2 to  2!4  hours 

16 

Over  2 /'2  hours  

2 

Total 

28 

Total 

Average  duration: 

1 hour  40  minutes 

41 

Average  duration: 
1 hour  10  minutes 

At  the  present  time  1 Yz  per  cent  metycaine  solution 
is  being  used  instead  of  procaine  in  the  hope  of  increas- 
ing  the  duration  of  action.  The  dosage  is  also  being 


increased.  The  longer  acting  anesthetic  agents  such  as 
nupercaine  have  not  been  used  because  of  their  greater 
toxicity. 

The  use  of  additional  analgesia  and  anesthesia  is  sum- 
marized in  Table  III.  Most  of  the  patients  were  injected 
only  once,  and  since  the  average  duration  of  effect  was 
only  one  hour  and  forty  minutes,  and  since  twenty  of 
the  patients  were  primiparas,  it  is  not  surprising  that  a 
considerable  number  required  added  analgesia.  However, 
slightly  more  than  one-half  of  the  patients  did  not  re- 
quire any  further  sedation  during  labor.  Paracervical 
anesthesia  has  no  effect  on  the  pain  associated  with  dis- 
tension of  the  vagina  and  vulva  during  delivery.  Con- 
sequently, additional  anesthesia  was  required  for  delivery 
in  most  instances.  In  53  patients  local  pudendal  blocks 
were  used  and  21  were  also  given  small  quantities  of 
nitrous  oxide  and  oxygen  by  inhalation.  More  than  a 
third  of  the  patients  went  through  the  entire  labor  and 
delivery  with  only  local  anesthesia  in  the  form  of  para- 
cervical and  pudendal  blocks. 


Table  III 

Added  Analgesia  and  Anesthesia 


No. 

Pet. 

Analgesia 

None  

30 

52.6 

Demerol  pre-block  only  

13 

22.6 

Demerol  post-block  only  

5 

8.8 

Demerol  pre-  and  posr-binrk 

9 

15.8 

Delivery  analgesia 
Pudendal  block  . . 

53 

93.0 

N2O  - O2  

Local  only  (no  Demerol  or  N O) 

..  21 

..  21 

37.0 

37.0 

A transient  uterine  inertia  lasting  15  to  20  minutes 
was  commonly  observed  immediately  following  the  in- 
jection. The  same  effect  almost  regularly  follows  pu- 
dendal block  if  the  anesthetic  agent  contains  adrenalin. 
This  effect  is  believed  to  be  due  to  adrenalin.  The  gen- 
eral impression  was  obtained  that  the  blocks  frequently 
increased  the  speed  of  cervical  dilatation  despite  the  tem- 
porary slowing  effect  noted  above.  The  effect  of  any 
agent  on  the  duration  of  labor  is  very  difficult  to  evaluate 
because  of  the  many  different  factors  concerned  with  the 
progress  of  labor.  Nevertheless,  in  seven  instances  of 
slow  labor,  the  operators  were  enough  impressed  by  the 
effect  of  the  blocks  on  the  course  of  labor  to  make  com- 
ments on  the  charts  to  the  effect  that  cervical  dilatation 
was  definitely  speeded  up  after  the  injections.  On  the 
other  hand,  in  two  instances  of  real  primary  uterine  in- 
ertia, the  blocks  showed  no  noticeable  effect  on  the  rate 
of  progress. 

In  no  case  was  it  felt  that  the  blocks  significantly 
slowed  the  progress  of  labor. 

All  but  nine  of  the  patients  delivered  spontaneously. 
The  remainder  were  delivered  by  forceps  extraction. 
In  no  case  did  interference  with  the  mechanism  of  labor 
by  the  blocks  play  any  part  in  the  indication  for  forceps. 

There  were  no  maternal  or  infant  deaths  in  the  series. 
There  were  no  significant  untoward  effects  on  the  moth- 
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ers  (Table  IV).  There  were  no  puerperal  infections. 
One  patient  was  found  to  have  a minor  thickening  in 
the  parametrial  region  on  one  side  at  the  time  of  dis- 
charge from  the  hospital.  It  was  thought  possible  that 
this  represented  a small  hematoma. 


Table  IV 
Untoward  Effects 


No. 

Pet. 

Maternal 

Temporary  paresis  of  thigh  adductors 

4 

5.8 

Adrenalin  reactions  . 

4 

5.8 

(tachycardia,  B.P.  rise,  etc.) 

Fetal 

Depression  of  heart  tones 

4 

5.8 

Temporary 

2 

Asphyxiated  at  delivery 

2 

True  knot  in  cord 

1 

Premature  separation  placenta 

1 

The  blocks  were  associated  with  a depression  of  the 
fetal  heart  rate  on  four  occasions.  Two  of  these  infants 
were  somewhat  asphyxiated  at  birth,  but  in  neither  case 
was  it  felt  that  the  block  played  a part  (Table  IV). 
The  cause  of  the  depression  of  the  fetal  heart  rate  is 
not  apparent.  Rosen feld  noted  its  occurrence  twice  in 
his  series.  In  each  case  it  proved  to  be  transient  and  the 
infants  were  both  normal  at  birth. 

Table  V shows  the  frequency  with  which  fetal  as- 
phyxia occurred.  In  no  case  did  the  paracervical  blocks 
play  a part. 

Discussion 

Paracervical  anesthesia  has  the  advantages,  in  general, 
of  all  local  anesthetics.  It  is  apparently  nearly  completely 
safe  for  mother  and  baby.  The  technique  is  easy  and  it 
can  be  done  by  anyone  on  almost  any  patient.  There  are 
no  post-delivery  reactions  and  no  pulmonary  or  general 
complications  are  to  be  expected.  There  is  no  interfer- 
ence with  the  normal  process  of  labor  and  delivery  and 
no  interference  with  the  establishment  of  respirations  in 


Table  V 


Asphyxia 


No. 

Pet. 

None  - - - 

50 

87.7 

7 

12.3 

Asphyxia  due  to  block 
Asphyxia 

. ..  0 

Mild  . 

4 

Trauma  (ppt.  labor)  

1 

Resp.  obstruction 

2 

Premat.  sep.  placenta 

1 

Moderate 

2 

True  knot  in  cord 

1 

Trauma  (mid  forceps)  

1 

Severe  --  --  

1 

Premature  separation  placenta 

1 

the  infant.  At  the  same  time  the  degree  of  pain  relief 
obtained  is  complete  or  very  nearly  complete  in  the  great 
majority  of  cases. 

The  chief  limiting  factors  in  the  general  application 
of  the  method  are  the  relatively  short  duration  of  effect 
and  the  rather  bothersome  procedure  involved  in  carry- 
ing out  the  injection  under  sterile  conditions.  The 
method  should  prove  useful  particularly  in  patients  with 
short  labors  and  in  patients  with  special  contraindications 
to  the  use  of  generally  acting  analgesic  drugs,  as  for 
example  in  premature  labors. 

Summary 

1.  The  effects  of  69  paracervical  injections  of  local 
anesthetics  during  labor  are  described. 

2.  Complete  relief  of  pain  was  obtained  in  75  per 
cent  of  the  patients.  An  additional  17  per  cent  obtained 
nearly  complete  relief. 

3.  The  average  duration  of  effect  in  the  patients  who 
did  not  deliver  before  the  block  wore  off  was  1 hour 
and  40  minutes. 

4.  No  significant  untoward  effects  were  noted. 
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TOTAL  SYNTHESIS  OF  ESTRONE 

The  first  total  synthesis  m the  United  States  of  the  female  hormone  estrone  has  been 
accomplished  by  University  of  Wisconsin  chemists.  The  synthetic  duplicate  of  natural  estrone 
was  developed  from  easily  obtainable  coal  tar  products  after  four  years  of  laboratory  experi- 
ments, according  to  Dr.  W.  S.  Johnson,  who  headed  the  research.  At  the  present  time, 
estrone  is  obtained  by  extracting  the  hormone  from  the  urine  of  pregnant  mares,  or  by 
chemical  conversion  of  closely  related  substances  such  as  cholesterol. 

"At  the  present  time  our  process  is  not  practical  for  any  large  scale  production,”  Dr. 
Johnson  cautions.  "However,  after  further  research  and  refinement,  such  a process  may  help 
make  estrone  more  readily  available  at  lower  cost  to  the  nation’s  hospitals.” 
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The  True  Toxemias  of  Pregnancy 

R.  T.  LaVake,  M.D. 

Minneapolis,  Minnesota 


The  true  toxemias  of  pregnancy  are  diseases  caused 
by  cell  substances  from  the  products  of  conception, 
cell  substances  not  possessed  by  the  cells  of  the  mother, 
and  which  are  toxic  to  her  cells.  These  cell  substances 
are  inherited  by  the  child  from  the  father. 

Among  these  cell  substances  are  the  organic  com- 
pounds that  are  involved  in  the  well-known  phenomenon 
of  blood  incompatibility:  the  O,  A,  B,  and  Rh  sub- 

stances, and  likely  some  yet  unknown  substances  that 
must  be  assumed  to  be  present,  at  times,  to  account  for 
irregular  incompatibility. 

If  one  understands  how  cell  substances  of  certain  bac- 
teria cause  disease,  how  the  bacteria  are  eventually  killed 
and  the  disease  cured  by  the  generation  of  a specific 
antitoxin  by  the  host,  or  by  the  administration  of  a 
processed  specific  antitoxin;  and  if  one  understands  the 
causation  of  disease  manifestations  by  cell  substances  in 
the  venom  of  snakes,  and  the  cure  of  these  manifesta- 
tions by  specific  antitoxins  either  actively  generated  by 
the  host  or  administered  artificially,  he  can  visualize 
quickly  and  clearly  how  intraspecies  cell  substances  com- 
ing from  the  parasitic  fetus,  through  breaks  in  the  pla- 
cental barrier,  cause  the  true  toxemias  of  pregnancy,  the 
cure  being  furthered  by  the  active  generation  of  specific 
antitoxins  by  the  mother  or  host. 

This  understanding  demands  that  we  reassess  our  tra- 
ditional serologic  views  as  to  the  significance  of  the  com- 
ponents of  human  blood,  namely,  the  cell  substances, 
agglutinogens,  isoagglutinins,  isohemolysins,  and  iso- 
hemotropins;  reassess  these  traditional  concepts  from  the 
standpoint  of  how  these  serologic  elements  have  always 
functioned  in  nature,  according  to  verifiable  obstetric, 
serologic  and  experimental  observations,  and  not  alone 
from  the  traditional  standpoint,  based  entirely  upon  what 
takes  place  when  human  bloods  are  mixed  on  a slide, 
or  in  gross  transfusion,  two  absolutely  unnatural  hap- 
penings. 

If  one  could  trace  the  cell  substance  content  found 
in  the  blood  of  the  human  species  in  our  infinitesimal 
segment  of  evolutionary  time,  back  to  whatever  primor- 
dial blobs  of  living  organic  matter  the  species  took  its 
origin,  possibly  one  billion  and  a half  years  ago,  he 
would  likely  find  that  various  cell  substances  have  been 
added  and  dropped  out,  through  the  conjugation  of 
various  different  cell  substance  stocks,  at  various  levels 
of  the  phylogenetic  tree.  The  result  of  each  mating  or 
mixture  of  stocks,  as  regards  the  cell  substance  inheri- 
tance of  the  progeny,  was  determined,  as  today,  by 
Mendelian  law.  It  is  a reasoned  belief  that  when  the 
progenitors  of  the  human  species  evolved  to  a placental 
mechanism,  possibly  fifty  million  years  ago,  the  offspring 
continued  to  inherit  its  maternal  or  paternal  cell  sub- 


stances in  accordance  with  Mendelian  law,  but,  if  the 
offspring  inherited  cell  substances  of  the  sire  that  were 
poisonous  or  toxic  to  the  cells  of  the  mother,  a toxin 
antitoxin  relationship  was  established  between  fetus  and 
mother,  if  these  toxic  cell  substances  could  gain  access 
to  the  maternal  circulation  through  breaks  in  the  pla- 
cental barrier.  The  life  or  future  well-being  of  the 
mother  then  depended  upon  whether  or  not  her  cells 
could  actively  generate  antitoxic  substances  specific  to 
these  toxins  and  capable  of  adequately  protecting  her, 
or  whether  or  not  parturition  would  supervene  to  sepa- 
rate the  toxic  offspring  from  the  mother  before  the  cells 
and  organs  of  the  mother  had  suffered  irreparable  dam- 
age. The  child’s  life,  or  well-being,  depended  upon  the 
strength  of  the  maternal  antitoxin,  or  the  separation  of 
the  child  from  the  mother  before  the  cells  of  the  child 
were  irreparably  damaged  by  the  maternal  antitoxin. 
This  toxin  antitoxin  battle,  from  scratch  as  it  were,  can 
be  witnessed  today,  where  the  Rh  substance  is  involved. 
The  traditional  concept  maintains  that  the  appearance 
of  the  anti-Rh  isoagglutinin  is  only  an  antibody  reaction 
to  the  Rh  agglutinogen,  whereas,  in  point  of  fact,  an 
anti-Rh  antitoxin  is  generated,  an  antitoxin  containing 
not  only  a specific  isoagglutinin,  according  to  traditional 
parlance,  but  an  equally  specific  lysin  and  an  equally 
specific  hemotropin  or  opsonin.  The  transfused  red  cells 
containing  this  relatively  toxic  cell  substance  are  found 
to  be  not  only  injured  by  the  lysin  of  the  antitoxin,  as 
evidenced  by  the  agglutination  and  the  hemolysis,  but 
phagocytosed  by  the  leucocytes  of  the  host,  under  the 
seasoning  of  the  opsonic  arm  of  the  antitoxin.  It  should 
be  stressed  here,  that  if  one  prefers  to  consider  agglu- 
tination as  being  a manifestation  of  the  supposititious 
action  of  the  isoagglutinin  upon  the  agglutinogen,  rather 
than  as  a manifestation  resulting  from  injury  to  the  red 
cells,  he  must  consider  the  isoagglutinin  as  a functional 
arm  of  the  antitoxin,  and  the  agglutinogen  as  being 
only  another  name  for  the  antigenic  cell  substance  in- 
volved. It  is  the  relatively  toxic  cell  substance  in  the  red 
cells  and  serum  of  the  fetus  that  is  injuring  the  ma- 
ternal cells  and  thereby  causing  the  formation  of  the 
specific  antitoxin.  If  one  recognizes  this,  and  then  wishes 
to  call  the  cell  substance  involved  an  agglutinogen  be- 
cause of  its  relationship  to  the  manifestation  of  red  cell 
agglutination,  the  issue  is  not  confused.  From  the  stand- 
point of  the  disease  under  discussion,  the  main  factors 
involved  are  the  cell  substances  causing  the  disease,  and 
the  defending  specific  antitoxins. 

It  is  obvious  that  in  nature  the  mixture  of  bloods  of 
different  individuals  has  never  taken  place  except  in  the 
parasitic  relationship  between  fetus  and  mother.  Now, 
given  the  production  of  specific  antitoxins  against  the 
cell  substance  involved,  or  the  presence  of  evolved  com- 
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plements  of  inherited  antitoxins,  it  is  likewise  obvious 
that  the  unnatural  transfusion  of  red  cells  containing 
these  toxic  substances  would  result  in  the  phenomenon 
of  incompatibility.  Incompatibility  stems  from  the  fact 
that  the  transfused  blood  is  actually  poisonous  or  toxic 
to  the  cells  of  the  individual  to  which  it  is  incompatible, 
and  it  is  then  incompatible  only  if  the  serum  of  the  lat- 
ter individual  contains  either  actively  generated  or  in- 
herited antitoxins  specific  to  the  cell  substances  involved. 

Though  it  seems  quite  certain  that  incompatible 
blood  kills  the  recipient  quickly  because  of  the  mechan- 
ical effects  of  agglutination,  it  is  likely  that  death  is 
accelerated  by  the  toxic  effects  of  large  quantities  of 
the  transfused  blood,  which,  if  the  agglutination  could 
be  obviated,  and  the  blood  given  over  long  periods  of 
time,  would  produce,  in  the  male  and  female  al  ike, 
pathology  identical  with  that  found  in  the  true  toxemias 
of  pregnancy.  This  basic  similarity  in  pathology  has 
been  glimpsed  at  autopsies  in  delayed  transfusion  deaths. 
In  nature,  as  a rule,  fetal  serum  and  red  blood  cells 
containing  the  involved  toxic  substance  or  substances 
gain  access  to  the  maternal  circulation  in  repeated  infini- 
tesimal amounts  over  comparatively  long  periods  of 
time,  and  the  mother  shows  the  pathology  caused  by  the 
toxic  substance  or  substances  without  having  the  pathol- 
ogy concealed  by  gross  agglutination  and  hemolysis.  In 
nature,  the  antitoxin  has  functioned  as  a protection  to 
the  mother  and  now  may  spell  her  doom  only  if  gross 
transfusions  of  toxic  blood  are  given,  or  if  there  are  large 
breaks  in  the  placental  barrier. 

It  should  be  constantly  remembered  that  our  tradi- 
tional understanding  of  the  serologic  components  in 
human  bloods  has  been  based  upon  phenomena  witnessed 
in  the  unnatural  mixture  of  bloods.  We  have  learned 
our  serology  in  reverse,  as  it  were.  Traditional  under- 
standing has  maintained  that  though  we  know  that  iso- 
agglutinins,  isohemolysins  and  isohemotropins  exist,  par- 
alleling each  other  in  specificity  and  tending  to  parallel 
each  other  in  strength,  yet  the  physiological  function  of 
these  entities  and  their  biological  significance  are  not 
known.  Obstetric  research  in  the  true  toxemias  of  preg- 
nancy seems  to  show  clearly  that  they  function  as  a pro- 
tection to  the  pregnant  woman  and  must  have  played 
a great  biological  role  in  survival  findings  and  in  deter- 
mining the  relative  percentages  of  the  different  blood 
groups,  etc.,  as  we  find  them  today. 

Thus,  for  possibly  fifty  million  years,  the  stage  for 
this  toxin-antitoxin  battle  has  been  set  whenever  the 
cells  of  the  products  of  conception  inherited  from  the 
male,  cell  substances  toxic  to  the  cells  of  his  mate. 
When  the  first  A cell  substance  male  impregnated  an 
O cell  substance  woman  with  an  A child,  it  seems  logical 
to  suppose  that  this  O stock  woman  did  not  possess  a 
complement  of  inherited  anti-A  and  anti-B  antitoxin. 
In  this  respect  she  was  like  the  Rh  negative  woman,  who, 
to  date,  has  not  inherited  a complement  of  anti-Rh  anti- 
toxin. bindings  make  it  seem  reasonable  to  postulate, 
that  after  eons  of  evolutionary  time,  in  response  to  the 
survival  interests  of  the  mother  and  of  the  species,  each 
type  of  blood  began  to  inherit  a protective  complement 


of  specific  antitoxic  substances  against  the  cell  substances 
that  had  been  toxic  to  its  cells  for  ages.  That  it  took 
eons  of  evolutionary  time  to  bring  this  about  would  seem 
clear  from  the  findings  of  ontogeny.  The  A and  B sub- 
stances reach  a strength  which  permits  their  demonstra- 
tion in  the  fetus  around  the  37th  day  of  gestation,  and 
yet  the  protective  antitoxin  complements  against  these 
substances,  using  the  O cell  substance  individual  as  an 
example,  do  not  appear  until  an  indefinite  period  after 
the  280th  day.  This  fact  lends  itself  to  the  logical  inter- 
pretation that  the  composition  of  the  blood  groups  as 
we  see  them  today,  as  regards  complements  of  inherited 
antitoxins,  differs  from  their  composition  in  the  past, 
if  we  can  place  any  confidence  in  the  lessons  to  be 
drawn  from  ontogeny.  Before  these  inherited  antitoxins 
appeared,  it  is  reasonable  to  assume  that  blood  incom- 
patibility would  not  have  existed  except  in  cases  where 
the  mother  had  been  immunized  by  pregnancy,  or  in 
cases  where  individuals  had  been  immunized  by  trans- 
fusion, as  is  the  case  today  as  regards  the  Rh  negative 
individuals. 

When  the  blood  groups  were  discovered,  the  compo- 
nent parts  of  each  deduced,  and  the  mechanism  of  agglu- 
tination and  incompatibility  described,  there  was  not  the 
slightest  suspicion  that  all  elements  other  than  the  cell 
substances,  which  were  then  designated  as  agglutinogens, 
arose  from  a toxin-antitoxin  mechanism  between  fetus 
and  mother  that  had  existed  since  the  placentate  evolu- 
tion of  the  origins  of  the  species.  The  differences  were 
looked  upon  as  we  look  upon  other  structural  differences. 
That  the  blood  of  one  individual  of  the  human  species 
could  be  actually  toxic  to  another  individual  of  the  spe- 
cies, or  that  a child  could  be  toxic  to  its  mother,  due  to 
differences  in  structural  cell  substances,  in  the  sense  that 
was  known  to  exist  between  cell  substances  of  certain  bac- 
teria and  certain  snakes,  and  humans,  was  not  dreamed 
of  in  our  philosophy.  True,  Veit,  in  1902,  suggested  the 
syncytiolysin  theory  of  toxemia  causation,  and  Dienst, 
in  1905,  suggested  fetal  blood  incompatibility  as  the  pos- 
sible cause  of  toxemia.  Veit’s  theory  did  not  lend  itself 
to  adequate  proof,  and  in  the  theory  of  Dienst,  the  in- 
jury was  deemed  to  arise  from  the  mechanical  effects  of 
agglutination,  as  was  the  concept  in  gross  blood  trans- 
fusion. That  incompatible  blood  was  actually  poisonous 
to  the  cells  of  the  recipient,  whether  the  blood  came 
from  the  fetus  or  from  a donor,  was  not  imagined. 
As  far  back  as  1910  it  had  been  clearly  demonstrated 
that  transfused  incompatible  blood  was  not  only  agglu- 
tinated but  hemolyzed  and  phagocytosed  by  the  leuco- 
cytes of  the  host,  phenomena  analogously  paralleling 
those  found  when  bacteria,  containing  a toxic  cell  sub- 
stance, are  attacked  by  a specific  antitoxin  in  a host. 
When  it  came  to  blood  work,  however,  we  kept  on  main- 
taining that  when  we  witnessed  agglutination  of  red 
blood  cells  under  such  conditions,  we  were  witnessing 
the  mere  action  of  a specific  isoagglutinin  on  its  agglu- 
tinogen, and  not  the  action  of  a specific  antitoxin  on 
red  cells  containing  the  specific  toxic  substance  involved. 
Such  was  the  weight  and  force  of  tradition  that  it  took 
thirty  years  before  our  error  suggested  itself  and  was 
corroborated  by  obstetrical  research  pertaining  to  the  true 
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toxemias  of  pregnancy  and  fetal  injury  due  to  maternal 
antitoxins. 

From  the  field  of  bacteriology  let  us  turn  to  a field 
less  widely  explored  and  less  widely  understood,  namely 
the  role  played  by  cell  substances  in  snake  venom  as  a 
cause  of  disease,  and  the  working  of  the  toxin  antitoxin 
mechanism  as  shown  by  experiments.  This  consideration 
is  very  pertinent  to  our  subject,  because  it  furnishes 
proof  by  analogy  that  the  cell  substances  from  the  fetus, 
if  toxic,  cause  disease  in  the  mother,  just  as  cell  sub- 
stances of  the  venomous  snake  cause  disease,  and  that 
the  retaliative  maternal  antitoxins,  specific  to  the  toxic 
cell  substances  from  the  fetus,  are  responsible  for  fetal 
injury  and  death  manifested  in  erythroblastosis  fetalis, 
etc.,  just  as  specific  antitoxins  to  snake  venom  will  injure 
and  kill  the  snake.  The  proof  of  these  propositions  in- 
volves the  behavior  of  blood  components,  and  here  it 
again  seems  likely  that  the  agglutination  of  red  cells 
containing  the  toxic  substance,  or  substances  involved, 
is  but  the  first,  most  sensitive,  and  the  most  striking 
manifestation  that  the  red  cells  are  beginning  to  be  in- 
jured by  the  lysins  of  the  antitoxin,  and  that  hemolysis 
represents  a later  and  more  serious  manifestation  of  in- 
jury, and  that  what  in  blood  parlance  have  been  desig- 
nated as  hemotropins,  are  the  same  entities  that  in  bac- 
teriology have  been  designated  as  opsonins.  It  is  likely 
that  such  disssimilarity  in  nomenclature  would  not  have 
arisen  had  it  been  sensed  that  the  red  cells  in  human 
blood  could  contain  substances  relatively  toxic  to  the 
cells  of  other  individuals  of  the  same  species  and  for 
this  reason  respond  to  specific  antitoxin  attack  as  do  the 
red  cells  of  venomous  snakes  and  bacteria  under  anti- 
toxin attack. 

The  snake  may  be  considered  as  an  aggregation  of 
cells  containing  in  their  molecular  structure  the  cell  sub- 
stances of  the  parent  cell — the  fertilized  ovum.  The 
basic  cell  substances  give  evidence  of  being  present  in 
the  fixed  and  red  cells  of  the  snake.  Infinitesimal  par- 
ticles of  these  cell  substances  are  given  off  to  the  sur- 
rounding fluid  medium,  the  serum.  These  substances 
are  concentrated  in  the  saliva  of  the  snake  and  form  the 
toxic  substances  of  the  venom.  This  venom  may  cause 
disease  and  death  to  susceptible  forms  of  life  at  the  same 
and  different  levels  of  the  phylogenetic  tree.  Cure  of 
the  disease  manifestations  is  influenced  either  by  the 
active  generation  by  the  host  of  specific  antitoxin  or  the 
prompt  administration  of  processed  antitoxin.  Now,  if 
this  specific  antitoxin  is  mixed  with  the  snake’s  blood, 
we  witness  exactly  the  same  phenomena  that  obtain  when 
incompatible  blood  is  attacked  by  the  serum  of  the  re- 
cipient, namely,  agglutination  and  hemolysis.  If  the 
antitoxin  is  injected  directly  into  the  snake,  the  snake 
shows  clinical  signs  of  basic  pathology  and  dies  under 
sufficient  dosage  and,  under  the  microscope,  there  are 
indications  that  all  the  cells,  fixed  and  otherwise,  that 
contain  the  toxic  cell  substances,  are  injured  by  the  anti- 
toxin. We  see  the  same  type  of  phenomena  that  we  see 
in  fetal  injury  and  death  due  to  maternal  antitoxins, 
in  conditions  such  as  erythroblastosis  fetalis,  congenital 
hemolytic  anemia,  neonatal  jaundice,  etc.  The  mech- 
anisms are  analogous.  Furthermore,  experiments  suggest 


that  certain  snakes  that  have  been  present  in  an  environ- 
ment of  rattlesnakes  for  millions  of  years,  have  come  to 
develop  a complement  of  inherited  specific  antitoxin  to 
r.-ittlesnake  venom,  as  the  O type  mother  has  come  to 
inherit  a complement  of  anti-A  and  anti-B  antitoxin, 
due,  conjecturally,  to  cell  substance  attack  during  the 
ages  of  fetal  mother  relationship.  The  king  snake,  for 
example,  is  relatively  immune  to  rattlesnake  venom. 
When  rattlesnake  red  cells  are  tested  against  king  snake 
serum,  the  latter  agglutinates  and  hemolyses  the  rattle- 
snake red  cells,  suggesting  that  the  king  snake’s  serum 
contains  a complement  of  antitoxin  against  the  toxic 
cell  substances  of  the  rattle  snake,  just  as  the  O type 
mother  contains  a complement  of  anti-A  and  anti-B 
antitoxin  that  imparts  to  her  a relative  immunity  to 
the  A and  B intraspecies  cell  substances.  This  immunity 
is  only  relative,  as  one  can  prove  by  following  the  anti- 
toxin titer  and  the  signs  of  clinical  disease  in  the  mother 
in  cases  of  the  true  toxemia  of  pregnancy.  Here,  as  in 
all  toxin  antitoxin  setups,  the  severity  of  the  manifesta- 
tions of  disease  vary  directly  with  the  virulence  and  dos- 
age of  the  toxic  substance  or  substances,  and  inversely 
with  the  strength  of  the  antitoxin.  In  the  case  of  the 
toxemic  mother,  after  delivery,  which  removes  the  source 
of  the  toxin  attack,  as  well  as  the  antitoxin  absorptive 
potential  of  the  cells  and  the  fluids  of  the  products  of 
conception,  the  antitoxin  tends  to  accumulate  in  the 
mother,  and  the  faster  and  higher  it  rises  in  strength 
the  more  rapidly  the  signs  and  symptoms  of  toxemia 
tend  to  disappear. 

Research  in  the  toxemias  of  pregnancy  from  the  stand- 
point of  a fetal  cell  substance  cause,  has  apparently 
solved  several  major  obstetrical  problems  that  have 
always  been  puzzling  in  the  past;  why,  for  example, 
may  a woman,  under  the  same  meticulous  care,  suffer 
from  an  almost  fatal  toxemia  in  her  first  or  any  preg- 
nancy, and  in  later  pregnancies  show  no  signs  of  tox- 
emia? The  answer  would  seem  to  be  that  if  she  estab- 
lishes a high  grade  of  immunity  against  a toxic  cell  sub- 
stance in  her  first  or  any  pregnancy,  this  immunity  tends 
to  protect  her  in  subsequent  pregnancies  with  the  same 
cell-substance-type  of  child.  These  verifiable  findings 
furnish  a logical  reason  for  the  statistical  finding  that 
toxemia  is  much  less  frequent  in  multiparae  than  in 
primiparae.  In  any  pregnancy,  a true  toxemia  will  not 
develop  if  the  child  chances  to  inherit  cell  substances 
identical  with  those  of  the  mother,  or  cell  substances  not 
toxic  to  her  cells. 

Again,  obstetrical  research  has  answered  the  long 
puzzling  question  of  why  the  same  woman  may  almost 
completely  absorb  one  dead  fetus  with  few  or  no  signs 
of  disturbance,  and  then  with  another,  show  alarming 
signs  of  disease  almost  at  the  beginning  of  absorption. 
The  difference  depends  upon  whether  the  cell  substances 
of  the  child  are  similar  to  her  own  and  nontoxic,  or 
the  cell  substances  of  the  child  are  toxic  to  her  cells. 

Within  the  past  few  months.  Dr.  G.  A.  Matson, 
director  of  the  Minneapolis  War  Memorial  Blood  Bank, 
who  has  done  outstanding  work  in  testing  out  the  blood 
group  status  of  Indians  and  Eskimos,  and  shown  that 
the  Blackfeet  Indians,  for  example,  are  an  80  per  cent 
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pure  A group  stock,  consented  to  try  to  throw  light  on 
the  hypothesis  of  the  cell  substance  cause  of  toxemia 
by  an  ethnological  approach.  The  argument  suggests 
itself  that  if  the  hypothesis  he  true,  then  one  should  be 
able  to  predict  that  toxemia  would  seldom  be  seen 
among  such  people.  From  answers  to  his  inquiries  he 
found  this  to  be  the  case.  The  results  of  these  inquiries, 
considered  as  a form  of  proof  by  prediction,  would  tend 
to  support  the  hypothesis. 

Since  this  hypothesis  was  presented  to  this  society, 
three  and  one-half  years  ago,  every  effort  has  been  made 
to  test  the  hypothesis  by  every  form  of  clinical,  serologic 
and  experimental  attack.  So  far,  all  findings  have  con- 
verged upon  it  in  proof  and  thus  attested  its  probability. 

Whatever  advantages  the  implications  of  this  hypothe- 
sis may  offer  in  point  of  improved  treatment,  little  will 
he  accomplished  until  men  are  convinced  of  the  sound- 
ness of  the  hypothesis  and  are  willing  to  be  guided  there- 
by in  their  approach  to  treatment. 

Granting  a serologic  cause  for  such  adequately  proven 
cases  of  true  toxemia,  an  important  part  of  treatment 
should  be  serologic  in  character.  Transfusions  or  injec- 
tions of  group  compatible  blood  or  serums  of  proper  Rh 


status  would  seem  to  be  the  answer.  In  the  past  we 
have  unwittingly  used  this  form  of  treatment  in  cases 
of  severe  anemia  and  blood  loss  in  cases  of  toxemia,  but, 
when  the  outcome  was  successful,  all  benefit  was  accred- 
ited to  the  replacement  therapy,  without  a thought  of 
the  possible  benefit  of  the  antitoxic  properties  of  the 
transfused  blood. 

Transfusions  should  aid:  by  raising  the  hemoglobin 

content  and  by  increasing  the  oxygenating  capacity  of 
the  blood  and  thus  increasing  its  detoxifying  power;  by 
adding  chemically  normal  blood  and  replacing  albumen 
lost  in  the  urine;  by  relieving  the  maternal  tissues  of  a 
fraction  of  the  brunt  of  toxin  attack  by  the  absorptive 
potential  of  the  transfused  blood;  and,  where  the  A or 
B substances  are  involved  as  toxins,  furnishing  an  inher- 
ited complement  of  desired  antitoxic  substance.  When 
the  opportunity  offers,  and  conditions  warrant,  the  best 
type  of  blood  or  serum  to  use  should  be  that  of  a woman 
who  has  just  recovered  from  the  same  cell  substance  type 
of  toxemia,  and  whose  antitoxin  titer  is  still  demonstrably 
high.  Before  the  child  is  separated  from  the  mother, 
a marked  increase  in  the  naaternal  content  of  antitoxin 
would  logically  be  prejudicial  to  the  child. 


y Reprinted  from  ? 

I I 


EXERCISE  FOR  WOMEN 

"...  In  the  true  sense,  calisthenics  as  used  in  the  schools,  is  not  exercise  at  all.  To 
perform  the  motions,  labor  of  body  is  required,  and  the  mental  and  physical  strain  is  at  least 
that  of  an  ordinary  recitation.  Just  so  an  invalid,  ordered  to  walk  or  ride  as  a remedy, 
is  very  like  to  take  it  as  such,  and  thus  lose  almost  all  the  good  it  was  intended  to  accom- 
plish. Exercise,  for  its  own  sake,  for  the  pleasure  it  affords,  in  complete  relaxation  from 
mental  effort,  and  from  conscious  systematic  physical  exertion,  is  the  only  real  exercise. 

Hence,  the  all-important  practical  lesson  (to  apply  which  in  individual  cases  calls  for 
a good  deal  of  tack  and  management),  that  ordered  for  an  invalid,  the  ostensible  motive 
should  he  the  fileasurc  it  affords. 

Horseback  exercise,  to  learn  to  ride  easily  and  gracefully,  and  for  the  real  gratification 
which  the  ability  to  control  a spirited  animal  affords.  Carriage  rides,  and  walks  to  gather 
flowers,  to  visit  beautiful  localities,  or  get  beautiful  views,  and  for  the  exhilaration  which 
such  exercise,  properly,  and  in  the  fresh  air,  and  with  pleasant  company,  always  occasions. 
Boating,  to  learn  the  use  of  the  oar,  etc. 

The  last  motive  to  urge,  should  be  the  remedial  effect;  that  should  be  kept  in  the  back- 
ground, and  as  far  as  possible  out  of  sight  of  the  patient.” 

CnAiii.ES  N Hewitt,  M.D.:  Muscular  exercise  as  a remedy  in  diseases  of  women. 

Northwestern  Medical  and  Surgical  Journal  1:  98,  1870. 


June,  1950 


213 


Intra-Partum  Care 

John  H.  Moore,  M.D.,  and  Frank  A.  Hill,  M.D. 
Grand  Forks,  North  Dakota* 


OBSTETRICAL  labor  is  work!  Whether  the  obstetrician 
practices  the  "Garden  of  Eden”  method,  one  or 
many  of  the  many  modifications  of  obstetric  analgesia, 
amnesia  or  anesthesia,  or  even  if  he  has  been  caught  in 
the  enthusiasm  for  "natural  labor,”  he  will  agree  that 
childbirth  is  work. 

Effective  education,  lay  and  professional,  has  done 
much,  through  pre-partum  care,  to  reduce  maternal  mor- 
tality. This,  and  not  bureaucratic  meddling,  has  been  the 
chief  factor  in  bringing  women  to  labor  in  better  condi- 
tion than  was  the  case  a decade  or  two  ago.  The  largely 
preventable  convulsive  toxemias  of  pregnancy  emphasize 
this  point,  and  illustrate  the  importance  of  the  personal 
relationship  between  patient  and  physician. 

While  pre-partum  care  has  been  stressed  by  the  phys- 
cian,  other  factors  have  appeared  which,  if  not  carefully 
controlled,  may  do  much  to  nullify  the  good  obtained  by 
pre-partum  care.  The  small  general  hospital  is  doing  an 
admirable  job  in  caring  for  maternity  patients.  The  pre- 
ponderance of  births  in  hospitals,  even  in  the  most  rural 
states,  is  amazing  and,  we  feel,  gratifying.  But  with  the 
concentration  and  sometimes  crowding  of  maternity  pa- 
tients into  such  hospitals,  with  a lack  of  interns  and  resi- 
dents, and  with  the  increased  responsibility  which  has 
been  assigned  to  nurses,  the  intra-partum  period  may  well 
develop  certain  preventable  hazards. 

The  mean  duration  of  labor  has  been  reported  as 
slightly  over  13  hours  in  the  white,  primiparous  patient 
and  over  eight  hours  in  the  white  multiparous  patient.^ 
For  the  normal  individual,  the  sensible  and  insensible 
fluid  loss  approximates  3500  cc.  per  day.  It  is  not  diffi- 
cult to  understand  that  the  fluid  lost  in  labor  would 
often  far  exceed  the  normal  figure.  Atmospheric  condi- 
tions, the  environment  of  labor,  emotional  and  physical 
factors  associated  with  labor,  the  season  of  the  year  may 
may  all  serve  to  aggravate  the  normal  fluid  loss.  Add 
to  those,  hyperventilation  and  vomiting,  which  are  not 
infrequent  in  labor,  and  we  see  that  there  is  not  only 
depletion  of  fluids  but  that  the  electrolyte  balance  may 
be  grossly  disturbed  as  well. 

Oral  restoration  of  fluids  during  labor  is  often  unsatis- 
factory and  sometimes  dangerous,  due  to  restlessness, 
amnesia  or  analgesia,  an  impending  anesthetic,  or  vom- 
iting. We  feel  that  the  administration  of  parenteral 
fluids  in  amounts  of  from  500  cc.  to  1000  cc.  should  be 
given  intravenously  in  labor  at  the  slightest  suggestion 
of  dehydration.  Five  per  cent  dextrose  in  sterile  normal 
saline  solution  is  most  commonly  used,  except  where  there 
is  evidence  of  salt  retention,  in  which  case  sterile  distilled 
water  is  used  instead  of  the  normal  saline  solution. 

*From  the  Department  of  Obstetrics  and  Gynecology,  Grand 
Forks  Clinic,  Grand  Forks,  North  Dakota. 


While  the  time  of  labor,  obviously,  does  not  permit 
the  correction  of  malnutrition,  it  is  a time  when  nutrition 
should  be  maintained.  The  caloric  value  of  ingested 
food  in  a twenty-four  hour  period  should  balance  the 
energy  lost  by  the  individual  during  this  period.  In  pro- 
tracted labors  this  may  prove  to  be  an  important  prob- 
lem and  one  not  easily  solved.  In  any  labor,  anorexia 
is  the  rule.  Vomiting,  delayed  absorption  due  to  re- 
tarded gastric  emptying  and  the  action  of  various  medi- 
cations, may  all  contribute  to  caloric  deprivation.  While 
we  attempt  to  supply  the  necessary  "fuel”  to  balance  the 
increased  energy  requirements  of  the  woman  in  labor, 
we  would  urge  caution  in  how  this  is  done!  The  aspira- 
tion of  food  is  a very  real  danger  in  labor,  especially 
during  anesthesia.  Early  in  labor,  and  especially  in  pri- 
miparous patients,  the  giving  of  frequent,  small  servings 
of  sugared  fruit  juices,  sugared  tea  and  clear  broth  aid 
materially  in  providing  needed  nourishment  and  in  main- 
taining morale,  with  little  increased  hazard;  but  where 
energy  and  fluid  intake  are  both  low,  we  believe  it  far 
safer  to  supply  these  by  intravenous  injections  of  dex- 
trose solutions  as  indicated  above. 

There  is  no  obstetrician  of  experience  who  has  not, 
at  some  time  or  other,  discovered  a distended  bladder  in 
labor!  Such  distention  is  usually  quite  evident,  objec- 
tively. What  does  not  appear  to  be  quite  as  evident  is 
that  pregnancy  produces  a degree  of  atony  of  the  ureters 
and  bladder  which  predisposes  to  dilatation,  stagnation 
and  attendant  infection-;  and  that  one  of  the  chief 
causes  of  morbidity  in  the  puerperium  is  urinary  tract 
infection.  Our  experience  teaches  that  frequent  and  com- 
plete emptying  of  the  bladder  during  labor  is  of  great 
prophylactic  value  in  preventing  urinary  tract  infection 
in  the  puerperium.  Spontaneous  and  complete  voiding 
during  labor  is  often  absent  or  delayed,  leading  to  blad- 
der distention  and  trauma.  While  the  distention  would 
have  to  be  excessive  to  interfere  with  the  descent  of  the 
presenting  part  in  labor,  cystoscopic  examination  of  the 
bladder,  post-partum,  sometimes  reveals  hemorrhagic 
cystitis,  edema  and  evidence  of  bacteremia,  especially 
where  incomplete  emptying  of  the  bladder  during  labor 
has  been  allowed  to  continue.^  This  certainly  provides 
a fertile  field  for  urinary  tract  infection.  Post-partum 
bladder  atony  is  less  marked  if  the  bladder  is  not  allowed 
to  become  over-distended  during  labor.  Just  as  in  gyneco- 
logic surgery,  where  we  feel  that  catheterization,  done 
gently  and  with  absolute  asepsis,  is  excellent  prophylaxis 
against  urinary  tract  infections,  so  it  is  in  labor. 

The  perfect  analgesic  and  anesthetic  agent  has  not 
yet  been  discovered.  Witness  the  long  list  of  drugs  that 
have  been  and  are  being  used  in  obstetrics  to  make  labor 
bearable!  Without  entering  into  a discussion  of  the 
merits  or  de-merits  of  any  drug  or  combination  of  drugs 
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used  for  pain  relief  in  labor,  it  should  be  pointed  out 
that  all  may  have  effects  other  than  those  for  which  they 
were  prescribed;  nor  can  one  ignore  the  cumulative  ef- 
fects which  sometimes  appear.  The  vomiting  produced 
in  many  patients  following  the  use  of  morphine  is  well 
known.  Morphine  and  Demerol  seem  to  have  an  anti- 
diuretic action  in  some  individuals. In  the  gastro-intes- 
tinal  tract,  depressed  gastro-intestinal  motility  and  in- 
crease of  the  already  prolonged  gastric  emptying  time 
are  common.  Respiratory  depression,  mydriasis  and  pa- 
ralysis of  sweat  and  salivary  glands  are  other  undesirable 
side  effects  which  are  sometimes  noted,  following  the  use 
of  certain  analgesic  and  amnesic  drugs  in  labor.  Some 
of  these  undesirable  side  effects  can  be  greatly  minimized 
in  labor  by  the  giving  of  oxygen  through  a well-fitted 
mask.  We  would  emphasize  two  points:  (1)  Oxygen,  so 
given,  frequently  exerts  a sedative  effect  upon  the  mother 
and  (2)  irregular  heart  tones  often  become  regular  and 
maintain  their  regularity,  following  a few  inhalations. 

In  our  undergraduate  teaching  to  student  nurses,  we 
emphasize  the  safety  and  practicability  of  following  the 
course  of  labor  by  abdominal  examinations,  the  location 
and  character  of  the  fetal  heart  tones  and  the  character 
of  the  uterine  contractions.  The  ease  and  frequency  with 
which  rectal  examinations  are  done  is  not  an  unmixed 
blessing  and  the  examinations  are  by  no  means  harm- 
less. Because  rectal  examinations  have  become  so  com- 
mon and  because  they  are  sometimes  performed  by  sev- 
eral individuals,  with  varying  degrees  of  skill  and  gen- 
tleness, they  can  be  a source  of  danger.  In  our  gen- 
eral hospitals  with  well-equipped  maternity  departments, 
the  vaginal  examination  of  the  obstetric  patient  has  been 
reduced  to  a minimum  and  it  is  well  recognized  that  it 
must  be  done  under  strictest  surgical  asepsis  in  the  labor 
or  delivery  room.  While  the  rectal  examination  does 
not  require  the  surgical  ritual  of  the  vaginal  examina- 
tion, it  seems  to  us  that  it  has  been  abused,  and  not 
without  some  danger  to  the  woman  in  labor.  If  done 
too  frequently,  there  is  unnecessary  pain  caused;  if  done 
carelessly  and  roughly,  the  danger  of  genito-tract  con- 
tamination is  a real  danger.  Rectal  examinations  should 
be  reduced  to  a minimum  and  should  always  be  done 
gently,  under  direct  vision,  and  with  no  groping  for  the 
anal  orifice.  To  reduce  the  possibility  of  genital  tract 
contamination  still  further,  the  use  of  the  tight  T-binder 
with  tight  perineal  pad  should  be  abolished,  wherever  it 
may  still  be  in  use. 

The  care  of  the  bowels  during  labor  can  be  greatly 
simplified  if  attention  is  directed  solely  to  the  condition 
of  the  pelvic  colon  and  rectum.  The  "high”  enema,  in 
a woman  in  labor  is,  in  our  opinion,  a misnomer.  We 
want  the  pelvic  colon  and  the  rectum  empty  in  labor, 
if  possible,  and,  to  accomplish  this,  recommend  a warm 
tap-water  enema  early  in  labor.  If  the  woman  is  admit- 
ted in  advanced  labor,  the  enema  should  be  omitted. 
It  is  far  easier  to  prevent  genital  tract  and  newborn  con- 
tamination from  hard,  formed  stool  than  from  a flood 
of  liquid  feces! 

The  temperature,  pulse  and  blood  pressure  of  the 
woman  m labor  should  be  taken  and  recorded  every 
four  hours  in  the  uncomplicated  case  and  individualized 


in  the  complicated  one.  The  frequency  and  duration  of 
the  uterine  contractions  and  the  rate,  location  and  char- 
acter of  the  fetal  heart  tones  are  to  be  noted  and  re- 
corded every  30  minutes  during  the  first  stage  of  labor. 
More  important  than  the  ritualistic  following  of  the 
above  procedures,  however  valuable  they  may  be,  is  the 
training  of  the  attendants  to  recognize  and  report  any 
departures  from  the  normal.  These  may  be  many  and 
varied  but  we  stress  a rising  pulse  rate,  any  marked 
variation  in  blood  pressure,  slowing  or  irregularity  of  the 
fetal  heart  tones  and  the  passage  of  meconium.  We 
insist  that  the  patient  be  under  constant  surveillance 
from  the  very  onset  of  labor.  During  the  second  stage 
of  labor,  or  if  evidence  of  fetal  embarrassment  has  been 
noted  earlier,  the  fetal  heart  tones  are  to  be  checked 
at  intervals  of  from  three  to  five  minutes. 

Tranquillity  is  to  be  maintained  in  the  first  stage  or 
labor  room  and  quiet  efficiency  in  the  birth-room.  Both 
of  these  are  large  orders  to  fill,  especially  when  an  ob- 
stetric supervisor  is  working  with  eager  but  inexperienced 
student  nurses  and  an  insufficient  number  of  graduate 
assistants.  But  if  the  physician  will  lend  his  aid  and  his 
patience  to  the  kindly  encouragement  of  the  supervisor 
and  her  assistants,  we  know  that  the  nursing  care  his 
patient  receives  in  labor  will  be  greatly  improved. 

Segregation  of  labor  and  delivery  rooms  from  the  re- 
mainder of  the  hospital  and,  for  that  matter,  from  the 
post-partum  floor  is  of  the  utmost  importance.  Masking 
of  all  birth-room  attendants  is  mandatory.  The  exclu- 
sion of  all  attendants  with  sore  throats  or  upper  respira- 
tory infections  from  attendance  upon  the  woman  in 
labor  is,  of  course,  also  mandatory.  Not  so  easily  con- 
trolled are  visitors,  even  in  the  best  regulated  hospitals. 
Air-borne  pathogens  as  possible  sources  of  sepsis  must 
always  be  kept  in  mind.  It  has  been  pointed  out,  for 
example,  that  the  air  concentration  of  hemolytic  strep- 
tococci and  other  organisms  rises  sharply  following  such 
a procedure  as  changing  the  perineal  pad  in  a post- 
partum patient.’ 

The  busy  physician  and  the  harassed  maternity  floor 
attendants  sometimes  fail  to  consider  the  emotional  side 
of  the  patient  in  labor.  One  does  not  need  to  subscribe 
to  the  revival  of  the  so-called  "natural  method”  of  labor 
by  Read  and  others  to  agree  that  much  of  the  stress  and 
strain  of  labor  may  be  ameliorated  by  a quietly  cheerful 
and  confident  manner  upon  the  part  of  the  physician, 
reflected  in  a sympathetic,  helpful  and  encouraging  atti- 
tude upon  the  part  of  the  nurse.  Thus  mental  environ- 
ment in  labor  as  in  so  many  other  worthwhile  human 
activities,  may  be  improved.  As  to  physical  environment, 
a light,  bright  room  with  some  decorative  touch  can  still 
meet  the  requirements  for  cleanliness  and  be  simple  and 
effective. 
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Dystocia  Due  to  Solitary  Pelvic 
Ectopic  Kidney 

Charles  H.  McKenzie,  M.D.,  F.A.C.S. 
Minneapolis,  Minnesota 


CONGENITAL  anomalies  of  the  urinary  tract  are  com- 
mon, and  pelvic  ectopic  kidney  is  one  of  the  com- 
monest. There  is  a voluminous  literature  on  misplaced  kid- 
neys. In  gynecological  textbooks  they  are  mentioned  in 
the  differential  diagnosis  of  pelvic  tumors  in  women.  In 
I , most  of  the  obstetrical  textbooks  of  the  past  100  years 
ectopic  pelvic  kidney  is  mentioned  as  a possible  cause  of 
I dystocia.  However,  it  was  not  until  Craigin’  in  1898 

I described  six  cases  obstructing  labor,  that  case  reports 

I appeared  in  the  literature.  Since  then  there  have  been 
undoubtedly  many  cases  of  such  obstructed  labor  but  a 
search  of  the  literature  reveals  very  few  case  reports. 

IBland-Sutton  reported  one  case  early  in  the  century; 

' Pease,"  Schelleken,'^  Riley,^  and  Siegel'  have  reported 
cases  in  the  past  twenty-five  years,  of  dystocia  due  to 
pelvic  ectopic  kidney.  In  their  masterly  presentation  of 
II  extra-genital  pelvic  tumors  Lovelady  and  Dockerty  report 
*'  56  pelvic  kidneys,  only  one  of  which  complicated  preg- 


nancy. In  the  discussion  which  followed  the  presentation 
of  this  paper  another  case  of  dystocia  due  to  pelvic  kid- 
ney was  reported  by  Herring.  He  also  reported  the  re- 
moval of  a retroperitoneal  mass  which  "proved  to  be  a 
kidney  and  the  only  one  the  patient  had.”  They  noted 
that  several  of  the  women  having  pelvic  kidneys  had 
delivered  normally.  In  the  two  cases  reported  by  Pease, 
both  women  had  delivered  vaginally  previously. 

It  is  noteworthy  that  practically  all  of  these  tumors 
when  found  to  be  obstructing  labor  were  considered  to  be 
ovarian  tumors.  The  treatment  advised  in  previously 
reported  cases  has  been  cesarean  section,  with  removal 
of  the  tumor. 

Since  this  case  was  handled  in  a slightly  different 
manner,  and  because  reports  of  such  cases  in  the  litera- 
ture have  been  infrequent  it  would  seem  profitable  to 
draw  the  attention  of  this  group  to  this  congenital 
anomaly  and  its  grave  possibilities. 


Figs.  1 and  2.  X-ray  report.  "Films  of  the  pelvis  . . . show  a single  pregnancy  at  term  with 
vertex  presenting.  The  pelvis  should  be  adequate  for  normal  delivery.” 
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Figs.  3 and  4.  X-ray  report:  "The  findings  are  consistent  with  an  ectopic  left  kidney,  which  lies 
at  the  level  of  the  sacrum,  and  probable  atresia  of  the  right  kidney,” 


Case  Report 

Case  No.  164600,  R.  M.  D.  Asbury  Hospital  age  20, 
gravida  1,  para  0,  admitted  in  early  labor  at  term  April 
14,  1949.  Consultation  was  requested  because  of  floating 
head  at  term.  Rectal  examination  revealed  a thick  un- 
dilated cervix,  floating  head  which  could  be  impressed 
to  the  spines.  X-rays  were  ordered  and  reported  as  fol- 
lows (Figures  1 and  2)  : "Films  of  the  pelvis  . . . show 
a single  pregnancy  at  term  with  vertex  presenting.  The 
pelvis  should  be  adequate  for  normal  delivery.” 

Labor  continued  to  be  slow  and  painful,  with  frequent 
rests,  for  75  hours,  at  which  time  a vaginal  examination 
was  made  by  the  patient’s  physician.  The  cervix  was 
found  to  be  7-8  cm.  dilated  with  presenting  part  at 
spines.  Her  physician  was  advised  to  repeat  the  rest 
period  and  await  further  progress.  When  I saw  the 
patient  again,  at  86  hours,  an  acutely  tender  cystic  mass 
was  felt  behind  the  presenting  head,  dilatation  of  cervix 
6-7  cm.,  presenting  part  at  the  spines.  Membranes  had 
been  ruptured  for  24  hours. 

An  evaluation  of  the  patient  at  this  time  revealed: 
(a)  fetus  active,  F.H.T.  regular  at  140,  in  occiput  left 
posterior  position,  head  not  engaged;  and  (b)  mother 
in  good  condition  in  spite  of  more  than  three  days  mild 
active  labor,  temperature  98.4°,  R.  96,  B.P.  144/108. 
The  patient  had  no  albuminuria,  but  the  membranes  had 


been  ruptured  for  24  hours,  and  she  had  had  numerous 
rectal  and  one  vaginal  examination. 

The  patient  was  given  saddle  block  anesthesia  (22.5 
mg.  Metycaine  in  Ringer’s  Solution)  and  examined 
again.  The  cervix  was  found  effaced,  dilated  to  6 cm. 
The  mass,  thought  to  be  an  ovarian  cyst,  was  readily 
pushed  over  the  pelvic  brim  into  the  left  iliac  fossa  and 
the  patient  then  allowed  to  have  four  or  five  strong  con- 
tractions. Examination  then  revealed  that  the  mass  was 
again  obstructing  descent. 

Duhrrssen’s  incisions  were  made,  Kielland  forceps  ap- 
plied, the  "cyst”  pushed  again  into  the  iliac  fossa  and  a 
normal  living  male  weighing  3388  grams  delivered  easily. 
The  incisions  were  repaired,  and  the  patient  was  given 
prophylactic  penicillin.  The  temperature  post-partum 
did  not  rise  above  99.6°  and  the  patient  was  discharged 
in  good  condition,  with  the  baby,  on  the  fifth  day  post- 
partum. She  was  told  of  the  presence  of  the  tumor  and 
advised  to  have  it  removed. 

The  patient  was  hospitalized  for  "removal  of  left 
ovarian  cyst”  on  June  9,  1949.  However,  on  pelvic  ex- 
amination at  this  time  it  was  felt  that  the  tumor  was 
"definitely  retroperitoneal,  firm,  and  flat  and  rounded, 
with  the  consistency  of  kidney.” 

X-rays  made  at  this  time  were  reported  as  follows: 
"Intravenous  urograms  and  retrograde  urograms  on  June 
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8,  9 and  10,  1949,  show  no  evidence  of  kidney  outline 
on  either  side.  The  psoas  shadows  are  clear.  There  is 
no  evidence  of  urinary  stone.  There  is  a short  ureter  on 
the  left  side  with  an  ectopic  kidney  overlying  the  sacrum. 
The  right  ureter  is  very  short  and  there  is  no  evidence 
of  any  filling  on  the  right  side.  There  is  apparently 
atresia  on  the  right.” 

The  conclusions  were:  "The  findings  are  consistent 
with  an  ectopic  left  kidney  which  lies  at  the  level  of  the 
sacrum,  and  probable  atresia  of  the  right  kidney.” 

The  patient  was  informed  of  the  nature  of  the  tumor, 
and  advised  that  future  pregnancies  should  be  delivered 
by  cesarean  section  and  warned  against  the  removal  of 
her  tumor. 

Comment 

A case  report  has  been  presented  of  an  unsuspected 
solitary  ectopic  pelvic  kidney  obstructing  labor  in  a 
primipara  at  term,  with  vaginal  delivery,  and  subsequent 


demonstration  of  the  nature  of  the  tumor  by  intravenous 
and  retrograde  pyelograms.  The  nature  of  any  tumor 
obstructing  labor  should  be  determined  before  removing 
the  tumor,  as  the  tumor  may  be  the  patient’s  only 
kidney. 
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IT’S  GETTING  SAFER  TO  BE  A BABY 

The  1948  infant  mortality  rate  for  the  United  States  was  the  lowest  on  record,  with 
the  number  of  deaths  in  those  under  one  year  of  age  reported  as  113,169.  The  number  of 
births  in  this  year  was  3,535,068,  thus  giving  a rate  of  32.0  deaths  per  1,000  live  births.  The 
rate  was  32.2  in  1947,  and  47.0  in  1940.  Provisional  figures  indicate  a further  decline  in 
1949  to  an  estimated  rate  of  31  deaths  under  one  year  of  age  per  1,000  live  births. 

By  states,  the  infant  mortality  rates  recorded  in  1948  ranged  from  24.3  for  Connecticut, 
and  25.5  for  Oregon  to  46.2  for  Texas,  56.4  in  Arizona,  and  70.1  in  New  Mexico.  As  a 
whole,  the  1948  rates  for  each  state  showed  only  small  differences  from  the  1947  rates,  but 
the  rate  for  every  state  was  lower  in  1948  than  in  1940.  In  1948,  the  infant  mortality  rates 
for  32  states  and  the  District  of  Columbia  were  below  35.0  deaths  per  1,000  live  births; 
while,  in  1940,  the  rates  for  only  three  states,  Connecticut,  Minnesota  and  Oregon  fell 
below  this  figure. 

The  mortality  risk  is  greater  in  the  first  day  of  life  than  at  any  other  period  during 
infancy.  One-third  of  the  deaths  in  the  first  year  of  life  occur  in  the  first  day,  a second  third 
(36.0  per  cent)  in  the  remainder  of  the  first  month  of  life,  and  the  last  third  (30.7  per  cent) 
at  ages  of  more  than  one  month  but  less  than  one  year.  In  every  one  of  these  age  intervals 
the  infant  mortality  rates  for  males  are  higher  than  those  for  females,  and  the  rates  for  non- 
white infants  higher  than  those  for  white  infants. 

The  infant  mortality  rate  has  been  reduced  by  50  per  cent  since  1930,  when  it  was  64.6 
deaths  per  1,000  live  births.  The  greatest  gain  has  been  made  in  the  rate  for  infants  6 to  11 
months  of  age.  In  this  group,  the  rate  has  declined  72  per  cent,  from  10.7  in  1930,  to  3.0 
in  1948. 

With  the  greater  declines  in  the  death  rates  for  the  contagious  and  infectious  diseases, 
the  causes  associated  with  conditions  before  and  at  birth  have  become  more  prominent.  In 
1948  premature  birth  was  the  leading  cause  of  infant  death,  with  a rate  of  11.1  deaths  per 
1,000  live  births.  Congenital  malformations,  pneumonia  and  influenza  and  injury  at  birth 
followed  in  impiortance;  diarrhea  and  enteritis  was  the  fifth  cause  in  rank.  In  1930,  pne- 
monia  and  influenza  was  second  in  importance  to  premature  birth,  with  diarrhea  and  enteritis 
third;  and  congenital  malformations  and  injury  at  birth,  fourth  and  fifth. 
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Nonspecific  Urethritis  in  Women"" 

Joseph  H.  Kaplan,  M.D.,1  Thomas  L.  Pool,  M.D.,i  and  Deward  O.  Ferris,  M.D.§ 

Rochester,  Minnesota 


The  majority  of  male  patients  with  urinary  symptoms 
receive  local  therapy  in  the  form  of  prostatic  mas- 
sage, urethral  dilatation  and  urethral  instillation  for 
existent,  and  more  often  nonexistent,  urethritis.  The 
woman  with  urinary  symptoms,  however,  has  been  a vic- 
tim of  chemotherapy  and  antibiotic  barrage  which  fre- 
quently fail  to  relieve  her  symptoms.  One  of  the  com- 
monest maladies  in  woman  who  are  more  than  forty 
years  of  age  is  chronic  granular  and  cicatricial  urethritis. 
The  disease  process  may  be  present  as  either  a granular 
or  a cicatricial  urethritis,  or  the  two  conditions  may 
coexist. 

The  female  urethra  is  situated  in  a region  that  is  vul- 
nerable to  infection.  Discharges  from  the  vagina  and 
cervix  collect  in  the  vestibule  and  gain  easy  access  to  the 
urethral  meatus.  Winsbury-White  has  demonstrated  in 
guinea  pigs  the  spread  of  infection  by  way  of  the  lymph 
vessels  from  the  cervix  and  vagina  to  the  vesical  trigone. 
Sanitary  pads  lying  in  close  apposition  to  the  urethral 
meatus  harbor  bacteria  that  are  easily  introduced  into 
the  urethra.  The  female  urethra  is  the  recipient  of 
recurrent  physiologic  trauma  during  parturition  and 
coitus,  yet  it  has  a minimal  protective  covering.  Par- 
turition, even  when  expertly  managed,  produces  a certain 
amount  of  trauma  to  the  urethra  as  it  is  compressed 
against  the  symphysis  pubis.  In  cases  in  which  abnormal 
delivery  is  accompanied  by  extensive  perineal  tears,  the 
urethra  or  periurethral  tissues  may  be  injured.  Urethral 
instrumentation  is  also  a common  cause  of  injury  of 
the  female  urethra.  Poor  technic  and  carelessness  in 
carrying  out  urethral  catheterization  and  the  injudicious 
use  of  obstetric  forceps  are  among  the  common  causes 
of  trauma  to  the  female  urethra.  The  prolonged  use  of 
inlying  urethral  catheters  in  cases  in  which  patients  are 
unable  to  micturate  during  the  early  postoperative  period 
is  almost  always  certain  to  introduce  infection  into  the 
urethra  and  bladder.  The  role  played  by  focal  infection 
as  an  etiologic  factor  in  chronic  urethritis  is  question- 
able; however,  in  cases  in  which  the  patients  fail  to  re- 
spond to  the  usual  therapeutic  measures,  a search  for 
foci  of  infection  and  their  elimination  occasionally  have 
been  effective  in  relieving  the  urinary  symptoms. 

The  commonest  symptom  encountered  by  women  who 
have  either  granular  or  cicatricial  urethritis,  or  both,  is 
frequent  and  painful  micturition.  The  interval  of  time 
between  each  voiding  may  vary  from  thirty  minutes  to 
two  hours  during  the  day,  yet  the  patient  may  not  be 
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awakened  by  the  urge  to  void  during  the  night.  The 
pain  that  accompanies  micturition  usually  is  burning  in 
character  and  is  most  severe  toward  the  end,  or  even 
after  the  act  has  been  completed.  The  pain  may  be 
localized  to  the  urethra  or  may  be  referred  to  the  vagina 
or  even  the  perineum.  Urinary  urgency  and  hematuria 
are  encountered  occasionally  in  cases  of  granular  or 
cicatricial  urethritis.  The  urethra  and  the  urethral  meatus 
may  be  narrowed  as  a result  of  extensive  cicatricial 
changes  in  the  submucosa  and  the  periurethral  tissues. 
Symptoms  of  urinary  obstruction  characterized  by  hesi- 
tancy in  micturition,  an  intermittent  stream  of  urine, 
and  incomplete  emptying  of  the  bladder  may  be  encoun- 
tered in  cases  of  marked  cicatricial  urethritis.  The  micro- 
scopic examination  of  the  urine  usually  does  not  dis- 
close any  abnormality  although  it  occasionally  may  re- 
veal pyuria  and  bacteriuria. 

Cystoscopic  and  urethroscopic  examination  is  necessary 
in  order  to  establish  a diagnosis  of  granular  or  cicatricial 
urethritis.  The  urethroscopic  findings  in  cases  of  cica- 
tricial urethritis  are  a narrowing  of  the  urethral  meatus 
and  a contracture  of  the  urethral  lumen  in  either  its 
entire  course  or  in  localized  areas.  Dilatation  of  the 
urethral  meatus  may  be  necessary  before  a 24  F.  cysto- 
scope  can  be  introduced.  The  narrowed  urethra  grips 
the  instrument  tightly  as  it  is  passed  through  the  chan- 
nel. The  urethroscopic  findings  in  cases  of  granular 
urethritis  are  characterized  by  a reddened,  edematous 
and  granular  appearanec  of  the  urethral  mucosa.  These 
changes  are  most  marked  in  the  region  of  the  vesical 
neck,  although  the  entire  urethra  may  be  involved.  The 
mucosa  bleeds  easily  as  the  instrument  is  passed  over 
the  granular  areas.  Epithelial  tags  in  the  region  of  the 
vesical  neck  appear  like  stalactites  on  the  roof  of  a 
cavern  when  the  area  is  viewed  with  a lens  instrument. 
These  tags  are  patches  of  epithelial  hyperplasia  result- 
ing from  chronic  inflammation. 

The  dilative  effect  on  the  urethra  of  the  urethroscopic 
examination  frequ-mtly  temporarily  alleviates  the  symp- 
toms of  chronic  granular  and  cicatricial  urethritis.  The 
astringent  and  mild  antiseptic  effect  of  organic  prepara- 
tions of  silver  such  as  argyrol  (mild  silver  protein)  and 
protargol  (strong  silver  protein)  are  soothing  to  the 
granular  urethra.  A five  per  cent  solution  of  argyrol  can 
he  applied  to  the  urethral  mucosa  by  instillation  or  on 
tampons.  A one  per  cent  protargol  suppository  placed 
into  the  urethra  for  a period  of  twenty  minutes  has 
proved  to  be  effective  in  relieving  urinary  symptoms 
associated  with  granular  urethritis.  Either  type  of  treat- 
ment should  be  repeated  biweekly  for  three  to  four 
weeks. 

Urethral  dilatation  is  the  most  direct  approach  toward 
the  alleviation  of  symptoms  caused  by  chronic  cicatricial 
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urethritis.  Caution  must  be  exercised  to  avoid  super- 
imposing additional  trauma  on  an  already  damaged 
urethra,  that  is,  the  temptation  to  carry  out  too  great 
a dilatation  at  the  first  sitting  should  be  inhibited. 
Straight  rather  than  curved  urethral  sounds  should  be 
employed  in  the  female  urethra.  The  usual  cleansing 
of  the  vaginal  vestibule  should  precede  urethral  instru- 
mentation, and  the  application  of  a local  anesthesia  to 
the  urethral  meatus  will  add  to  the  patient’s  comfort. 
The  largest  caliber  sound  that  can  be  passed  easily 
through  the  urethra  should  be  used  for  the  initial  dila- 
tation. It  is  a good  rule  never  to  increase  more  than 
two  sizes  of  the  French  scale  at  a treatment,  and  the 
treatments  should  be  spaced  at  intervals  of  four  to  five 
days.  The  dilatations  should  be  carried  out  until  a 36  F. 
sound  can  be  passed  through  the  urethra  easily.  In 
some  instances,  a congenitally  narrowed  urethra  will 
resist  the  passage  of  a 36  F.  sound,  and  in  such  cases 
it  is  best  to  carry  the  dilatation  to  a point  where  the 
sound  stretches  the  entire  urethra. 

Perhaps  the  pitfall  most  commonly  encountered  in  the 
treatment  of  chronic  granular  and  cicatricial  urethritis 
is  energetic  overtreatment.  The  prolonged  use  of  the 
sulfonamide  drugs  and  antibiotics  usually  is  ineffective 
in  the  treatment  of  this  condition.  Transurethral  ful- 
guration  of  the  granular  areas  and  mucosal  tags  has  been 


advocated,  but  we  have  not  obtained  satisfactory  results 
with  this  procedure.  Coexisting  associated  pathologic 
conditions  must  be  corrected  to  enhance  the  effectiveness 
of  the  treatment  of  chronic  granular  and  cicatricial 
urethritis.  Cervicitis,  vaginitis,  prolapse  of  the  urethral 
mucosa,  urethral  caruncle  and  urethral  diverticulum  are 
among  the  conditions  that  may  be  associated  with  this 
disorder.  Urinary  frequency  without  dysuria  is  com- 
monly mistaken  as  a symptom  of  disease  of  the  lower 
part  of  the  urinary  tract.  Careful  questioning  of  the 
patient  usually  reveals  the  fact  that  this  isolated  symp- 
tom is  related  to  periods  of  emotional  stress  or  to  an 
excessive  intake  of  fluids.  Senile  atrophic  vaginitis  may 
exaggerate  the  symptoms  of  an  existing  chronic  granular 
cicatricial  urethritis.  Estrogens  are  a valuable  adjunct 
in  the  treatment  when  the  two  conditions  coexist. 

Summary 

Recurrent  urethral  infection  and  trauma  are  the  com- 
monest causes  of  chronic  granular  and  cicatricial  urethri- 
tis. Urinary  frequency  and  dysuria  are  the  usual  symp- 
toms associated  with  this  disease.  The  predominant  ure- 
throscopic  findings  are  patches  of  reddened,  granular 
urethral  mucosa  and  narrowing  of  the  urethral  lumen. 
Local  therapeutic  measures  applied  to  the  urethra  are 
the  most  effective  means  of  relieving  urinary  symptoms 
attributed  to  chronic  granular  and  cicatricial  urethritis. 


THE  UNUSUAL  CASE  OF  MARY  TAFT 

On  23  April  1726,  Mary  Taft,  the  wife  of  Joshua  Taft,  a Surrey  journeyman  clothier, 
and  the  mother  of  three  children,  declared  she  had  been  frightened  by  a rabbit  while  at  work 
in  the  fields,  and  this  so  reacted  upon  her  system  that  in  November  of  1726  she  was  deliv- 
ered of  a pig  and  fifteen  rabbits.  During  this  confinement  she  was  attended  by  the  local 
apothecary,  John  Howard,  who  maintained  that  he  had  actually  felt  the  rabbits  leaping  in 
the  womb.  He  communicated  with  Nathaniel  St.  Andre  of  Westminster  Hospital  and 
Samuel  Molyneux,  Secretary  to  the  Prince  of  Wales.  Dr.  St.  Andre  investigated  briefly  and 
bore  out  Mr.  Howard’s  statement,  whereupon  the  Court  became  greatly  interested.  George  I 
ordered  his  personal  surgeon,  Cyriacus  Ahlers,  to  investigate;  but  the  latter  made  only  an 
equivocal  report,  and  the  King  then  asked  Sir  Richard  Manningham,  one  of  the  chief  ob- 
stetricians of  the  time,  to  look  into  the  matter.  Manningham  was  able  to  uncover  the  im- 
posture, and  Mary  Taft  was  imprisoned  and  confessed. 

Many  pamphlets  and  squibs  appeared  on  the  subject,  and  Hogarth  even  used  the  sub- 
ject in  one  of  his  caricatures.  For  a time  there  was  a craze  to  sell  sets  of  these  pamphlets 
bound  in  rabbit  skin.  While  the  Army  Medical  Library  does  not  have  any  of  the  rabbit- 
bound  works,  it  does  contain  most  of  the  contemporary  tracts,  including  two  copies  of  Dean 
Swift’s  satire.  The  Anatomist  Dissected,  by  Lemuel  Gulliver,  London,  1727. 

from  Army  Medical  Library  News,  p.  47,  April,  1950 
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Diagnostic  Problems  Following  Abortion: 
Two  Case  Reports 

Milton  Abramson,  M.D.,  Ph.D. 

Minneapolis,  Minnesota 


Abortion  cases  as  seen  by  the  physician  frequently 
present  problems  that  make  diagnosis  extremely 
difficult,  even  when  the  presence  of  a pregnancy  is 
known.  In  the  following  two  patients  who  were  seen 
concurrently  some  features  of  similarity  are  present,  yet 
the  possible  pitfalls  in  treatment  are  obvious.  One  must 
always  keep  in  mind  the  fact,  as  evidenced  in  one  of 
these  cases,  that  even  though  a patient  gives  a history 
of  a criminally  induced  abortion  with  infection  and  has 
all  of  the  objective  findings  to  corroborate  such  a con- 
dition, tubal  pregnancy  may  be  the  basis  of  the  pathol- 
ogy. The  second  case  points  out  the  dangers  of  excessive 
fluid  administration  to  any  patient. 

Case  1 

T.  K.,  a white  female,  aged  28,  divorced,  gravida  II 
para  I,  was  first  seen  on  April  18,  1949.  Past  history 
was  essentially  negative  with  the  exception  of  treated 
lues  in  194').  Wassermann  at  present  negative.  Her  pre- 
vious pregnancy  was  normal  with  a normal  delivery  in 
1943  of  a six-pound  male  infant. 

Her  menses  had  started  at  age  11,  were  always  reg- 
ular every  28  days,  with  a five-day  flow  with  passage 
of  no  clots  and  no  pain.  Her  last  menstrual  period  was 
February  22,  1949. 

The  patient  stated  that  on  April  1,  1949,  she  had 
been  to  an  abortionist  who  "opened  the  womb  and 
packed  it  with  gauze,”  and  that  this  procedure  was  re- 
peated each  day  for  a period  of  seventeen  days.  It  had 
been  omitted  for  the  first  time  on  the  day  of  my  exam- 
ination since  the  patient  told  the  abortionist  that  she 
was  having  slight  difficulty  in  breathing  and  had  "pleu- 
risy pains.”  The  patient  also  said  that  she  had  been  hav- 
ing a heavy  flow  with  cramps  for  the  five  days  preceding 
the  present  examination  but  with  no  apparent  fever  or 
chills. 

The  general  physical  examination  was  negative.  Her 
temperature  was  98.6°,  blood  pressure  120/70,  pulse  76, 
hemoglobin  72  per  cent,  white  blood  count  11,000. 

Pelvic  examination  revealed  a small  amount  of  vaginal 
bleeding,  cervical  os  was  closed,  the  uterus  was  normal 
in  size  and  anterior,  and  the  adnexae  were  essentially 
negative  with  only  slight  tenderness  bilaterally.  The 
patient  was  advised  to  enter  the  hospital  for  observation 
and  treatment  but  refused  to  do  so.  The  tentative  diag- 
nosis at  this  time  was  potentially  infected  complete  abor- 
tion at  about  four  to  six  weeks. 

The  patient  returned  the  following  day  complaining 
of  more  abdominal  pain  and  some  shoulder  strap  pain. 
Re-examination  at  this  time  showed  continued  vaginal 


bleeding  and  in  addition  a small  right  adnexal  mass  with 
induration  and  moderate  tenderness.  There  was  some 
diffuse  lower  abdominal  discomfort  on  deep  palpation, 
no  rebound  tenderness,  no  rigidity,  no  mass  palpable. 
At  this  time  because  of  the  increased  discomfort  the 
patient  agreed  to  enter  the  hospital. 

On  April  19,  1949,  the  patient  was  admitted  to  the 
hospital  complaining  of  abdominal  pain,  slight  pain  in 
the  right  shoulder,  foul  vaginal  discharge,  and  a diarrhea 
of  two  days’  duration.  The  examination  on  admission 
revealed  a thin,  sallow  young  woman  not  acutely  ill, 
with  blood  pressure  of  98/54,  hemoglobin  65  per  cent, 
white  blood  count  11,000.  There  was  now  present  re- 
bound tenderness  in  the  abdomen  and  a suggestion  of 
dullness  in  both  flanks.  The  pelvis  remained  the  same  as 
before.  The  diagnosis  on  admission  suggested  (1)  pelvic 
inflammatory  disease  resulting  from  criminal  (com- 
plete?) abortion;  (2)  possible  uterine  perforation  with 
intra-abdominal  bleeding;  (3)  possible  ruptured  tubal 
pregnancy. 

A Friedman  test  was  ordered  and  reported  positive 
on  April  21,  1949,  but  this  was  considered  non-diagnos- 
tic, however,  in  view  of  the  short  time  that  had  elapsed 
since  the  attempted  abortion. 

About  12  hours  following  admission  the  patient  be- 
came acutely  ill  with  a temperature  of  104°,  blood  pres- 
sure 60/50,  pulse  80,  respiration  14,  and  incoherent 
speech.  On  examination  of  the  pelvis  a slight  enlarge- 
ment of  the  uterus  was  found  as  well  as  fullness  in  the 
cul-de-sac  extending  to  both  adnexae.  Hematology 
showed  a hemoglobin  of  58  per  cent,  white  blood  count 
11,000  (78  per  cent  PMNs,  21  per  cent  lymphocytes, 
one  per  cent  monocytes) . Treatment  at  this  time  con- 
sisted of  the  administration  of  three  units  of  blood  five 
hours  apart,  one  liter  of  saline,  penicillin  100,000  units 
Q.3.H.  and  streptomycin  14  gram  Q.4.H. 

The  patient  improved  steadily  following  this  treat- 
ment and  examination  on  April  22,  1949,  revealed  an 
extremely  tender  mass  in  the  right  cul-de-sac.  Despite 
this  finding  conservative  treatment  was  continued,  and 
a vaginal  examination  on  April  29,  1949  showed  that 
this  pelvic  mass  had  persisted  and  was  now  firm  in  con- 
sistency, behind  and  to  the  right  of  the  cervix,  moderate- 
ly tender,  non-fluctuant,  and  bulging  slightly  to  the  right 
lateral  fornix  and  posterially  to  the  rectosigmoid.  The 
cervix  appeared  normal  except  for  a bloody  mucous  dis- 
charge from  the  external  os.  The  primary  diagnosis  at 
this  time  was  again  that  of  an  acute  pelvic  inflammatory 
disease.  A .second  Friedman  test  was  ordered  on  May  3, 
1949. 
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On  May  4,  1949,  the  patient  started  to  vomit  and 
complained  of  severe  abdominal  pain.  Hemoglobin  was 
76  per  cent  and  white  blood  count,  11,000.  Blood  and 
saline  solution  were  given.  Vomiting  and  pain  continued 
through  until  May  5,  1949,  when  the  second  Friedman 
test  was  reported  positive.  At  this  time  an  exploratory 
laparotomy  was  performed  through  a lower  mid-line  in- 
cision in  the  abdomen.  Large  amounts  of  old  blood  with 
many  large  clots  were  found  in  the  peritoneal  cavity. 
The  left  tube  and  ovary  appeared  normal.  The  uterus 
was  enlarged,  in  an  anterior  position,  but  with  no  evi- 
i dence  of  perforation.  The  right  adnexa,  however,  re- 
vealed a tubal  pregnancy  which  was  confirmed  micro- 
scopically. Apparently  the  tube  had  ruptured  at  its  in- 
ferior border  into  the  right  broad  ligament  which  in 
( turn  had  ruptured  into  the  peritoneal  cavity.  The  right 
tube  was  removed,  controlling  the  bleeding,  the  ab- 
; domen  was  closed  and  the  patient  returned  to  bed  in 
good  condition.  Her  postoperative  course  was  uneventful. 

Pelvic  examination  three  weeks  and  six  weeks  post- 
; operatively  showed  no  pelvic  residua  and  the  patient  has 
had  no  further  pelvic  complaints.  Her  menstruation  has 
been  re-established  and  has  been  normal. 

! Case  No.  2* 

j A white  female,  age  28,  was  admitted  to  hospital  on 
i May  4,  1949,  complaining  of  vaginal  bleeding  for  the 
past  14  days,  fever  and  chills  for  two  days,  lower  ab- 
dominal cramps  for  14  days.  Her  last  menstrual  period 
was  February  14,  1949,  but  in  March  she  had  some 
! spotting  when  her  period  was  due  but  had  no  regular 
I menstrual  period.  The  spotting  then  continued  until 
I the  present  illness. 

■ On  April  18,  she  consulted  one  local  doctor  who 
I found  her  to  have  a temperature  of  100°  and  to  have 
evidence  of  a pelvic  inflammatory  disease.  She  was  treat- 
' ed  by  one  injection  of  penicillin,  300,000  units,  and 
asked  to  return  but  did  not  do  so. 

She  said  that  on  April  20,  she  had  fallen  down  eight 
stairs,  and  that  after  this  fall  the  spotting  became  slight- 
ly more  marked.  She  had  gone  to  bed  and  remained 
there  until  the  day  of  admission.  On  May  2 she  began 
to  have  lower  abdominal  cramps  which  became  bearing 
down  in  nature  the  following  day  when  she  found  her 
temperature  to  be  103°.  On  May  4,  1949,  she  consulted 
a second  local  doctor  by  telephone  who  referred  her  to 
the  Minneapolis  General  Hospital.  This  second  doctor 
reported  that  the  patient  had  told  him  by  telephone  dur- 
ing early  April  that  she  had  not  tried  to  abort  herself, 
but  that  she  intended  to  do  so  with  a catheter.  The 
patient  gave  no  definite  history  of  induction  either  med- 
ical or  mechanical. 

The  patient  said  that  she  was  very  nervous  and  that 
she  has  had  two  nervous  collapses.  Other  past  history 
was  negative.  There  was  no  weakness  or  paralysis  of 
extremities.  She  had  had  three  full-term  normal  preg- 
nancies and  deliveries,  and  three  induced  abortions.  She 


*From  the  Gynecologic  Service  of  the  Minneapolis  General 
Hospital. 


had  had  two  severe  attacks  of  pelvic  inflammatory  dis- 
ease and  an  appendectomy  had  been  done  in  1934.  Her 
family  history  was  essentially  negative. 

Examination  on  admission  showed  an  extremely  toxic 
and  acutely  ill  28-year-old  white  female,  bleeding  mod- 
erately from  the  vagina,  with  temperature  of  103.6°, 
pulse  rate  of  120,  and  with  blood  pressure  140/76.  Ex- 
amination of  the  abdomen  revealed  generalized  lower 
abdominal  tenderness.  No  rebound  tenderness  or  muscle 
spasm  was  apparent;  no  masses  were  palpable.  The  liver, 
kidneys,  and  spleen  were  not  palpable,  and  the  bowel 
sounds  were  unusually  quiet. 

The  pelvic  examination  performed  at  this  time  showed 
a parous  outlet  with  adequate  levator  ani  and  perineal 
support.  The  anterior  and  posterior  vaginal  walls  were 
adequately  supported  and  the  external  genitalia  negative. 
The  cervix  was  soft  and  bluish  and  the  external  os  was 
*/2  cm.  dilated  with  a slow  ooze  of  dark  red  blood.  No 
tenaculum  marks  or  evidence  of  trauma  were  seen. 
Vaginal  mucosa  was  bluish  and  succulent.  The  corpus 
was  soft  in  consistency,  anterior  in  position,  and  about 
the  size  of  a two  months’  gestating  uterus.  There  was 
generalized  tenderness  of  the  corpus  and  the  adnexae 
but  no  definite  masses  were  distinguished.  The  clinical 
impression  was  that  of  infected  imminent  early  abortion. 

Laboratory  tests  on  admission  showed  a hemoglobin 
of  74  per  cent,  white  blood  count  of  1,900  with  90  per 
cent  neutrophiles  and  10  per  cent  lymphocytes.  Urinaly- 
sis was  entirely  normal  and  Wassermann  test  was  nega- 
tive. 

At  3:30  A.M.  on  May  5,  1949,  the  patient  spon- 
taneously aborted  fetus  and  secundines  intact  with  only 
moderate  bleeding.  The  specimen  consisted  of  the  pla- 
centa 14  cm.  in  diameter  with  amniotic  sac  and  fetus 
intact.  The  fetus,  a male,  measured  ten  cm.  in  length. 
No  gross  abnormalities  were  seen.  Microscopic  sections 
showed  chorionic  villi  and  decidual  tissue  as  well  as  clot- 
ted blood.  Portions  of  this  tissue  were  undergoing  de- 
generative changes  and  some  portions  contained  very 
dense  PMN  exudate.  Clumps  of  bacteria  were  also  seen. 
A diagnosis  was  made  of  infected  placenta  undergoing 
degenerative  and  suppurative  changes. 

Following  the  abortion,  the  patient’s  blood  pressure 
dropped  to  72/60,  her  pulse  was  rapid  and  she  appeared 
to  be  in  shock  despite  the  fact  that  there  was  very  little 
blood  loss.  One  thousand  cubic  centimeters  of  whole 
blood  was  given  with  the  second  500  cc.  forced  in  under 
pressure.  She  had  previously  received  2,000  cc.  of  5 per 
cent  glucose  in  distilled  water  plus  500  cc.  of  blood  at 
the  time  of  admission  when  a blood  culture  was  taken. 

At  6:30  A.M.  the  blood  pressure  was  unobtainable 
and  the  pulse  thready;  the  patient  was  cyanotic.  There 
were  moist  rales  throughout  the  chest.  Shock  blocks 
previously  placed  were  removed  and  o.xygen  was  admin- 
istered. 

A second  blood  culture  was  taken  at  this  time.  The 
patient  had  already  been  placed  on  penicillin  at  the  time 
of  admission.  An  emergency  x-ray  film  of  the  chest  re- 
vealed evidence  of  pulmonary  edema. 
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At  8:00  A.M.,  with  the  blood  pressure  still  70/'50, 
digitalization  was  started  with  4 cc.  of  cedilanid  at  this 
time.  Dihydrostreptomycin,  one  gram  q.i.d.  was  given 
intramuscularly  and  penicillin,  1,000,000  units 
was  administered  intravenously. 

The  clinical  impression  at  this  time  included  (1)  in- 
fected abortion  with  septicemia;  (2)  acute  left  heart 
failure  following  forced  fluids;  and  (3)  pulmonary 
edema.  This  impression  was  strengthened  by  the  find- 
ing of  petechiae  over  various  parts  of  the  body. 

An  electrocardiogram  obtained  on  the  afternoon  of 
May  5,  1949,  showed  digitalis  effect  and  certain  other 
abnormal  changes  not  clearly  interpreted,  hut  nothing 
definitely  indicating  coronary  thrombosis  or  pulmonary 
infarct.  The  blood  pressure  remained  70/50  until  mid- 
afternoon, twelve  or  more  hours,  when  it  rose  gradually 
with  a very  slow  administration  of  blood  plasma.  The 
clinical  signs  of  pulmonary  edema  cleared  up  gradually 
during  the  day  but  the  x-ray  film  of  the  chest  taken 
during  the  afternoon  of  May  5,  1949,  showed  pulmo- 
nary edema  with  pulmonary  effusion  on  the  right  side. 

The  patient  received  oxygen  continuously  all  day 
May  5,  1949,  and  was  lucid  but  extremely  apprehensive 
all  day.  By  evening  she  was  markedly  jaundiced. 

Laboratory  studies  performed  early  in  the  morning  on 
May  5,  1949,  showed  hemoglobin  112  per  cent,  29,000 
white  blood  count  with  98  neutrophiles  and  two  lympho- 
cytes. This  marked  rise  in  white  blood  count  is  a great 
change  from  the  admission  white  blood  count  of  1,900 
which  was  double  checked  by  a senior  technician.  The 
mid-day  hemoglobin  was  112  per  cent,  21,000  white 
blood  count,  with  97  neutrophiles  and  two  lymphocytes. 
Bleeding  time  was  four-and-a-half  minutes;  clotting  time 
three  minutes.  Patient’s  prothrombin  time  17.0,  control 
11.8.  Sputum  smear  showed  a few  gram  positive  rods. 
Cervix  and  urethra  smears  on  admission  were  negative. 

The  blood  pressure  rose  gradually  to  96/70  by  morn- 
ing of  May  6,  1949,  and  the  patient  was  breathing  more 
normally  and  was  less  apprehensive.  After  that  it  rose 
from  90/60  on  May  6,  to  110/60  and  from  the  seventh 
on,  blood  pressure  was  stable  within  normal  limits. 

The  uterus  was  about  two  times  normal  size  on  May  5, 
1949,  anterior  in  position,  soft  and  diffusely  tender. 
There  was  no  evidence  of  pelvic  abscess  and  no  defi- 
nitely indurated  areas.  The  urinary  output  during  the 
period  of  shock  was  adequate.  Analysis  of  the  urine  re- 
vealed it  to  be  negative  for  urobilinogen  but  positive  for 
bilirubin.  The  blood  culture  taken  May  5,  1949  was 
reported  as  containing  gram  negative  rods  culturally 
characteristic  of  aerobacter  and  another  unidentified  rod. 

Laboratory  reports  of  May  6,  1949  showed:  BUN 
16  mgms.  per  cent;  cholesterol  190  mgms.  per  cent; 
Van  den  Bergh  one  minute,  1.1  mgms.  per  cent  and 
total  3.7  mgms.  per  cent.  The  total  plasma  protein  was 
6.7  grams  per  cent. 


The  cedilanid  was  continued  on  May  6,  1949.  At 
2:00  P.M.  the  pulse  was  88,  blood  pressure,  100/55, 
and  respirations  24.  Physical  examination  of  the  chest 
revealed  a definite  decrease  in  the  findings  indicative  of 
pulmonary  edema.  The  entire  clinical  picture  gradually 
improved  from  this  day  on  and  the  temperature  re- 
mained normal. 

The  cedilanid  was  discontinued  on  May  9,  1949  and 
the  dihydrostreptomycin  was  reduced  to  0.5  grams  t.i.d. 
and  the  penicillin  to  200,000  units  intramuscularly  every 
three  hours.  The  BUN,  total  proteins,  fractional  pro- 
teins, and  blood  chlorides  all  remained  within  normal 
limits.  A further  report  on  the  blood  culture  taken  at 
the  onset  of  the  episode  revealed  E.  coli.  An  x-ray  film 
of  the  chest  on  May  9,  1949  revealed  no  evidence  of 
pulmonary  edema.  On  May  12,  no  signs  of  pulmonary 
edema  were  found. 

A bimanual  pelvic  examination  and  speculum  exam- 
ination was  carried  out  every  other  day  and  no  evidence 
of  induration,  abscess  or  hemorrhage  was  found.  Patient 
was  allowed  up  and  about  on  May  12,  1949  and  has 
continued  to  be  up  and  about  without  complaints.  The 
hemoglobin  remained  about  95  per  cent  and  white  blood 
count  and  differential  were  normal  after  May  9,  1949. 

The  only  positive  finding  on  pelvic  examination  of 
May  16,  1949,  was  moderate  diffuse  adnexal  tenderness 
bilaterally  plus  a palpable  right  tubo-ovarian  mass  ap- 
proximately 4x5  cm.  in  diameter  and  a thickening  but 
no  definite  mass  in  the  left  adnexa.  Both  of  these  find- 
ings were  present  on  an  admission  in  October  of  1948. 

The  patient  started  to  take  a liquid  diet  on  May  6, 
1949  and  by  May  9,  1949  was  taking  a high  protein, 
high  carbohydrate  diet.  Her  weight  on  May  15,  1949 
was  114  pounds.  Her  usual  weight  was  115  pounds. 

On  May  20,  1949  patient  was  ready  for  discharge 
with  the  positive  findings  of  a chronic  low  grade  pelvic 
inflammatory  disease  which  was  present  in  October,  1948. 
The  diagnosis  on  discharge  included:  (1)  early  infected 
complete  abortion;  (2)  septicemia  (E.  coli  cultured)  ; 
(3)  acute  pulmonary  edema,  and  (4)  low  grade  residual 
pelvic  inflammatory  disease. 

This  patient  never  admitted  induction  relative  to  this 
present  abortion  but  has  had  previous  admitted  self- 
induced  (mechanical)  abortions  and  threatened  to  in- 
duce an  abortion  on  this  present  pregnancy  to  her  pri- 
vate physician. 

I believe  that  the  large  amount  of  intravenous  fluid 
administered  to  the  patient  during  the  first  12  hours  of 
hospital  stay  plus  the  fact  that  500  cc.  of  blood  was 
pumped  in  under  pressure  was  the  cause  of  the  pulmo- 
nary edema  and  was  an  unwise  procedure.  She  probably 
was  suffering  from  medical  shock  due  to  an  overwhelm- 
ing septicemia.  We  cannot  accurately  say  what  con- 
trolled the  infection  since  the  patient  received  both  peni- 
cillin and  dihydrostreptomycin. 
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Foreign  Body  in  the  Abdomen  Coexisting  with 
Ruptured  Ectopic  Pregnancy'' 

Walter  J.  Reich,  M.D.,  F.A.C.S.,  Mitchell  J.  Nechtow,  M.D.,  Samuel  Pollock,  M.D., 

and  William  Hutcherson,  M.D. 

Chicago,  Illinois 


An  unusual  combination  of  a foreign  body  in  the  ab- 
.’domen  and  a coexisting  ruptured  ectopic  pregnancy, 
I make  this  case  worthy  of  reporting. 

I Foreign  bodies  left  in  the  abdomen  following  surgery 
are  not  new  or  rare.  Many  cases  are  on  record  depicting 
I all  kinds  of  sponges  and  instruments  that  were  left  in 
the  abdomen  after  operation.  This  constitutes  a serious 
; accident  and  the  complications  and  sequelae  might  be 
disastrous.  Schachner  states,  "So  long  as  surgery  con- 
i tinues  an  art,  just  so  long  will  foreign  bodies  continue 
to  be  unintentionally  left  in  the  abdominal  cavity.” 

; Findley  states,  "In  former  years  the  abdominal  sur- 
I geon  was  seriously  disturbed  by  well-grounded  fears  of 
secondary  hemorrhage  and  sepsis,  but  surgery  has  mas- 
tered these  problems  to  a large  degree  and  they  are 
little  feared  and  seldom  experienced.  Now  it  is  the 
I thoughts  of  the  sponge  that  disturbs  the  night’s  repose 
when  the  report  comes  that  something  has  gone  wrong 
I with  the  patient.  The  operator  never  can  rid  himself  of 
I the  feeling  of  uncertainty  as  to  the  possibility  of  leaving 
a sponge.” 

Today,  too,  such  accidents  occur  in  various  institu- 
' tions,  both  big  and  small,  well  organized  and  mediocre. 

Case  Report 

This  colored  female  was  age  33,  para  4;  was  admitted 
to  Ward  40,  Cook  County  Hospital,  on  January  23, 
1948.  Her  complaints  on  admission  were  enlargement 
of  the  abdomen  for  the  past  15  months,  amenorrhea  for 
1 the  past  two  months,  and  a pain  in  her  back  and  side 
for  the  past  two  weeks. 

The  patient  stated  that  for  the  past  15  months  she 
had  noticed  her  abdomen  was  growing  larger.  Her  last 
normal  menstrual  period  was  in  November,  1947,  and 
on  December  13,  1947,  she  spotted  for  one  day.  There 
was  no  further  bleeding  until  January  19,  1948,  when 
she  started  spotting  again  and  since  then  had  been  spot- 
ting off  and  on.  For  the  past  month  she  had  had  a 
slight  whitish  discharge.  She  has  had  no  pain  until  the 
previous  two  weeks  when  she  started  having  sharp  pains 
in  the  lower  abdomen  which  were  not  constant,  hut  like 
labor  pains.  An  Aschheim-Zondek  test  to  determine 
pregnancy  was  performed  in  May,  1947,  in  California 
and  she  was  told  that  it  was  positive.  Her  history  showed 
that  she  had  had  a cesarean  section  performed  in  June 

*From  the  Department  of  Gynecology,  the  Gynecological 
Division  of  the  Fantus  Clinics,  the  Cook  County  Graduate 
School  of  Medicine  and  the  Chicago  Medical  Schools,  Chicago, 
Illinois. 


1946  for  placenta  previa.  Her  first  three  deliveries  were 
spontaneous. 

Physical  examination  revealed  blood  pressure  120/80 
and  pulse  72.  Examination  of  the  abdomen  revealed  a 
mass  which  extended  to  two  finger  breadths  above  the 
umbilicus  which  was  smooth,  somewhat  cystic,  and  not 
tender.  Vaginal  examination  revealed  a multiparous  in- 
troitus,  Bartholin’s,  urethra,  and  Skene’s  negative.  The 
cervix  was  pointed  posteriorly,  moderately  firm,  os  closed 
and  tender  to  tintillation.  Corpus  was  anterior  and  upper 
limits  of  normal  size.  Beneath  the  uterus  was  a cystic 
mass  which  filled  both  fornices  and  extended  to  two 
fingers’  breadths  above  the  umbilicus.  Speculum  exam- 
ination showed  a lacerated  cervix,  and  Chadwicks  nega- 
tive. Temperature  on  admission  was  100°  F.  The  con- 
dition at  that  time  seemed  to  indicate  an  ovarian  cyst 
with  a possibility  of  an  abdominal  pregnancy.  An  Asch- 
heim-Zondek test  was  performed  and  was  negative. 
Flat  plate  of  the  abdomen  showed  no  evidence  of  fetal 
parts;  there  was  evidence  of  a soft  tissue  mass  extend- 
ing out  of  the  pelvis  to  the  level  of  the  fourth  lumbar 
vertebrae.  The  urine  examination  was  negative;  Kahn 
negative;  hemoglobin  83  per  cent;  white  blood  cells, 
7,200.  The  patient  was  afebrile  after  the  day  of  ad- 
mission. 

A laparotomy  was  performed  on  February  3,  1948. 
The  abdomen  was  opened  in  layers  down  to  the  peri- 
toneum which  was  contiguous  with  the  abdominal  mass. 
On  opening  through  the  wall  a large  amount  of  yellow 
pus  poured  out,  so  the  incision  was  enlarged  to  about 
three  inches  in  length  and  the  cavity  explored.  On  ex- 
ploration a large  lap  pad  was  found  and  delivered,  with 
the  uterus  in  normal  position  anterior  and  upper  limits 
of  normal  size.  To  the  right  and  posterior  to  the  uterus 
a cystic  mass  was  palpated,  approximately  seven  centi- 
meters in  diameter.  It  was  thought  that  this  mass  in  the 
right  lower  quadrant  was  probably  a loculation  of  the 
larger  abscess,  and  since  it  seemed  advisable  to  leave  well 
enough  alone  the  abdomen  was  closed  in  layers. 

The  blood  pressure  following  surgery  was  90/50  and 
the  pulse  rate  was  88.  The  patient  was  started  on  peni- 
cillin 100,000  units  Q 3H.  On  the  following  morn- 
ing, February  4,  1948,  her  condition  was  good,  with 
blood  pressure  120/80;  pulse,  84;  hemoglobin,  90  per 
cent;  W.B.C.  11,150.  At  8:30  P.M.  she  suddenly  went 
into  shock  and  her  pulse  was  imperceptible.  She  was 
placed  in  Trendelenburg  position  and  intravenous  fluids 
started,  including  1,000  cc.  of  plasma  while  patient  was 
being  typed  and  cross  matched.  Nasal  oxygen  was  also 
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started.  Blood  pressure  at  this  time  was  40/0.  Her  con- 
dition appeared  to  improve  and  at  11:30  P.M.  her  pulse 
was  116,  and  blood  pressure  80/30.  It  was  noted  that 
her  abdomen  was  slightly  distended  and  there  was  some 
bulging  of  the  flanks.  The  impression  was  that  the 
patient  was  bleeding  internally.  Despite  the  fact  that 
the  patient  had  already  received  1,000  cc.  of  blood,  it 
was  noted  at  2:30  A.M.  on  February  3,  1948,  that  she 
was  not  quite  as  well  as  previously.  Her  pulse  was  128 
and  thready.  On  pelvic  examination  a soft  bulging  mass 
was  felt  in  the  cul-de-sac,  and  an  exploratory  laparotomy 
was  decided  upon. 

The  abdomen  was  opened  through  the  previous  in- 
cision. The  abdominal  wall  abscess  had  now  shrunken 
down  so  that  it  formed  a sac  approximately  4 cm.  in 
diameter.  By  extending  the  peritoneal  opening  the  ab- 
dominal cavity  was  entered.  Approximately  1,300  cc. 
of  blood  was  present  in  the  abdomen,  which  was  aspi- 
rated. A ruptured  ectopic  pregnancy  (right),  was  then 
found,  of  approximately  three  months  gestation.  A right 
salpingectomy  was  performed  and  the  area  peritonealized. 
On  further  examination  it  was  found  that  the  sigmoid 
was  adherent  to  the  abscess  wall  and  it  was  freed.  The 
operation  was  performed  under  nitrous  oxide  and  ether. 
The  wound  was  closed  with  wire  through  and  through 


sutures.  The  postoperative  condition  of  the  patient  was 
good  with  blood  pressure  124/90  and  pulse  88.  The 
postoperative  course  was  uneventful,  and  the  patient  was 
discharged  on  February  27,  1948. 

Pathological  report  described  a cloth  pack  measuring 
23x30  cm.,  discolored,  and  a dirty  green-gray  ectopic 
pregnancy. 

Summary  and  Conclusions 

1.  History  of  amenorrhea,  pain  and  spotting  must 
alert  one  to  a possible  ectopic  pregnancy  irrespective  of 
findings  on  examination. 

2.  The  cystic,  fluctuant  mass  in  an  afebrile  patient 
made  the  differential  diagnosis  elusive;  the  presence  of 
an  abdominal  scar,  however,  should  make  one  think  of  a 
possibility  of  a foreign  body. 

3.  The  removal  of  the  foreign  body  and  evacuation 
of  the  abscess  was  thought  to  be  sufficient  to  take  care  of 
the  patient’s  symptoms  and  findings. 

4.  One  should  always  be  alert  as  to  the  possible  pres- 
ence of  combinations  of  pathologic  conditions  in  the 
same  patient. 

Reference 
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MINNESOTA  CANCER  CENTER  GIVES  TWO  YEAR  REPORT 

Physical  abnormalities  requiring  medical  attention  were  found  in  more  than  one-half 
of  the  3,263  examinations  conducted  in  the  University  of  Minnesota’s  Cancer  Detection 
Center  during  the  first  two  years  of  its  operation.  Cancer  m some  form  was  detected  in  34 
visitors  to  the  center,  13  men  and  19  women.  Thirty  cases  of  cancer  were  diagnosed  on  the 
first  visit,  while  four  persons  were  found  to  have  developed  a malignancy  when  they  returned 
to  the  center  for  their  prescribed  annual  recheck. 

In  the  1,732  examinations  (33  per  cent)  which  revealed  ailments  or  physical  defects 
requiring  medical  attention,  doctors  assigned  to  the  center  found,  in  addition  to  the  34  defi- 
nite instances  of  cancer:  776  pre-cancerous  conditions  which,  if  not  promptly  treated,  might 
turn  into  cancer;  364  benign  (non-malignant)  tumors;  and  2,149  instances  of  abnormal  med- 
ical conditions,  non-cancerous  (such  as  high  blood  pressure  and  hemorrhoids)  but  calling 
for  immediate  treatment. 

The  center  is  open  to  Minnesota  men  and  women  in  the  age  bracket  in  which  cancer 
occurs  most  frequently,  43  and  over,  who  are  unaware  of  any  symptoms  of  cancer  in  them- 
selves. Admi.ssion  to  the  center  is  by  appointment  only  and  to  date  more  than  21,000  appli- 
cations for  appointments  have  been  received. 
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Threatened  and  Habitual  Abortion'' 

William  B.  Stromme,  M.D.,  F.A.C.S. 

Minneapolis,  Minnesota 


The  prevailing  high  incidence  of  abortion  bespeaks 
an  inadequacy  in  our  methods  of  treatment.  Un- 
doubtedly this  is  due  in  part  to  faulty  knowledge  of  the 
causes  and  mechanisms  involved;  some  are  understood, 
others  remain  conjecture.  It  may  be  argued  that  develop- 
mental deficiencies  in  the  embryo  set  the  stage  for  many 
abortions,  and  in  these  the  fatal  outcome  would  seem  to 
be  fortuitous.  Even  so,  opportunities  lie  in  preventing 
their  inceptions.  With  recent  knowledge,  improvements 
have  been  made  in  some  phases  of  management.  It  is 
the  aim  of  this  presentation  to  review  these  advances  and 
discuss  present  day  concepts  of  etiology  and  therapy. 

The  reported  incidence  of  abortion  varies  from  10  to 
47  per  cent;  the  clinical  figure  often  quoted  is  one  abor- 
tion in  every  five  pregnancies.  For  purposes  of  discus- 
sion an  abortion  is  the  termination  of  pregnancy,  as 
ruled  at  the  New  York  Lying-In  Hospital  when  the 
fetus  weighs  less  than  500  gm.,  or  according  to  Streeter 
at  or  before  22  weeks  gestation.  Habitual  abortion  is 
said  to  exist  after  three  such  episodes.  The  treatment, 
and  presumably  the  etiology,  of  threatened  abortion  in 
the  occasional  case  and  of  habitual  abortion,  are  no  dif- 
ferent and  will  be  considered  together. 

Prevention 

Relevant  to  the  discussion  are  the  occurrence  of  de- 
fective  germ  plasm  in  fertilized  eggs,  and  faulty  im- 
plantation. It  is  now  well  established  by  Hertig  and 
Rock'’”  that  nearly  half  of  all  early  conceptuses  are 
abnormal  and  will  abort;  in  turn  half  of  these  are  so 
defective  they  will  even  fail  to  implant,  and  conse- 
quently abort  very  early.  Also  of  significance  is  the 
finding  that  nearly  all,  if  not  all,  inevitable  abortions 
implant  on  the  anterior  wall  of  the  uterus.  That  treat- 
ment of  this  group  is  of  avail,  is  very  doubtful.  For- 
tunately, in  our  experience,  there  is  no  greater  likelihood 
of  an  abnormal  fetus  being  carried  to  viability  with  treat- 
ment, than  in  the  non-abortion  group. 

To  prevent  such  abnormal  development,  treatment 
must  be  employed  prior  to  conception.  The  result  will 
be  healthier  ova  and  sperm,  as  well  as  a healthier  endo- 
metrial environment  for  implantation  of  the  fertilized 
ovum.  While  it  was  formerly  our  practice  to  place  em- 
phasis on  semen  analysis,  particularly  sperm  morphology, 
it  now  appears  that  no  significance  can  be  attached  to 
such  physical  properties.  The  basal  metabolic  rate  should 
be  determined  in  both  parents,  and  if  low  corrected  with 
dessicated  thyroid.  Good  nutritional  state  of  the  two 
partners  can  be  achieved  with  proper  diet  augmented 
with  vitamin-mineral  supplement.  Underlying  nervous 

*Read  at  the  meeting  of  the  Four  County  Medical  Society, 
Rice  Lake,  Wisconsin,  November  9,  1948. 


and  physical  problems  should  be  corrected.  Prophylaxis 
has  also  been  undertaken  with  pre-conception  proges- 
terone therapy.  By  administering  progesterone,  5 mg. 
every  other  day  from  18  days  premenstrual  through  the 
fourth  month  of  gestation,  Rutherford'*  was  able  to 
obtain  viable  babies  in  3 1 of  54  habitual  aborters.  How- 
ever, other  measures  were  combined  in  therapy  and  so 
obscure  results  credited  to  the  hormone. 

Perhaps  related  to  the  occurrence  of  defective  fertil- 
ized eggs,  and  significant  to  our  better  handling  of  abor- 
tion cases,  are  the  statistics  on  abortion  rates  in  subse- 
quent pregnancies.  It  has  been  established''  that  where 
the  interval  is  less  than  12  months  from  the  previous 
pregnancy,  the  abortion  rate  is  40  per  cent,  that  is  four 
times  the  normal  rate  in  intervals  beyond  the  first  year. 

Physical  Factors 

Travel  in  the  first  trimester  is  generally  discouraged 
on  the  contention  that  it  may  increase  the  abortion 
hazard.  While  we  have  all  seen  individual  examples  of 
this,  yet  when  considering  large  groups  of  cases  it  may 
not  be  important.  During  the  recent  war  a study  was 
made  at  the  Naval  Station  at  Key  West,''’  comparing 
abortion  rates  of  pregnant  women  who  stayed  there,  with 
another  large  group  who  traveled.  Surprisingly,  the 
abortion  incidence  was  no  greater  in  the  travel  group; 
however,  it  might  be  argued  that  only  those  women 
traveled  who  were  in  good  health  and  without  evidence 
of  threatened  abortion  or  previous  abortion  history. 
From  personal  observation  it  is  apparent  that  travel  does 
increase  the  risk  of  abortion.  Certainly  this  is  true  in 
women  who  have  had  some  bleeding  earlier  in  the  preg- 
nancy. Accordingly,  travel  is  discouraged  in  the  early 
months  of  gestation,  with  the  reservation  that  if  it  is 
necessary  then  plane  or  train  means  are  preferred  to 
car  or  bus. 

Bed  rest  in  the  first  trimester  has  been  shown  ineffec- 
tive in  treatment  of  habitual  abortion.  Continuation  of 
reasonably  cautious  ambulant  activity  is  advised,  save  for 
patients  with  threatened  abortion.  Here  we  all  agree 
that  bed  rest  is  desirable.  A usual  supplement  to  this 
is  the  administration  of  phenobarbital  or  some  other 
sedative. 

Coitus  and  pelvic  examinations  carried  out  during  the 
first  three  months  may  precipitate  abortion  in  predisposed 
patients.  Many  obstetricians  including  the  late  Dr.  H. 
J.  Stander  routinely  defer  bimanual  pelvic  examination 
until  the  fourth  month  for  this  reason. 

Other  physical  factors  which  contribute  to  abortion 
are  uterine  retroversion  and  myomectomy.  Javert,  Finn 
and  Stander*’  found  a much  higher  incidence  of  retro- 
version in  their  abortion  cases  than  in  controls.  Correc- 
tion is  best  carried  out  by  manipulative  measures  either 
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prior  to  pregnancy  or  before  the  second  month  in  ha- 
bitual aborters.  The  suspension  operation  is  not  neces- 
sarily the  answer,  for  cases  have  been  reported  of  secon- 
dary habitual  abortion  developing  following  the  opera- 
tion. Where  women  have  had  previous  myomectomy, 
the  abortion  rate  is  33  per  cent.  In  contrast,  previous 
cervical  operations  do  not  increase  the  abortion  risk. 

Infantile  uterus  and  genital  hypoplasia  may  also  be 
included  in  a listing  of  etiologic  factors.  Kurzrok,^ 
Peterson,*'  and  others  feel  such  is  a cause  of  abortion, 
and  treat  the  condition  empirically  with  estrogen,  pro- 
gesterone and  thyroid.  Such  a theory,  however,  must  be 
cautiously  accepted.  Developmental  failure  is  more  likely 
to  result  in  amenorrhea  and  infertility. 

The  occurrence  of  late  pregnancy  bleeding  and  pre- 
mature delivery  seems  to  have  more  than  coincidental 
relation  to  threatened  abortion.  Accordingly,  one  may 
surmise  that  some  cases  of  abortion  are  due  to  very  early 
premature  separation  of  the  placenta  and/or  placenta 
previa. 

Hormone  and  Dietary  Factors 

Endocrine  and  vitamin  deficiencies  have  been  given 
main  emphasis  in  explaining  the  occurrence  of  abortion. 
Consequently  much  of  the  therapy  has  been  along  these 
lines. 

The  majority  opinion  would  seem  to  favor  use  of  pro- 
gesterone as  the  important  drug  in  treating  threatened 
and  habitual  abortion.  Such  view  has  been  based  on 
studies  indicating  that  the  drug  has  a quieting  effect  on 
uterine  contractions.  (In  clinical  experience,  however,  its 
effectiveness  in  many  cases  is  questionable.)  It  is  cus- 
tomarily given  in  20  to  50  mg.  daily  dosage  during  and 
after  threatened  abortion  until  production  of  the  hor- 
mone by  the  placenta  is  on  a substantial  plane,  i.  e.,  the 
fourth  month.  To  this  may  be  added  estrogen,  as  pro- 
posed by  Vaux  and  Rakoff.'"  It  is  felt  a synergistic 
action  results  which  will  offset  an  early  corpus  luteum 
deficiency  in  these  cases.  Treatment  of  course  should 
be  started  early,  and  in  habitual  abortion  as  soon  as 
pregnancy  is  determined. 

The  basal  metabolic  rate  should  be  determined  rou- 
tinely. If  low,  as  occasionally  found  in  threatened  and 
habitual  abortion,  it  should  be  corrected  with  dessicated 
thyroid.  While  some  will  treat  all  cases  with  thyroid. 

It  seems  preferable  to  use  the  drug  only  in  those  cases 

where  it  is  called  for  by  lowered  metabolism.  In  han- 
dling these  problems,  we  regard  as  subnormal  as  little 

as  a minus  five  or  six  per  cent. 

Some  speculation  is  given  to  lowered  pituitary  go- 
nadotrofiic  hormone  levels  as  an  underlying  cause  of 
faulty  corpus  luteum  formation.  We  have  had  no  ex- 
perience with  replacement  therapy,  and  I know  of  no 
reliable  reports  concerning  its  effect  in  treatment  of 
threatened  abortion. 

The  Cornell  group  is  strongly  in  favor  of  dietary  and 
vitamin  treatment.  In  brief,  this  consists  of  diet  high 
m citrus  fruits,  fresh  vegetables,  minerals,  and  dietary 
supplement  including  vitamin  C,  50  mg.  three  times  a 
day,  and  vitamin  K,  5 mg.  daily.  Attempts  are  being 


made  to  evaluate  the  effectiveness  of  individual  factors. 
However,  it  seems  unwise  at  present  to  draw  conclusions 
from  comparative  studies  with  very  small  control  series, 
and  from  blood  analyses  which  may  he  open  to  question. 
The  results  of  such  combined  therapy,  however,  are 
most  encouraging,  and  treatment  along  these  lines  merits 
general  acceptance. 

Finally,  one  should  include  for  completeness  in  the 
list  of  causes  of  abortion  such  remote  factors  as:  psy- 
chological disturbances,  diabetes,  alcohol,  lead  and  nico- 
tine intoxication.  Syphilis  does  not  cause  abortion,  nor 
does  Rh  incompatibility. 

Summary 

Treatment  of  threatened  abortion,  either  habitual  or  i 
single  case,  must  be  based  on  correction  of  a multiplicity 
of  factors.  Some  are  known,  others  implied.  Unfortu- 
nately much  of  our  treatment  remains  empirical.  In 
summary,  the  following  outline  of  treatment  may  be  rec-  \ 
ommended,  as  reasonable,  in  the  hazy  light  of  our  pres-  | 
ent  knowledge  of  the  mechanism  of  abortion: 

1.  Ambulation  is  permitted  unless  there  is  vaginal  j 

bleeding.  Restriction  of  activity  is  then  required,  i 
and  bed  rest  in  the  hospital  is  preferred.  ' 

2.  Regular  bowel  function  must  be  maintained,  if  not 
through  diet,  then  by  gentle  acting  cathartics  | 
and/or  by  occasional  warm  water  enemata. 

3.  Coitus,  travel  and  bimanual  pelvic  examinations  are 

interdicted.  j 

4.  Dietary  supplement,  preferably  a multiple  vitamin- 
mineral  formula,  is  prescribed  in  double  the  daily 
minimal  requirement.  In  addition,  200  cc.  of  fresh 
orange  juice,  five  mg.  of  vitamin  K,  and  50  mg. 
of  mixed  tocopherols  are  given  daily. 

5.  Oral  progesterone*  and  estrogenj  are  routinely 
employed. 

6.  Where  the  basal  metabolism  is  lower  than  a minus  ; 
five  per  cent,  dessicated  thyroid  is  ordered  in  sup-  j 
plemental  amounts  to  correct  the  deficiency. 

Under  such  management  one  may  hope  for  decided  : 
improvement  in  three  or  four  days.  If  this  is  not  forth-  j 
coming,  we  do  not  hesitate  to  perform  a vaginal  exam-  ; 
ination  on  the  presumption  that  the  abortion  is  inevitable. 

In  the  event  of  improvement,  examination  at  an  early 
date  is  mandatory  to  exclude  non-abortal  causes  of  bleed- 
ing, especially  carcinoma  of  the  cervix.  i, 

It  is  well  to  bear  in  mind,  in  conclusion,  that  probably  |j 
the  best  treatment  of  abortion  is  the  prophylactic  one. 
The  aim  should  be  to  improve  the  general  health  of  both  j 
partners  before  conception,  and  to  have  adequate  spacing 
of  pregnancies.  The  treatment  of  so-called  "threatened  j 
abortion”  is  often,  though  not  always,  unsatisfactory  | 
because  of  the  frequency  of  defective  germ  plasm,  and 
the  fact  that  the  fetus  may  have  already  died  prior  to  j 
the  onset  of  symptomatic  bleeding. 

*F^roIuton*Buccal  tablets,  10  ing.  twice  daily.  (Sebering  Corp., 
Bloomfield,  N.  J.) 

tl^remarin  tablets,  1.23  mg.  daily.  (Ayerst,  McKenna  and 
Harrison,  Ltd.,  N.  Y.,  N.  Y.) 

(Continued  on  page  231) 
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Two  Unusual  Conditions  in  Gynecologic  Practice 

H.  M.  N.  Wynne,  M.D. 

Minneapolis,  Minnesota 


A LARGE  OVARIAN  CYST 

Mrs.  W.  S.  J.,  age  78,  white,  a housewife,  married 
58  years,  and  the  mother  of  two  children,  was  referred 
to  me  by  Dr.  C.  E.  Dutton  on  August  3,  1940.  She  was 
five  feet,  six  inches  tall  and  weighed  235  pounds.  She 
stated  that  she  had  never  had  any  serious  illness,  but 
during  the  last  17  years  her  abdomen  had  gradually  in- 
creased in  size.  She  had  had  no  pain  or  discomfort  until 
the  last  four  weeks  following  a fall  on  her  abdomen. 
After  this  fall  she  had  difficulty  with  urination  for  a 
week.  She  had  had  some  shortness  of  breath  and  on 
account  of  the  size  of  her  abdomen  had  not  been  able 
to  walk  about  the  house.  The  past  five  years  she  had 
not  seen  her  feet  when  standing.  She  had  not  been  able 
to  lie  in  bed  for  several  months. 

Physical  examination  showed  the  patient  to  be  an 
emaciated  elderly  woman  with  an  enormously  distended 
abdomen.  There  was  edema  of  both  legs  below  the  knees. 
The  costal  margins  flared  outward  from  intra-abdominal 
pressure.  The  following  measurements  were  made: 


Level  of 

Um- 

Hip 

Pubis  to 

Nipple 

Xiphoid 

bilicus 

Joint 

Xiphoid 

Prone 

37" 

40" 

64" 

57" 

35" 

Standing 

37" 

39" 

62" 

35" 

The 

abdomen  was 

tense. 

fluctuation 

was 

present. 

There  was  no  bulging  of  the  flanks.  The  urine  had  a 
specific  gravity  of  1.024,  with  a faint  trace  of  albumin 
and  no  sugar.  Microscopic  examination  showed  3 to  4 
pus  cells  per  l.p.f.  Blood  examination  showed  hemo- 
globin 72  per  cent;  RBC  3,830,000;  WBC  8,100;  PMN 
78  per  cent;  and  lymphocytes  22  per  cent.  Bleeding  time 
was  two  minutes,  45  seconds,  and  coagulation  time,  was 
two  minutes. 

Under  novocaine  infiltration  a 1 '/2  'rich  incision  was 
made  2 inches  above  the  umbilicus.  The  peritoneum 
was  densely  adherent  to  the  cyst  wall.  A trochar  was 
introduced  and  part  of  the  fluid  was  evacuated,  totaling 
88  pints  and  weighing  over  88  pounds.  Three  distinct 
cavities  of  the  cyst  were  evacuated:  one  containing  about 
68  pints;  one,  16  pints;  and  one,  four  pints  of  fluid.  A 
tumor  of  considerable  size  remained  after  the  evacuation 
of  the  fluid.  The  fluid  was  of  the  color  and  consistency 
of  a thick  bean  soup.  The  following  morning  the  patient 
weighed  147  pounds. 

On  April  14,  1941,  the  patient’s  abdomen  was  almost 
as  large  as  at  the  time  of  her  admission  to  the  hospital. 
Circumference  at  the  umbilicus  was  62  inches.  She  was 
again  having  difficulty  in  breathing.  She  was  again 
tapped  and  50  pints  of  fluid  removed.  On  September 
11,  1941,  the  abdomen  was  greatly  distended  and  over 
88  pints  of  fluid  removed.  On  December  9,  1941,  the 
abdomen  was  again  greatly  distended  and  40  pints  of 
fluid  were  removed. 


Fig.  1.  Ovarian  cyst.  A.  Front  view.  B.  Side  view. 


The  patient’s  physician  stated  that  she  died  late  in 
December,  1941,  from  cardiac  disease.  No  autopsy  was 
permitted.  The  patient  refused  at  any  time  to  permit 
an  operation  for  removal  of  the  cyst. 

It  is  a popular  impression  of  the  laity  that  large 
tumors  are  the  result  of  the  patient’s  inability  to  get 
medical  care.  The  four  largest  pelvic  tumors  I have  had 
the  opportunity  of  observing  occurred  in  women  who 
had  lived  most  of  their  lives  within  a mile  of  modern 
hospitals  with  charity  services. 

FOREIGN  BODY  IN  UTERUS 

Mrs.  J.  W.,  age  51,  white,  housewife,  married  22  years 
and  mother  of  one  child  consulted  me  regarding  a recur- 
rent urinary  tract  infection  and  also  wished  to  have  a 
"platinum  ring’’  removed  from  the  uterus.  She  had  not 
menstruated  for  three  years.  Ten  years  ago,  when  she 
had  consulted  a physician  to  obtain  contraceptive  infor- 
mation, she  was  advised  to  have  a platinum  ring  inserted 
into  the  uterine  cavity  and  the  procedure  was  carried  out. 

On  June  9,  1941,  under  gas  anesthesia,  the  cervical 
canal  was  dilated  and  a sound  passed  into  the  uterine 
cavity.  A metallic  object  was  felt  in  the  fundus  of  the 
uterus.  This  was  grasped  with  a cystoscopic  alligator 
forcep  and  was  removed  in  numerous  pieces.  A dull 
curette  was  introduced  but  no  foreign  material  obtained. 
The  uterine  cavity  was  then  packed  with  gauze  which 
was  withdrawn  but  no  foreign  body  could  be  found  in 
the  gauze. 

X-ray  examination  after  the  operation  showed  no  evi- 
dence of  any  metallic  body  remaining. 
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The  Coexistence  of  Diabetes  Mellitus  | 

and  Diabetes  Insipidus  ; 

1 

Report  of  Case  with  Two  Successful  Prefinancies  \ 

Oscar  J.  Engstrand,  M.D.,  and  Eleanor  R.  Izquierdo,  M.D.  j 

Minneapolis,  Minnesota  | 


The  coexistence  of  diabetes  mellitus  and  diabetes  in- 
sipidus is  indeed  very  rare.  About  36  cases  have  been 
reported  to  date,  eight  of  which  were  found  in  the 
United  States. 

Case  Report 

Mrs.  L.  S.  S.,  20,  was  first  seen  by  the  senior  author 
on  November  13,  1939,  when  she  was  about  two  months 
pregnant.  She  stated  she  had  had  diabetes  inspidus  for 
the  past  16  years,  but  otherwise  had  been  in  good  health. 
Her  fluid  intake  and  output  ranged  from  four  to  six  gal- 
lons every  24  hours.  Her  sleep  was  disturbed  hourly  by 
her  thirst  and  frequent  urinations.  Her  appetite  was 
very  good.  She  weighed  103  pounds.  Her  blood  pres- 
sure was  120/75.  At  this  time  urinalysis  revealed  a spe- 
cific gravity  of  1.000,  no  albumin,  but  a glycosuria  of 
4 plus.  She  was  instructed  to  limit  her  dietary  intake 
of  carbohydrate,  and  a week  later  the  urine  was  sugar- 
free  and  continued  to  be  free  of  sugar  for  the  next 
three  months.  Then,  during  the  fifth  month  of  preg- 
nancy, insulin  injections  were  begun  to  aid  in  controlling 
the  glycosuria.  After  this  her  weight  gradually  increased 
to  123  pounds.  However,  the  last  month  she  gained 
21  pounds,  making  a total  weight  gain  of  41  pounds. 
b3er  blood  pressure  remained  within  normal  limits  dur- 
ing the  prenatal  period,  and  at  no  time  was  albumin 
found  in  the  urine. 

About  two  weeks  before  the  calculated  date  of  deliv- 
ery the  patient  became  restless,  confused  and  stuporous 
and  was  taken  to  the  Swedish  Hospital.  On  admission 
at  midnight  she  was  markedly  edematous  with  a blood 
pressure  of  150/90.  She  was  unable  to  void,  but  a liter 
of  urine  was  obtained  per  catheter,  and  showed  specific 
gravity  of  1 .000,  no  sugar  present,  and  a positive  test  for 
albumin  (3  plus).  Since  she  was  in  labor,  but  not  mak- 
ing much  progress,  one  dose  of  four  minims  of  pituitrin 
was  given  hypodermically  without  much  effect.  Sodium 
amytal  in  three  grain  doses  was  given  rectally  for  rest- 
lessness, also  with  little  effect.  By  morning  the  patient’s 
blood  pressure  was  188/110.  Although  she  appeared 
moribund  the  condition  of  the  fetus  was  still  good. 
Therefore,  on  May  25,  1940,  under  cyclopropane  anes- 
thesia with  one  ampule  each  of  lugalm  and  coramine 
as  premedication,  a classical  cesarean  section  was  made 
to  deliver  a normal  male  infant  weighing  ten  pounds, 
SIX  ounces.  To  control  uterine  bleeding  one  cubic  centi- 
meter of  pituitrin  was  injected  into  the  uterine  wall, 
and  one  ampule  of  ergotrate  was  given  intramuscularly. 

The  patient’s  convalescence  was  stormy.  The  edema 
receded  rapidly  alter  the  first  postoperative  day,  when 


the  fluid  output  began  to  exceed  the  intake.  The  maxi- 
mum output  was  18  liters  on  the  fifth  postoperative  day. 
Her  blood  pressure  fluctuated  somewhat,  but  remained 
fairly  high  for  the  first  week — 140  to  160  systolic  and 
80  to  100  diastolic  pressures — after  which  it  returned  to 
normal.  On  the  fifth  postoperative  day  the  patient  had 
a severe  chill  which  lasted  ten  minutes  after  which  her 
temperature  rose  to  103.6°  F.  Thereafter  she  had  chills 
for  several  days  and  ran  a septic  fever  for  about  a week  i 
before  it  was  checked  by  the  administration  of  neopron- 
tosil.  The  lochia  became  foul,  and  purulent  discharge  is- 
sued from  the  abdominal  wound.  On  the  seventh  post- 
operative day  a blood  transfusion  was  given — hemoglobin  ' 
was  34  per  cent  after  which  the  patient  developed  a re-  1 
action — a severe  chill  lasting  20  minutes  followed  by  a ! 
rectal  temperature  of  107.4°  F.  Doses  of  sodium  amytal  j 
were  given  frequently  for  marked  restlessness,  dilaudid  j 
occasionally  for  pain;  coramine  and  digalen  were  sup- 
portive drugs  given  during  the  first  two  weeks  of  hospi-  ; 
talization.  1 

The  infant  lost  half  a pound  of  weight  and  had  re-  j 
gained  two  ounces  on  formula  feedings  by  the  seven-  i 
teenth  day  when  he  was  discharged  with  his  mother,  j 
The  mother,  on  discharge  from  the  hospital,  weighed 
98  pounds,  had  normal  blood  pressure,  but  had  a trace  I 
of  albumin  in  the  urine.  She  was  to  have  a non-restricted  f 
diet  and  take  40  units  of  protamine  zinc  insulin  daily,  j 
No  attempt  was  made  to  control  the  diabetes  insipidus 
at  this  time. 

In  spite  of  having  been  advised  against  future  preg- 
nancies, the  patient  wanted  another  child.  After  hav- 
ing regained  her  strength  and  having  been  in  good  | 
health  for  five  years,  she  again  returned  for  prenatal  | , 
care.  This  second  pregnancy  was  uneventful  except  for  * 
greater  difficulty  in  controlling  the  diabetes  mellitus.  1 
She  was  hospitalized  one  day  during  the  third  month  i 
for  a severe  insulin  shock.  About  a month  before  de-  ] 
livery  she  was  hospitalized  again  for  restandardization. 
The  blood  sugar  at  this  time  was  93  milligrams  per  100 
cubic  centimeters,  earlier  in  the  pregnancy  a fasting 
blood  sugar  had  been  300  milligrams  per  100  cubic  cen- 
timeters. Earlier  in  her  pregnancy  she  had  required  85-  i 
90  units  of  insulin  daily,  now  she  was  discharged  with 
instructions  to  take  30  units  of  protamine  zinc  insulin  | 
before  breakfast  and  ten  units  of  regular  insulin  before 
the  other  meals  if  indicated  by  the  test  for  sugar  in  the  i 
urine.  She  was  to  follow  a general  diet.  Her  weight 
gain  during  this  pregnancy  was  25  pounds,  the  blood  * 
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pressure  was  normal,  and  there  was  no  albuminuria  at 
any  time. 

On  November  13,  1945,  the  patient  again  entered  the 
Swedish  Hospital  and  the  next  day  was  delivered  of  a 
normal  female  infant,  weighing  nine  pounds,  six  ounces, 
by  cesarean  section  at  which  time  the  tubes  were  ligated. 
The  patient’s  recovery  was  uneventful  and  both  mother 
and  child  were  discharged  in  good  condition  on  the  tenth 
postoperative  day.  Incidentally,  a roentgenogram  of  the 
skull  at  this  time  was  reported  showing  a normal  sella 
turcica. 

Her  last  hospitalization  was  at  Swedish  Hospital  on 
May  12,  1946,  for  insulin  shock  from  which  she  again 
recovered  rapidly  after  the  administration  of  intravenous 
glucose  solution. 

At  the  age  of  28,  the  patient  on  February  18,  1948, 
complained  of  nervousness  and  menstrual  irregularity. 
She  was  started  on  weekly  injections  of  estrogen  10,000 
units.  She  was  also  urged  to  try  whole  pituitary  orally 
in  two  gram  doses  twice  a day  in  an  attempt  to  control 
the  diabetes  insipidus.  Although  there  was  some  reduc- 
tion in  the  fluid  intake  and  output,  the  patient  felt  she 
could  not  afford  to  continue  this  medication. 

June  10,  1948,  Mrs.  L.S.S.,  28,  was  seen  for  the  first 
time  by  the  junior  author.  She  complained  of  nervous- 
ness, extreme  fatigue,  fear  of  insanity,  menstrual  irregu- 
larity for  the  past  nine  months,  and  lack  of  sexual 
desire.  She  stated  she  had  had  diabetes  insipidus  for  the 
past  24  years  and  diabetes  mellitus  for  the  past  eight 
years.  Except  for  severe  illnesses  associated  with  the 
birth  of  her  two  children,  ages  eight  and  three,  she  had 
always  been  in  good  health. 

Past  history.  Mrs.  S.  was  the  third  in  order  of  birth, 
which  was  a normal  spontaneous  delivery  at  the  Minne- 
apolis General  Hospital.  Her  two  older  sisters  are  living 
and  well.  A fourth  sibling,  hydrocephalic,  died  a few 
hours  after  birth.  At  the  age  of  nine  months  the  patient 
was  hospitalized  a few  days  at  the  Minneapolis  General 
Hospital  for  a severe  upper  respiratory  infection  and  a 
non-specific  vaginitis. 

When  she  was  four  years  old  she  fell  down  a flight 
of  stone  stairs  and  received  a bruise  in  the  right  frontal 
region,  a bony  "lump”  being  present  at  the  site  to  this 
day.  About  three  months  later  she  developed  extreme 
thirst,  polyuria,  frequency  of  urination  and  enuresis. 
Her  appetite  was  good,  but  she  lost  weight.  She  had 
frequent  chilly  sensations.  On  July  25,  1924,  she  was 
taken  to  the  University  Hospital  out-patient  department 
where  the  diagnosis  of  diabetes  insipidus  was  made  and 
a prescription  for  a daily  dose  of  one  cubic  centimeter 
of  pituitrin  intramuscularly  was  given,  but  never  used. 
About  a month  later  she  was  admitted  to  the  Minne- 
apolis General  Hospital  with  the  same  complaints  besides 
loss  of  appetite.  Physical  examination  at  this  time  was 
essentially  negative.  A roentgenogram  of  the  skull  was 
reported:  normal  sella  turcica.  Urinalysis  revealed;  spe- 
cific gravity  of  1.002-1.006,  no  sugar,  no  acetone,  vol- 
ume was  4000-7500  cubic  centimeters  daily,  not  count- 
ing that  lost  because  of  enuresis.  The  polydipsia  and 
polyuria  was  brought  under  control  by  the  administra- 


tion of  a dose  of  half  a cubic  centimeter  of  pituitrin 
intramuscularly  twice  a day.  After  five  weeks  in  the 
hospital  she  developed  diphtheria,  which  was  successfully 
treated  with  diphtheria  antitoxin.  She  had  had  measles, 
whooping  cough  and  chickenpox  before  the  age  of  four, 
and  had  been  vaccinated  for  smallpox.  A week  later, 
when  she  was  discharged,  her  mother  had  been  instructed 
to  give  daily  nasal  instillations  of  pituitrin  solution,  but 
did  not  continue  the  treatment  after  the  initial  supply 
was  exhausted. 

Except  for  continual  interruptions  of  activities  and 
sleep  because  of  polydipsia  and  polyuria,  the  patient’s 
childhood  and  adolescent  years  were  years  of  good 
health.  She  has  controlled  her  diabetes  mellitus  without 
following  a diet,  but  refrains  from  excess  of  carbo- 
hydrates. At  present  she  is  taking  8 units  of  protamine 
zinc  insulin  and  20  units  of  regular  insulin  before 
breakfast,  and  about  8 units  of  regular  insulin  before 
her  evening  meal. 

Sexual  history.  Menses  began  at  the  age  of  15,  were 
regular  every  28  or  29  days  with  a moderate  flow  for 
five  to  seven  days.  About  nine  months  ago  her  periods 
became  irregular  varying  from  10  to  45  day  intervals. 
After  weekly  injections  of  estrogen  started  five  months 
before  and  discontinued  a month  ago  her  last  periods 
have  been  regular. 

Family  history.  There  are  no  known  cases  of  diabetes 
mellitus  or  diabetes  insipidus  in  the  family.  However, 
a grandfather  of  her  husband  has  diabetes  mellitus — a 
factor  of  importance  for  the  patients’  children,  who  at 
present  are  in  excellent  health. 

Physical  examination.  The  patient  appears  younger 
than  her  28  years,  is  small  of  stature,  somewhat  under- 
developed, but  fairly  well  nourished.  She  has  good  pos- 
ture and  good  color.  In  general  she  appears  cheerful, 
but  lapses  into  moments  of  anxiety  and  fear  regarding 
her  condition.  She  is  five  feet,  three  inches  tall  and 
weighs  105  pounds.  Her  temperature,  pulse  and  respira- 
tion are  normal.  Her  blood  pressure  is  90/50.  Except 
for  a small  bony  protuberance  on  the  right  frontal  bone, 
the  rest  of  the  examination  was  essentially  negative. 

Laboratory  data.  Urine  examination  showed  specific 
gravity  of  1.002,  no  sugar,  no  albumin.  An  examination 
of  a blood  sample  showed  fasting  blood  sugar  300  milli- 
grams per  100  cubic  centimeters. 

The  patient  at  this  time  was  urged  to  try  nasal  insuf- 
flation of  posterior  pitutiary  powder  in  order  to  give  her 
more  rest,  especially  at  night.  An  attempt  was  made  to 
allay  her  fears  of  impending  insanity.  Estrogen  therapy 
was  discontinued  for  the  time  being. 

About  a month  later  (July  2,  1948),  the  patient  re- 
turned complaining  of  delayed  menstruation.  She  was 
again  started  on  estrogen  injections  of  10,000  units  about 
every  ten  days.  She  believes  these  injections  make  her 
feel  less  nervous  and  anxious,  and  her  menstrual  periods 
are  more  regular.  With  the  nasal  insufflations  of  pos- 
terior pituitary  powder  the  patient  reports  she  can  sleep 
eight  hours  through  the  night  without  interruption. 
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Discussion 

Diabetes  insipidus  is  a comparatively  rare  disease  char- 
acterized clinically  by  extreme  thirst  and  marked  poly- 
uria. It  is  produced  by  the  lack  of  the  antidiuretic  hor- 
mone (pitressin)  of  the  posterior  part  of  the  pituitary 
gland  (neurohypophysis).  This  hormone  acts  on  the 
cells  of  the  descending  loops  of  Henle  in  the  kidney  to 
conserve  body  water.  Any  condition  which  leads  to  the 
complete  destruction  of  the  neurohypophysis,  or  its 
fibers  in  the  pituitary  stalk,  or  in  the  tuber  cinereum, 
as  well  as  the  supra  optic  nuclei  may  prevent  the  forma- 
tion of  the  hormone.  Besides  the  idiopathic  or  possible 
hereditary  factor,  trauma  of  various  kinds,  mental  and 
emotional  shock,  primary  or  metastatic  tumors,  acute 
febrile  diseases,  blood  transfusion  reactions,  tuberculosis, 
syphilis  and  xanthomatosis  are  possible  causes.  The  cri- 
terion for  diagnosis  is  the  consistently  low  specific  gravity 
of  the  urine  (1.010  or  less)  even  after  forced  withhold- 
ing of  water  for  as  long  as  the  patient  can  tolerate." 

Diabetes  mellitus  is  a comparatively  common  disease, 
in  fact  the  most  common  of  all  the  endocrine  disorders. 
It  is  also  characterized  clinically  by  polydipsia  and  poly- 
uria besides  polyphagia  with  loss  of  weight.  There  is  an 
upset  in  the  carbohydrate  metabolism  of  the  body  be- 
cause of  a deficiency  in  insulin  formation  by  the  islet 
cells  of  the  pancreas.  This  may  be  primarily  a pancreatic 
disease  or  may  be  associated  with  disturbances  of  the 
anterior  pituitary,  the  liver  and  the  adrenal  cortex.  Di- 
etary factors,  mental  and  emotional  stress  of  our  times, 
and  severe  infections  may  be  predisposing  factors  as  well 
as  direct  destruction  of  pancreatic  tissue  by  tumors  or 
pancreatitis.  The  criterion  for  diagnosis  is  glycosuria 
with  the  attendent  hyperglycemia  and  a low  glucose 
tolerance.  The  specific  gravity  of  the  urine  is  relatively 
high,  1.02'3  to  1.030,  in  spite  of  a large  quantity  of 
pale  urine  because  of  the  sugar  content. 

Although  rare,  the  two  diseases,  diabetes  mellitus  and 
diabetes  insipidus,  may  occur  in  both  sexes  and  at  any 
age.  Both  may  occur  simultaneously  or  be  preceded  by 
one  or  the  other.  Usually  diabetes  insipidus  occurs  first. 
Instead  of  continuing  simultaneously  either  may  be 
superceded  by  the  other. 

Pregnancy  in  patients  having  diabetes  mellitus  is  not 
as  hazardous  today  as  formerly,  but  is  more  subject  to 
complications  for  both  mother  and  child  than  a preg- 
nancy of  a patient  with  diabetes  insipidus.  Soule  has 
reported  37  incidences  of  pregnancy  in  patients  having 
diabetes  insipidus.  There  is  a report  in  the  literature  of 
one  patient  who  bore  eight  children.  Green  and  Gibson 
in  1939  reported  the  first  case  of  pregnancy  in  a patient 
having  both  the  diseases.  Their  30  year  old  patient,  who 
was  later  sterilized,  had  a normal  spontaneous  delivery 
of  a full  term  male  infant  who  died  two  days  later  of  a 
cerebral  hemorrhage. 

The  prognosis  for  patients  with  the  two  diseases  is 
largely  dependent  upon  the  underlying  cause  of  the  dia- 
betes insipidus.  Those  due  to  primary  and  metastatic 
tumors  and  xanthomatosis  have  the  poorest  prognosis. 


Those  due  to  tuberculosis  and  syphilis  depend  on  the 
out  come  of  the  respective  disease.  Those  due  to  trauma 
occasionally  are  spontaneously  cured  or  like  the  idio- 
pathic may  look  forward  to  as  long  and  healthy  a life 
as  any  normal  person.  Cases  have  been  reported  having 
had  diabetes  insipidus  20,  30  to  50  years.  Pregnancy 
usually  intensifies  the  symptoms  whereas  the  menopause 
alleviates  them.  Today  the  life  expectancy  of  patients 
with  diabetes  insipidus  is  modified  very  little  by  the  co- 
incidence of  diabetes  mellitus,  since  with  proper  care  the 
patients  with  diabetes  mellitus  have  almost  a normal  life 
expectancy.  In  the  case  reports  prior  to  the  discovery  of 
insulin,  the  onset  of  diabetes  mellitus  in  patients  with 
diabetes  insipidus  caused  the  death  of  the  patient  in 
about  two  years. 

The  accepted  treatment  for  diabetes  insipidus  today 
is  the  use  of  pitressin  injections  or  nasal  insufflation  of 
posterior  pituitary  powder — the  latter  being  less  expen- 
sive. Some  cases  require  an  increase  in  the  sodium 
chloride  intake  to  prevent  tissue  dehydration.  Diabetes 
mellitus  is,  of  course,  controlled  by  diet  and  insulin. 
Insulin  and  pitressin  may  be  combined  in  the  same 
hypodermic  syringe  as  one  injection. 

Summary 

This  case  is  the  second  to  be  reported  of  pregnancy  in 
a patient  having  both  diabetes  insipidus  and  diabetes 
mellitus.  It  is  the  first  in  which  the  infants  survived, 
and  the  first  in  which  more  than  one  pregnancy  oc- 
curred. 
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Atlas  of  Obstetric  Technic,  by  Paul  Titus,  M.D.,  207 
pages.  St.  Louis:  C.  V.  Mosby  Company,  1948.  ^7.50. 


Especially  valuable  to  the  time-short  practitioner  is  an  illus- 
trated explanation  of  many  clinical  obstetric  problems  which 
may  be  encountered  in  practice.  Dr.  Titus'  graphic  atlas  gives 
the  answers  to  both  the  rare  and  common  obstetric  problems. 
Step  by  step  techniques  are  given,  providing  answers  which 
would  otherwise  involve  wading  through  pages  of  detailed  ex- 
planation In  orthodox  textbooks.  Sections  on  pelvimetry  and 
sterility  are  included. 

Separate  chapters  are  devoted  to  minor  and  major  operations 
during  pregnancy.  Ectopic  pregnancies  and  abortions  are  cov- 
ered adequately.  Dr.  Titus'  book  takes  nothing  for  granted, 
devoting  an  entire  chapter  to  "Preparations  for  Labor  and  De- 
livery,’’ illustrating  a well-equipped  delivery  table,  proper  drap- 
ing, gloving,  masking,  etc.  The  illustrations  on  version  and 
breech  delivery  are  especially  good.  The  most  recent  trends  in 
obstetric  anesthesia  and  analgesia  are  also  included. 

The  large  format  book  contains  several  blank  pages  for  the 
reader’s  notes  and  diagrams.  Illustrations  are  admirably  done 
by  E.  M.  Skackelford.  The  obstetric  specialist  will  probably  find 
that  the  book  oversimplifies;  the  practitioner  cannot  fail  to  find 
It  a really  useful  clinical  tool.  D.  J,  K. 


Haemclytic  Disease  of  the  Newborn,  by  M.  M.  Pickles, 
M.D.  Springfield,  III.:  Chas.  C.  Thomas  8t  Co.,  1949.  ^4.50. 


This  comprehensive  and  well-organized  monograph  on  hemo- 
lytic disease  of  the  newborn  is  an  excellent  evaluation  and  inter- 
pretation of  the  vast  hematologic  and  immunologic  material 
scattered  throughout  the  medical  literature.  It  is  presented  in 
a form  which  is  interesting  and  understandable  to  the  average 
medical  reader. 

TTie  available  information  on  the  production,  properties,  and 
significance  of  the  anti-Rh  antibodies  is  thoroughly  and  impar- 
tially discussed.  The  section  on  tre.itment  is  very  good,  but 
little  mention  is  made  of  the  possible  value  of  Rh  hapten  in 
prevention  and  therapy  of  erythroblastosis  fetalis  except  to  ex- 
press doubt  with  reference  to  its  probable  effectiveness.  One 
feature  of  particular  interest  is  the  appendix  which  is  devoted 
to  the  tests  used  in  detection  of  anti-Rh  antibody,  typing  of 
Rh  bloods,  and  the  determination  of  the  genetic  factors  involved. 

The  author  discussed  the  important  features  to  consider  in 
giving  advice  to  parents  on  the  wisdom  of  future  pregnancies, 
and  offers  suggestions  to  physicians  in  evaluating  the  possible 
outcome  of  such  pregnancies  once  they  are  in  progress.  All  of 
the  features  mentioned,  in  addition  to  a well-written  chapter 
on  the  clinical  diagnosis  and  pathologic  changes  characteristic 
of  the  disease  combine  to  form  a valuable  addition  to  the  litera- 
ture on  hemolytic  disease  of  the  newborn.  The  book  is  highly 
recommended  to  all  pediatricians,  obstetricians,  and  general 
practitioners  actively  concerned  with  diseases  of  the  newborn 
infant.  W.  H. 


Recent  Advances  in  Physiology,  by  W.  H.  Newton.  7th 
edition.  268  pp.,  32  tables,  90  figures.  Philadelphia:  The 

Blakiston  Company.  ^4.50. 


Physicians  will  find  several  valuable  critical  summaries  of 
knowledge  in  clinical  physiology  in  this  book.  Cardiac  catheter- 
ization, the  relation  of  the  kidneys  to  hypertension,  the  physiol- 
ogy of  pregnancy,  and  diabetes  insipidus  are  especially  well  pre- 
sented. This  volume,  like  its  predecessors,  takes  up  special  seg- 
ments of  the  field  for  review,  discussion  and  evaluation  of  ex- 
perimental data.  1 he  author,  who  is  the  Professor  of  Physiology 
at  the  University  of  Edinburgh,  has  made  a real  contribution 
to  one  of  the  major  needs  of  medical  science  at  the  present  time, 
namely,  the  bringing  together  of  the  loose  bits  of  experimental 
data  and  the  fitting  of  the  pieces  into  a coherent  picture. 

M.  B.  V. 


Year  Book  of  Drug  Therapy,  1949.  Edited  by  Harry 
Beckman,  M.D.,  Director  of  Department  of  Pharmacology, 
Marquette  University  School  of  Medicine.  712  pages,  illus- 
trated. Chicago:  Year  Book  Publishers,  Inc.,  1950.  ^4.75. 

A new  subject  has  been  added  to  the  50-year-old  series  of 
Year  Books,  one  on  drug  therapy  by  Harry  Beckman.  The 
stated  purpose,  as  of  all  Year  Books,  is  to  offer  the  important 
annual  contributions  in  treatment  of  disease  by  drugs.  The 
editor  is  eminently  qualified  for  this  project;  he  has  demon- 
strated in  his  justly  popular  textbook  his  common  sense  in 
therapeusis. 

Perennial  Year  Books  of  drug  therapy  should  bridge  the  gaps 
between  editions  of  the  definitive  text.  Material  includes  ab- 
stracts concerned  with  evaluation  of  efficacy  of  antibiotics,  bio- 
logical preparations,  hormones  and  vitamins,  in  addition  to  sub- 
stances generally  considered  as  drugs.  Actual  editorial  com- 
ments enhance  appreciably  the  worth  and  usefulness  of  the 
book  to  a busy  practitioner.  J.  B.  C. 


Clirdcal  Audiology,  by  Maurice  Saltzman,  M.D.,  assistant 
professor  of  otorhinology,  Temple  University  School  of  Medi- 
cine. Introduction  by  George  W.  Coates,  M.D.,  chief  editor, 
Archives  of  Otolaryngology.  Foreword  by  Mathew  S.  Esner, 
M.D.,  Professor  and  Head  of  Department  of  Otorhinology 
and  Rhinoplasty,  Temple  University  School  of  Medicine. 
195  pages  including  index  and  82  illustrations  consisting  en- 
tirely of  audiograms.  Grime  & Stratton,  Inc.,  381  Fourth 
Ave.,  New  York  16,  New  York,  1949.  Price  ^5.00. 

This  treatise,  which  is  practically  a pioneer  one  in  this  field, 
IS  not  an  exhaustive  treatment  of  the  subject  but  might  better 
be  regarded  as  a synopsis  or  summary.  It  will  probably  be  criti- 
cized because  it  is  not  more  inclusive.  Others  will  probably  de- 
bate some  of  the  author's  contentions. 

The  subject  matter  is  treated  in  five  chapters  entitled:  "Sound 
and  Noise”,  "Hearing”,  "Deafness’',  "Hearing  Tests”,  and 
"Hearing  Aids.  " 

The  otologist  should  find  this  a useful  book  to  stimulate  his 
thinking  and  inquiry.  The  physician  who  is  not  an  otologist  who 
reads  this  book  will  probably  end  up  with  the  belief  that  this  is 
a complicated  subject.  It  is,  not  only  to  the  lay  physician  but 
to  the  specialist  in  otology  as  well.  L R.  B. 


Medical  State  Board  Que.stions  and  Answers,  8th  edition, 
by  R.  Max  Goepp,  M.D.,  and  Harrison  F.  Flippin,  M.D., 
663  pages.  Philadelphia:  W.  B.  Saunders  Company,  1950. 
^7.00. 

Medical  educators  are  divided  into  two  sharply  variant  groups 
over  the  merits  of  studying  previous  examinations.  The  pro 
school  holds  that  they  serve  to  guide  the  student’s  study  and 
direct  his  emphasis  to  important  academic  channels.  The  contra 
group  maintains  that  they  symbolize  learning  not  for  learning’s 
sake  but  to  "get  by”  an  examination.  They  feel  that  no  survey 
of  previous  examinations  is  ever  justified  since  a well  prepared 
student  should  be  able  to  pass  any  reasonable  examination. 

However,  since  in  medicine,  examinations,  like  death  and 
taxes,  are  ever  with  us,  there  is  probably  some  justification  for 
Goepp  and  Flippin’s  book.  The  authors  do  not  indicate  from 
which  states  the  examination  questions  are  culled.  The  ques- 
tions probably  represent  an  aggregate  of  previous  examinations 
from  several  states  and  arc  doubtlessly  representative  questions. 

The  sections  include  anatomy,  physiology,  biochemistry,  path- 
ology, bacteriology,  materia  medica  and  therapeutics,  practice  of 
medicine,  surgery,  obstetrics  and  gynecology,  hygiene,  and  med- 
ical jurisprudence.  All  questions  are  discussion  type,  and  there 
are  no  objective  fill-in-the-blank  samples. 

The  candidate  f<  r state  medical  boards  will  probably  find  the 
book  extremely  helpful.  Generations  of  his  forebears  have  used 
it  through  seven  previous  editions,  which  should  establish  its 
merit,  even  though  it  fails  to  settle  the  controversy  and  con- 
sternation of  the  professors.  D.  J.  K. 
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Editorials 


A SHORT  HISTORY  OF  A STATE  SOCIETY 

Many  of  the  papers  in  this  issue  of  the  Journal-Lan- 
cet have  been  presented  at  recent  meetings  of  the  Minne- 
sota Obstetrical  and  Gynecological  Society.  This  organi- 
zation is  now  in  its  thirteenth  year  and  it  was  thought 
that  it  might  be  of  interest  to  give  a brief  historical  sketch. 

The  need  for  an  organization  for  men  limiting  their 
work  to  obstetrics  and  gynecology  was  apparent  for  many 
years  before  the  Society’s  inception.  In  February  1936, 
at  the  Town  and  Country  Club  in  St.  Paul,  Minnesota, 
approximately  20  obstetricians  and  gynecologists  of  Min- 
neapolis, St.  Paul,  Rochester,  and  Duluth  gathered  to 
discuss  the  formation  of  such  a society.  Dr.  Robert  Mus- 
sey  of  Rochester  was  asked  to  act  as  chairman.  After 
considerable  discussion  it  was  moved  bv  Dr.  Rae  T.  La- 
Vake  of  Minneapolis,  and  duly  seconded  and  passed  by 
those  present,  that  such  a society  be  formed.  It  seemed 
apparent  that  it  should  be  an  organization  with  power  to 
promote  interest  and  progress  in  obstetrics  and  gynecol- 
ogy throughout  the  state.  It  was  also  concluded  that  at 
the  regular  meetings  held,  there  should  be  programs  of 
carefully  prepared  papers  with  a free  and  careful  dis- 
cussion of  material  presented. 

In  May,  1936  a luncheon  meeting  was  held  in  the 
Sun  Room  of  the  Kahler  Hotel  in  Rochester,  Minnesota. 
Again  approximately  20  from  various  communities 
throughout  the  state  were  present.  Dr.  Mussey  was 
again  elected  to  act  as  chairman.  At  this  meeting  a con- 
stitution was  adopted  which  has  been  in  force  ever  since. 
With  the  exception  of  an  interruption  for  a short  period 
during  World  War  II,  there  has  been  a continuous  series 
of  meetings  with  the  fall  meetings  alternating  between 
Minneapolis  and  St.  Paul  and  the  semi-annual  spring 
meetings  between  Duluth  and  Rochester.  There  are  now 
89  active  members,  nine  associate  members  from  adjoin- 
ing states,  and  two  honorary  members. 

In  1945  and  again  in  1949  the  Society  sponsored  a 
joint  meeting  with  similar  groups  from  North  Dakota, 
Iowa  and  Wisconsin.  At  the  1945  meeting  136  members 
of  the  four  societies  gathered  for  a one  day  meeting  at 
the  Radisson  Hotel.  Increasing  interest  in  the  meetings 
as  displayed  by  the  papers  presented  and  the  larger  at- 
tendance has  more  than  proved  correct  the  thought  held 
by  the  original  founders  of  the  Society.  Everyone  in- 
terested in  this  field  of  medicine  is  welcome  to  attend 
the  scientific  programs,  including  the  interns  and  resi- 
dents in  the  specialty  in  the  hospitals  throughout  the 
state.  The  Journal-Lancet  policy  of  designating  one 
issue  annually  as  an  obstetrical  and  gynecological  issue 
should  be  a stimulus  to  the  interest  in  this  specialty  for 
the  general  reader  as  well  as  enhancing  the  interest  of 
the  members  of  the  Minnesota  Obstetrical  and  Gyneco- 
logical Society  in  their  organization. 

John  A.  Haugen,  M.D.,  Secretary-Treasurer, 
Minnesot.i  Obstetrical  and  Gynecological  Society 


THE  IMPORTANCE  OF  PSYCHIATRIC 
TRAINING  IN  MEDICAL  PRACTICE 

Although  the  integration  of  psychiatry  and  medicine 
into  a new  program  of  comprehensive  medical  training 
is  not  spectacular.  Dr.  Burtrum  C.  Schiele,  Professor  of 
Psychiatry  at  the  University  of  Minnesota,  says  that  this 
approach  will  have  far-reaching  effects  in  medical  prac- 
tice. 

"In  terms  of  public  health  and  welfare,  the  teaching 
of  the  principles  of  psychiatry  in  such  fields  as  medicine 
and  surgery  is  a step  forward  in  medical  practice,”  ac- 
cording to  Dr.  Schiele.  "Although  the  post-war  boom 
in  psychiatry  and  related  subjects  has  stimulated  interest 
in  psychosomatic  medicine,  there  must  be  an  integration 
of  psychiatry  and  medicine.  All  medical  students  should 
be  aware  of  the  possible  relationship  between  life  situa- 
tions, personal  factors  and  emotions  in  physiological  up- 
heavals and  disturbances.” 

At  any  one  time  approximately  half  the  hospital  beds 
in  the  United  States  are  occupied  by  the  mentally  ill, 
and  at  least  half  the  patients  of  all  physicians  have  com- 
plaints caused  by  or  closely  related  to  emotional  diffi- 
culties. This  situation  makes  comprehensive  medicine 
a vital  factor  in  the  mental  health  program. 

LIFE  EXTENSION  AND  "NEED”  FOR 
MEDICAL  CARE 

None  of  the  states  of  our  union  is  making  as  judicious 
a review  of  the  problems  of  the  aging  as  is  Indiana. 
This  is  reflected  by  the  report  from  Dr.  William  F. 
King,  director  of  adult  hygiene  and  geriatrics.  He 
reports  that  for  Indiana  "50  per  cent  of  current  deaths 
are  due  to  chronic  disease;  6 per  cent  covered  the  group 
then  dying  100  years  ago.”  The  total  of  the  population 
over  40  years  is  now  well  over  one-third  and  at  the  level 
"where  chronic  disease  and  disablement  appears.” 

Oscar  Ewing  (just  returned  from  reviewing  the  work- 
ing of  the  socialization  of  medicine  in  Great  Britain) 
suffered  a considerable  needling  from  the  "Meet  the 
Press”  group  over  a recent  radio  hook-up.  The  members 
sought  to  get  from  him  some  sort  of  estimate  of  the 
amount  of  medical  service  that  would  be  demanded  un- 
der a free  access  system;  and  of  course  what  it  would 
cost.  He  parried  with  the  situation  that  arises  from  the 
impact  of  catastrophic  illness.  One  pressman  asked  Mr. 
Ewing  (a  lawyer)  "What  about  other  catastrophic  costs 
such  as  a one  hundred  fifty  thousand  dollar  legal  fee 
he  just  experienced?” — and  gave  other  illustrations. 

When  to  the  natural  impediments  to  comfort  imposed 
by  aging,  is  added  the  subjective  emotional  stresses  that 
multiply  where  the  burdens  of  living  pyramid,  then  it 
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should  be  appreciated  how  Dr.  King’s  figures  point  to 
the  likely  catastrophic  costs  of  socialized  medicine. 
Watch  for  various  modified  plans  aiming  to  limit  the 
field  of  coverage.  But  what  doctor  (not  to  mention  gov- 
ernment employee)  may  venture  to  determine  with  in- 
dividuals as  between  "a  need  and  a want”?  Epicurus  is 
said  to  have  been  most  liberal  with  wastrel  friends.  One 
such  lost  courage  to  approach  him  again,  so  sent  an 
intermediary.  This  understanding  agent  said  to  the 
philosopher  of  good  living — "Good  sir,  as  we  both  know 
him  so  well,  I pray  you  do  not  so  much  increase  his 
estate  as  to  decrease  his  desire.”  We  should  ask  Dr. 
King  to  tell  us  how  to  decrease  the  desires  of  capitalists, 
labor  unions,  wastrels  and  neurotics. 

E.  L.  Tuohy,  M.D. 

MINNESOTA  POSTGRADUATE  SEMINARS 

Minnesota’s  program  of  professional  education  for 
physicians,  dentists,  nurses  and  pharmacists  has  been  suc- 
cessfully inaugurated  in  Bemidji,  Fergus  Falls,  Duluth, 
St.  Cloud,  Winona,  Mankato,  and  Austin.  These  Uni- 
versity of  Minnesota  Postgraduate  Seminars,  devoted  to 
heart  disease,  cancer,  and  mental  health,  are  planned  for 
a five-year  period  and  eventually  will  reach  most  state 
communities. 

The  physicians’  program  consists  of  eight  consecutive 
weekly  meetings,  with  each  evening  session  approxi- 
mately two  hours  in  length.  As  presently  organized, 
there  are  two  lectures  each  meeting,  making  a total  of 
16  for  the  seminar  period.  Six  lectures  are  devoted  to 
heart  disease,  six  to  cancer,  and  four  to  mental  health. 

Sponsors  of  the  medical  courses  are  the  University  of 
Minnesota  School  of  Medicine,  the  Minnesota  State 
Medical  Association,  the  Minnesota  Department  of 
Ffealth,  and  local  professional  groups.  Lectures  are 
given  by  faculty  members  of  the  University  of  Minne- 
sota School  of  Medicine,  augmented  by  eminent  spe- 
cialists in  private  practice. 

The  four  groups,  physicians,  dentists,  nurses,  and 
pharmacists,  hold  separate  meetings  the  same  day  and 
hour.  In  some  instances  the  lecturer  who  addresses  one 
group  the  first  hour  moves  to  the  second  group  for  the 
second  hour.  Visual  aids  are  frequently  used  to  high- 
light the  lectures. 

Professional  interest  in  the  seminars  has  been  keen 
and  attendance  is  uniformly  excellent.  A good  propor- 
tion of  those  invited  consistently  attended  all  the  ses- 
sions, with  many  traveling  considerable  distances  for  each 
meeting. 

With  the  first  five  seminars  out  of  seven  for  the  1949- 
50  season  completed,  the  remaining  two,  Austin  and 
Mankato,  are  in  progress  and  will  soon  be  completed. 

Additional  co-sponsors  of  these  programs  are  the  Min- 
nesota Division  of  the  American  Cancer  Society,  the 
Minnesota  Heart  Association,  and  the  Minnesota  Men- 
tal Hygiene  Society. 


Future  Meetings 


The  Western  Association  of  Industrial  Physicians  and 
Surgeons  invites  all  American  Medical  Association  mem- 
bers to  attend  its  meeting  on  Sunday,  June  25,  1950 
(the  day  prior  to  the  opening  of  the  A.M.A.  conven- 
tion), from  9:00  A.M.  to  5:00  P.M.,  in  the  Curran 
Theater,  455  Geary  Street,  San  Francisco.  The  pro- 
gram includes:  Tetanus  Prophylaxis  in  Previously  Im- 
munized Persons,  Rodney  R.  Beard,  M.D.;  Medical  Ad- 
ministrative Problems  in  Workmen’s  Compensation 
Cases,  a panel;  A Rest  Regime  for  Acute  Back  Sprain, 
Christopher  Legge,  M.D.,  and  Harry  W.  Walker, 
M.D.;  Psychosis,  a Side  Door  out  of  Industry,  I^rank 
Tallman,  M.D.;  and  Job  Placement  in  the  Rehabilita- 
tion of  Alcoholics,  a panel. 

^ ^ 

The  North  Dakota  Public  Health  Association  will 
hold  its  annual  meeting  in  Bismarck,  North  Dakota,  on 
November  16,  17  and  18,  1950. 


Notices 


Information  on  International  Medical 
Meetings 

The  United  Council  on  World  Affairs  has  available 
a list  of  the  international  medical  meetings  to  be  held 
during  1950,  and  some  of  those  scheduled  for  1951 
and  1952.  The  Council  will  be  glad  to  send  mimeo- 
graphed copies  of  this  list  on  request.  The  address  is 
40  Mount  Vernon  Street,  Boston,  Massachusetts. 

*  *  * * 

Fellowship  in  Rheumatic  Fever 

The  School  of  Medicine,  Western  Reserve  Univer- 
sity, Cleveland,  Ohio,  has  announced  the  establishment 
of  the  Eddie  Painton  Fellowship  in  Rheumatic  Fever  in 
the  Department  of  Preventive  Medicine  and  University 
Hospitals.  The  minimum  prerequisites  for  the  Fellow- 
ship are  one  year  of  clinical  work  and  one  year  of  lab- 
oratory work,  or  two  years  of  clinical  training.  The 
Fellowship  carries  a stipend  of  ^3600  per  year. 

Applicants  should  write  to  Dr.  John  H.  Dingle,  De- 
partment of  Preventive  Medicine,  School  of  Medicine, 
Western  Reserve  University,  Cleveland  6,  Ohio. 

* 

Medical  Illustrators’  Directory  Available 

The  Directory  issue  of  Graphics,  the  official  publica- 
tion of  the  Association  of  Medical  Illustrators,  contains 
the  name,  address,  training,  professional  experience  and 
reference  to  major  published  work  of  each  member. 

The  journal,  issued  on  June  first,  will  be  available  to 
those  requiring  medical  illustration  service,  and  will  be 
sent,  free  of  charge,  upon  request  to  the  Editor,  Miss 
Helen  Lorraine,  5212  Sylvan  Road,  Richmond  25,  Va. 
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North  Dakota 

The  sixty-third  annual  meeting  of  the  North 
Dakota  State  Medical  Association  was  held  in  Grand 
Forks  May  27  to  30,  with  headquarters  at  the  Dakota 
hotel.  The  first  two  days  were  devoted  to  business  meet- 
ings of  the  council  and  the  house  of  delegates,  and  the 
two  final  days  given  over  to  scientific  sessions. 

News  and  announcements  from  the  meeting,  as  well 
as  from  the  concurrent  meeting  of  the  Medical  Auxil- 
iary, will  be  carried  in  the  July  issue  of  Journal- 
Lancet,  and  the  full  transactions  will  appear  in  the 
September  issue. 

* * * 

Dr.  Donald  G.  Anderson  of  the  council  on  medical 
schools  and  hospitals  of  the  American  Medical  associa- 
tion and  Dr.  D.  F.  Smiley  of  the  Association  of  Ameri- 
can Medical  colleges  were  in  Grand  Forks  on  April  7 
and  8 inspecting  facilities  at  the  University  of  North 
Dakota.  Recommendations  for  accrediting  the  medical 
school  are  expected  to  be  forthcoming. 

* % * 

Dr.  Lawrence  S.  Fallis,  chief  general  surgeon  of 
the  Fdenry  Ford  hospital  at  Detroit,  Michigan,  spoke  on 
ano-rectal  diseases  at  a meeting  of  the  Northwest  Med- 
ical Association  at  Minot,  April  27. 

* * * 

Dr.  Kenneth  Malvey  of  Bottineau  left  April  12 
to  attend  the  clinic  arranged  by  the  European  universi- 
ties for  a group  of  American  doctors  representing  the 
Interstate  Post  Graduate  Medical  Association  of  North 
America. 

* * * 

Dr.  Joel  Swanson,  Fargo,  Dr.  A.  E.  Culmer,  Grand 
Forks,  Dr.  J.  E.  Dyson,  Minot,  and  W.  E.  LeBien, 
Fargo,  w'ill  be  on  the  staff  for  the  crippled  children’s 
clinic  set  for  June  at  Williston,  under  the  direction  of 
the  Elks  fraternal  order  and  the  state  welfare  board. 


New  Locations  and  Appointments  . . . 

Deaconess  Hospital,  Grand  Forks,  announces  the 
appointment  of  four  staff  physicians  to  the  hospital  ad- 
visory board.  They  are  Drs.  A.  E.  Culmer,  K.  E.  Fritzell, 
W.  A.  Liebeler  and  J.  J.  Stratte.  Dr.  Lloyd  Ralston  was 
re-elected  secretary  of  the  board. 

* * * 

After  nearly  29  years  of  service  to  his  community, 
Dr.  F.  W.  Fergusson  left  Kuhn  in  April  for  Lodi,  Calif., 
where  he  will  continue  his  practice. 

Dr.  Fergusson  was  chosen  president  of  the  State  Med- 
ical Association  in  1941  and  has  served  the  state  med- 
ical .society  in  various  other  official  capacities.  He  was 
city  health  officer  for  many  years  and  served  as  county 
health  officer  for  several  terms. 

* t * 

John  CL  l.ADuty  now  serving  as  hospital  field  super- 
vLsor  in  the  Washington,  D.  C.,  veterans  administration 


medical  office,  has  been  appointed  assistant  manager  at 
the  Minot  VA  hospital. 

* --1: 

The  people  of  Carrington  recently  extended  a com- 
munity welcome  to  their  new  physician,  Dr.  Gutoski, 
and  his  family,  who  came  to  them  from  the  Ukraine. 

* * * 

Dr.  Archie  G.  Gray  of  Langdon  was  appointed  on 
April  18  to  serve  as  health  officer  of  that  city. 

* * * 

Dr.  Robert  C.  Painter  of  Dubuque,  Iowa,  has  joined 
the  staff  of  the  Grand  Forks  clinic  as  a specialist  in  in- 
ternal medicine.  A graduate  of  the  University  of  Chi- 
cago, Dr.  Painter  served  his  internship  in  1941  and 
1942  at  the  Cincinnati  general  hospital,  and  after  war 
service  he  was  on  the  staff  of  the  Mayo  clinic  in  Roches- 
ter, Minnesota,  for  three  and  a half  years. 

* * 

Dr.  John  Brophy,  Fargo,  has  arrived  in  Garrison  to 
begin  practicing  medicine  with  Drs.  Hochhauser  and 
Boyle  at  the  Garrison  Clinic.  A graduate  of  North- 
western Medical  school.  Dr.  Brophy  has  been  associated 
with  St.  Michael’s  Hospital  at  Grand  Forks,  Passavant 
Memorial  Hospital  and  Children’s  Memorial  Hospital 
at  Chicago. 

Dr.  j.  E.  Witters  left  Milnor  the  latter  part  of  May 
for  Canton,  North  Carolina  to  take  a position  as  physi- 
cian for  a large  paper  company. 

^ jjc 

Dr.  D.  H.  Stein  arrived  in  Rolla  recently,  where  he 
will  be  associated  in  practice  with  Dr.  A.  M.  Miles.  Dr. 
Stein  received  his  medical  degree  from  the  University 
of  Toronto  in  1947,  with  an  internship  at  Saskatchewan 
General  Hospital.  Just  before  coming  to  Rolla  Dr.  Stein 
was  taking  work  in  surgery  in  New  York  City. 


Minnesota 

About  80  doctors,  dentists  and  nurses  from  15  south- 
eastern Minnesota  counties  attended  the  fourth  in  a 
series  of  eight  seminars  at  St.  Olaf  hospital  in  Austin  on 
April  5.  Speakers  included  Drs.  T.  J.  Dry,  associate 
professor  of  medicine  and  E.  A.  Banner  of  the  section 
on  obstetrics  and  gynecology,  of  the  Mayo  clinic. 

* * * 

Over  150  doctors,  dentists  and  nurses  gathered  in 
Mankato  on  April  4 for  the  fifth  meeting  of  the  Man- 
kato seminar.  Dr.  L.  B.  Woolner  of  the  Mayo  clinic 
spoke  on  "Biopsy  in  Cancer  Diagnosis”  and  Dr.  C.  H. 
Schiefley,  also  of  the  clinic,  spoke  on  "Management  of 
Cardiac  Failure.” 

* + * 

Dr.  Thoma.s  j.  Dry  of  Rochester  has  been  elected 
the  new  president  of  the  Minnesota  Heart  association. 
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A "Minnesota  plan”  of  medical  advertising  was  the 
' main  topic  discussed  at  the  Minnesota  State  Medical 
i association’s  second  annual  statewide  press  conference 
held  in  St.  Paul  on  April  21.  Advertising  space  in  Min- 
nesota newspapers  will  be  purchased  to  "get  their  story 
I to  the  public”  some  165  editors  and  publishers  were  in- 
; formed  by  officials  of  the  state  association. 

=1= 

A NEW  CLINIC  BUILDING  opened  in  Anoka  on  March 
27.  Clinic  personnel  includes  Drs.  Frank  E.  Mork  and 
A.  Harold  Mork;  Dr.  Thomas  Martin,  dentist;  and 
Dr.  Donald  T.  Cundy,  eye  specialist. 

^ ;K 

Four  Rochester  physicians — Drs.  E.  C.  Elkins, 
Robert  Faucett,  Howard  Rome  and  Larence  C.  Kolb — 
were  on  the  program  of  the  recent  convention  of  the 
1 American  Psychiatric  Association  held  in  Detroit. 

I * * * 

Dr.  Henry  E.  Michelson  was  elected  president  of 
I the  American  Board  of  Dermatology  and  Syphilology 
at  the  meeting  held  in  Washington,  D.  C.,  on  April  15. 

* * 

Dr.  Ruth  E.  Boynton  was  named  president  of  the 
State  Board  of  Health  to  succeed  Dr.  T.  B.  Magath, 
who  recently  resigned.  Dr.  Boynton  has  served  as  di- 
rector of  the  Students’  Health  Service  at  the  Univer- 
sity since  1936. 

1 ^ 

Dr.  H.  H.  Russ  of  Blue  Earth  has  been  invited  to 
I serve  as  a member  of  the  National  Cerebral  Palsy  Par- 
I ents  advisory  council.  This  council,  established  in  1946, 
acts  in  an  advisory  capacity  in  the  development  of  na- 
1 tionwide  cerebral  palsy  program. 

^ =1= 

Just  43  years  after  he  started  practice  in  Bird  Island, 

I Dr.  R.  C.  Adams  last  month  announced  his  retirement 

I as  the  community’s  oldest  physician  and  surgeon. 
Throughout  his  43  years  in  Bird  Island,  Dr.  Adams  has 

i|  been  active  in  social,  civic  and  fraternal  activities.  He 
i helped  organize  the  Renville  County  Medical  Society 
It  and  was  a member  of  the  state  and  American  Medical 
('  Association,  as  well  as  the  American  Railway  Surgeons, 

II  having  served  as  surgeon  for  the  Milwaukee  railroad 
l|  since  1909. 

^ ^ 

Long  Prairie  is  the  first  non-metropolitan  area  in 
' Minnesota  to  establish  a successful,  modern  blood  bank. 
II  Nearly  10  per  cent  of  the  town’s  3,000  residents  are 
signed  up  to  donate  blood.  About  six  are  called  in  each 
. week  to  the  clinic  which  is  located  in  the  Long  Prairie 
I hospital.  With  six  units  of  blood  always  on  hand,  and 
about  25  units  of  plasma,  this  community  is  prepared  for 
almost  any  emergency. 


■ New  Locations  and  Appointments  . . . 

Dr.  W.  W.  Canfield  has  moved  from  Houston, 
I Minnesota,  to  St.  Peter,  Minn.,  where  he  has  joined 
' the  staff  of  the  state  hospital. 


Dr.  Robert  W.  Wheeler  has  joined  the  staff  of 
the  Edina  clinic  as  an  ear,  nose  and  throat  specialist. 
He  formerly  was  on  the  staffs  of  the  University  hos- 
pital and  the  Veterans  hospital. 

* * 

Dr.  W.  W.  Yaeger  was  recently  elected  chief  of 
staff  for  the  new  Louis  E.  Weiner  Memorial  hospital 
at  Marshall. 

=K  * 

Dr.  B.  J.  Branton  of  Willmar  is  the  new  president 
of  the  Minnesota  Public  Health  Association. 

* * >1: 

Dr.  H.  P.  Van  Cleve,  formerly  of  Dodge  Center, 
has  joined  the  staff  of  the  Austin  clinic. 


South  Dakota 

The  69th  annual  meeting  of  the  South  Dakota 
Medical  Association  took  place  at  Huron,  South  Dakota, 
May  21  to  23.  Business  meetings  of  the  executive  coun- 
cil and  house  of  delegates  were  held  on  the  opening  day 
with  the  following  two  days  set  aside  for  scientific  ses- 
sions. Presiding  chairman  for  these  sessions  were  Dr. 
W.  H.  Saxton,  Huron,  president  of  the  association. 
Dr.  John  C.  Hagin  and  Dr.  Merrill  W.  Pangburn  of 
Miller  and  R.  A.  Buchanan  of  Huron. 

* * 

Ninety-eight  physicians  from  Sioux  Falls  and  vicin- 
ity were  present  on  April  25  when  the  Sioux  Valley 
hospital  medical  staff  sponsored  its  annual  spring  con- 
ference. Dr.  Anton  Hayden,  Sioux  Falls,  presided. 

Speakers  were  Drs.  Wilfred  J.  Hage,  Howard  Shreves, 
Emil  G.  Erickson,  Ronald  W.  Barr,  F.  C.  Kohlmeyer, 
Warren  Anderson,  C.  Stanley  Larson,  James  Y.  Clarke, 
T.  J.  Billion,  Jr.,  Robert  J.  Ogborn,  Cloid  D.  Green, 
John  M.  Hermanson  and  Donald  H.  Manning. 

Discussion  leaders  were  Drs.  P.  C.  VanLier,  M.  S. 
Grove,  Wallace  A.  Arneson,  William  F.  Sercl,  R.  Grove, 
C.  W.  Ihle,  Jr.,  Donald  H.  Breit,  Arnold  K.  Myrabo, 
Edward  Greenough,  H.  O.  Kittelson,  L.  G.  Leraan, 
Newton  Wessman  and  R.  E.  Van  Demark. 

* * 

Twenty-one  physicians  have  been  named  to  the  first 
active  medical  board  of  St.  Ann  hospital  in  Watertown. 
They  are:  Drs.  J.  W.  Argabrite,  Leon  J.  Armalavage, 
H.  J.  Bartron,  Harry  J.  Bartron,  Jr.,  G.  Robert  Bartron, 
H.  Russell  Brown,  J.  H.  Crawford,  Jr.,  Donald  Fedt, 
R.  W.  Huber,  M.  C.  Jorgenson,  H.  T.  Kenney,  R.  M. 
Kilgard,  Myron  W.  Larson,  W.  G.  Magee,  O.  S.  Ran- 
dall, T.  W.  Reul,  Maurice  C.  Rousseau,  Mary  A. 
Schmidt,  Rodney  Stoltz,  Stanley  J.  Walters,  all  of 
Watertown,  and  Dr.  Abner  Willen,  Clark. 

Dr.  Mary  Price,  general  practitioner  at  Armour  for 
the  past  five  years,  was  honored  with  a ^1,500  fellowship 
grant  at  a recent  meeting  of  the  Soroptimists  and  Ven- 
ture clubs  at  Sioux  City,  Iowa. 

Dr.  Price  will  use  the  fellowship  grant  for  advanced 
study  in  obstetrics  and  gynecology  at  the  Cook  County 
school  of  graduate  medicine,  Chicago,  Illinois. 
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Dr.  Quinten  Scherman,  physician  and  surgeon  at 
Holy  Infant  Hospital  at  Hoven,  has  received  an  appoint- 
ment to  a fellowship  in  obstetrics  and  gynecology  at  the 
Mayo  Clinic  in  Rochester,  Minnesota,  to  become  effec- 
tive on  October  1. 

* * Hi 

An  up-to-date  study  of  health  needs  and  resources 
will  he  made  this  year  by  the  South  Dakota  State  Med- 
ical association.  Its  rural  health  committee,  made  up 
of  Dr.  A.  P.  Peeke,  Volga,  chairman;  Dr.  M.  M.  Mor- 
rissey, Pierre;  and  Dr.  G.  J.  Bloomendaal,  Ipswich,  is 
sponsoring  the  survey. 

The  town  of  Philip  is  looking  for  a doctor  who  can 
operate  the  community  hospital.  The  board  of  governors 
voted  to  close  the  hospital  May  1 until  a new  physician 
has  located  permanently  in  the  town. 


New  Locations  and  Appointments  ... 

Dr.  Maxwell  Liebert,  a physician  from  Germany 
who  has  been  serving  an  internship  at  Sioux  Valley  hos- 
pital in  Sioux  Falls  the  past  year,  began  practice  at  | 
Scotland  on  May  1.  1 

* * * 

Dr.  D.  J.  Glood  opened  a new  office  in  Viborg  on 
May  1.  Dr.  Glood  came  to  South  Dakota  from  Cali- 
fornia. 

* * * 

Dr.  Howard  Saylor,  son  of  Dr.  H.  L.  Saylor,  has 
joined  his  father  and  the  six  other  members  of  the 
Huron  Clinic’s  medical  and  surgical  staff.  After  prac- 
ticing in  Huron  for  eight  months  in  1946,  Dr.  Saylor 
received  a three  year  fellowship  in  general  surgery  in 
Rochester,  Minnesota. 


American  College  Health  Association  News 


The  Ohio  College  Health  Association  held  its  twenty- 
sixth  annual  meeting  on  May  ‘3  and  6 at  Kent  State 
University.  The  secretary-treasurer,  William  T.  Pal- 
chanis,  M.D.,  Ohio  State  University,  reported  a total 
registration  of  fifty-two  with  twenty-two  Ohio  colleges 
and  universities  represented.  Because  of  the  excellent 
work  of  the  secretary  of  the  section,  he  was  re-elected  to 
this  office.  The  other  officers  elected  were:  Ted  Allen- 
bach,  M.D.,  Ohio  State  University,  president,  and  Max 
L.  Durfee,  M.D.,  Miami  University,  vice-president.  The 
members  of  the  executive  committee  will  be:  Russell 

Williams,  M.D.,  Denison  University;  Rena  E.  Coppess, 
R.N.,  Wittenberg  College;  F.  P.  Bennett,  M.D.,  Mount 
Union  College;  Eleonora  L.  Schmidt,  M.D.,  Ohio  Uni- 
versity; and  E.  Herndon  Hud.son,  M.D.,  Ohio  LJniver- 
sity,  ex-officio. 

Dr.  Irvin  W.  Sander  and  Dr.  John  E.  Sawhill,  presi- 
dent and  president-elect  of  the  National  Association, 
attended  the  conference. 

The  program  covered  a large  number  of  pertinent  stu- 
dent health  problems.  It  was  organized  in  the  form  of 
round  table  discussions  of  current  student  health  prob- 
lems. Consequently,  it  included  a large  number  of  per- 
tinent problems.  The  nurses  met  in  one  special  section 
to  discuss  subjects  of  particular  interest  to  them.  A sym- 
posium on  "Tuberculosis  Control  on  the  College  Cam- 
pus” concluded  the  meeting. 

* =1=  % 

The  Michigan  .section  met  in  Lansing  on  May  25  and 
26  in  conjunction  with  the  meeting  of  the  Michigan 
Tuberculosis  Association. 

t-  * 

The  Mid-Atlantic  .section  met  at  Johns  Hopkins  Uni- 
versity on  Friday,  May  12.  The  program  included  a 
wide  range  of  subjects.  "The  Johns  Hopkins  Student 
Health  Service”  and  "Athletic  Programs”  were  discussed 
by  Dr.  Frank  Smith,  Jr.,  Director  of  Student  Health 


Service,  and  Marshall  S.  Turner,  Jr.,  assistant  chairman 
of  physical  education.  Dr.  Grace  Hiller,  director  of 
student  health  at  Goucher  College,  discussed  the  "Struc- 
ture and  Aims  of  the  American  College  Health  Asso-  ; 
elation.”  The  following  medical  problems  were  present- 
ed: "Some  Ambulatory  Orthopedic  Problems”;  "The 
Newer  Antibiotics  as  Applied  to  Student  Health  Prob- 
lems”; and  "Radioisotopes  in  Medicine.”  Dr.  Webb  i 
York,  Chairman,  Department  of  Health,  Princeton  ! 
LJniversity,  discus.sed  the  subject,  "Shall  the  Facilities  I 
of  the  Student  Health  Service  be  Extended  to  Faculty 
and  Employees?”  Other  topics  included  on  the  program 
were:  "Qualifications  Necessary  for  Successful  Hygiene 
Teaching”  by  Mr.  Clarence  Davis,  Miner  Teachers  Col-  ' 
lege,  and  "Psychological  Counseling”  by  Dean  G.  Wil-  | 
.son  Shaffer,  Johns  Hopkins  University.  ( 

sN  I 

The  ninth  annual  meeting  of  the  Rocky  Mountain  ) 
section  was  held  on  May  13th  at  Colorado  College,  Colo-  j 
rado  Springs.  Dr.  Roger  Whitney,  the  president  of  the 
section,  is  also  university  physician  at  Colorado  College. 

Dr.  William  Nesbitt,  University  of  Wyoming,  gave  a ; 
report  of  the  American  College  Health  Association  meet- 
ing held  in  New  York  last  December.  Among  others  | 
the  following  topics  were  presented:  "Student  Health  1 
Insurance,”  "Treatment  of  Knee  Injuries  in  a College  j 
Dispensary,”  and  "Management  of  Psychiatric  Problems  i 
m the  Small  College.”  I 

* * * . 

Wire  Dr.  C.  R.  Lyons,  Montana  State  University,  | 
Missoula,  Montana,  if  you  are  interested  in  an  opening 
there  as  associate  director  of  the  student  health  service  i 
beginning  immediately  at  a salary  of  ^5,500  to  ^6,000. 

^ 

William  R.  Nesbitt,  M.D.,  director  of  student  health 
service.  University  of  Wyoming,  has  accepted  the  chair- 
manship of  the  committee  on  local  sections. 
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Deaths 


Dr.  James  Kerr  Anderson  of  Minneapolis  died 
Monday,  March  27.  Born  in  East  Liverpool,  Ohio, 
July  11,  1891,  he  received  his  medical  degree  from 
Johns  Hopkins  in  1917  and  came  to  Minneapolis  as  an 
intern  at  General  Hospital  in  1917.  After  World  War  I 
he  served  as  superintendent  at  Pokegama  Sanatorium  in 
Deer  River  and  at  Sunnyrest  Sanatorium  at  Crookston, 
and  came  to  Minneapolis  in  1929. 

^ ^ 

Dr.  Olof  S.  Werner,  84,  a member  of  the  "Fifty 
Year  Club”  of  the  Minnesota  State  Medical  Society, 
died  in  St.  Paul  March  24.  Born  in  Sweden,  he  had 
practiced  for  more  than  a half  century  in  Lindstrom, 
Center  City  and  Cambridge. 

* * * 

Dr.  Andy  M.  Carr  died  March  D at  his  home  in 
Minot,  North  Dakota.  Dr.  Carr,  59,  former  eye,  ear, 
nose  and  throat  specialist  and  with  his  father,  the  late 
Dr.  Andrew  Carr,  a founder  of  Northwest  clinic,  had 
lived  in  Minot  since  childhood. 

* * % 

Dr.  John  H.  Rindlaub,  84,  of  Fargo,  North  Dakota, 
died  March  12,  1950.  A graduate  of  George  Washing- 
ton university.  Dr.  Rindlaub  was  instrumental  in  organ- 
izing the  North  Dakota  Academy  of  Ophthalmology 
and  Otolaryngology,  and  was  one  of  its  first  presidents. 
He  also  was  elected  president  of  the  North  Dakota 
State  Medical  society  and  was  a life  member  of  the 
College  of  Surgeons. 

* * 

Dr.  C.  H.  Johnson,  64,  of  Spring  Valley,  Minne- 
sota, died  March  16  at  Worrall  hospital  in  Rochester. 
Dr.  Johnson  had  practiced  medicine  in  Spring  Valley 
since  1915. 

* =l< 

Dr.  Julius  R.  Sturre,  Minneapolis  physician  and 
president  of  the  Minnesota  division  of  the  Izaak  Walton 
League  of  America,  died  March  28,  1950.  Born  in  St. 
Cloud,  Minn.,  he  was  graduated  from  the  University 
of  Minnesota,  and  practiced  medicine  in  Watkins, 
Minn.,  for  six  years  before  coming  to  Minneapolis  in 
1926. 

* H:  * 

Dr.  Burton  J.  Branton,  66,  mayor  of  Willmar,  died 
on  May  9th.  Dr.  Branton  founded  the  Willmar  hos- 
pital in  1907,  served  as  coroner  for  12  years. 

* * 

Dr.  Nels  Westby,  Madison  physician,  died  April  22. 
He  served  terms  as  mayor  of  Madison  and  had  been  a 
member  of  the  schoolboard  since  1927. 

* 

Dr.  W.  F.  Baillie,  who  had  practiced  medicine  in 
North  Dakota  nearly  a half  century  and  in  Fargo  27 
years,  died  May  5th.  He  was  72.  He  had  been  a general 
practitioner  at  Hunter,  North  Dakota,  almost  twenty 
years  before  coming  to  Fargo  in  1923. 


Dr.  Neve,  physician  and  surgeon  at  Rolette,  North 
Dakota,  died  April  22nd  at  the  age  of  47.  Dr.  Neve 
practiced  medicine  in  the  cities  of  Bismarck,  Hope, 
Minot  and  San  Haven,  coming  to  Rolette  in  1944. 

* * * 

Dr.  John  H.  Bond,  39,  of  Fargo  died  in  his  sleep 
April  28,  1950.  A member  of  the  Dakota  clinic.  Dr. 
Bond  had  practiced  in  Fargo  since  1940. 

* =1: 

Dr.  R.  C.  Adams,  a practicing  physician  and  surgeon 
in  Bird  Island  for  43  years,  died  April  25.  He  began 
his  practice  in  Bird  Island  in  1907. 

4=  * 

Dr.  Pierre  J.  Fisher,  a practicing  physician  at  Mar- 
ion, Indiana,  died  March  10,  1950.  He  had  been  ill 
for  several  months. 

* * 

Dr.  William  K.  Foster,  801  E.  River  Road,  long 
associated  with  athletics  in  Minneapolis,  died  of  a heart 
attack  February  25th.  He  was  71.  He  was  medical  ex- 
aminer for  Minneapolis  high  school  athletics  for  twelve 
years  and  served  as  a member  of  the  University  of  Min- 
nesota athletic  department  for  sixteen  years. 

* % * 

Dr.  Charles  L.  Scofield,  85,  Benson,  Minnesota, 
one  of  Minnesota’s  pioneer  physicians,  died  April  23rd. 
He  practiced  medicine  in  Benson  for  57  years. 

^ 

Dr.  Charles  F.  Heinze,  78,  of  St.  Paul,  died  April 
23rd.  A graduate  of  Central  high  school  and  the  Uni- 
versity of  Minnesota  medical  school,  he  retired  in  1932 
because  of  ill  health. 

* * sf: 

Dr.  Frederick  H.  Rollins,  82,  St.  Charles,  Minn., 
former  Winona  county  state  senator,  physician  and 
sportsman,  died  April  27th  at  Rochester,  Minn.  Dr. 
Rollins  started  practicing  in  St.  Charles  in  1898. 

* =|:  * 

Dr.  a.  W.  Shaw,  79,  one  of  the  founders  of  the  vil- 
lage of  Buhl,  Minnesota,  died  April  16th.  Among  his 
many  contributions  to  the  community  of  Buhl  was  a 
hospital  he  built  and  operated. 

* * 

Dr.  William  Stanford  Emmerson,  lately  a resident 
of  Waconia,  died  April  19th  at  the  age  of  72.  Dr. 
Emmerson  practiced  his  profession  at  Mayer  for  many 
years,  but  the  last  years  was  a resident  of  Waconia. 

* * * 

Dr.  Justus  Matthews,  Minneapolis  eye,  ear,  nose 
and  throat  specialist,  died  at  St.  Mary’s  hospital,  Roches- 
ter, Minnesota,  on  May  21.  The  72-year-old  physician 
was  a veteran  of  the  Spanish-American  War,  a graduate 
of  the  University  of  Minnesota,  and  one  time  staff  mem- 
ber of  the  Mayo  clinic. 

* * 

Dr.  Horatio  B.  Sweetser,  Sr.,  88,  one  of  Minne- 
apolis’ first  practicing  surgeons  and  a charter  member 
of  the  staff  of  St.  Mary’s  hospital,  died  May  23.  He 
retired  in  1933  after  nearly  50  years  of  active  practice. 


Classified  Advertisements 


WANTED 

A young  general  surgeon  to  work  with  a well  estab- 
lished general  practitioner.  Modern,  new  hospital,  west- 
ern North  Dakota,  Write  Box  897,  The  Journal-Lancet. 


WANTED 

A well  established  firm  in  northern  Minnesota  desires 
a young  man  for  general  practice  and  obstetrics — deliv- 
eries in  hospital.  Good  income  from  start.  Full  informa- 
tion given  and  an  interview  arranged  on  answering  this 
ad.  Write  Box  898,  The  Journal-Lancet. 


G.  P.  WANTED 

General  practitioner  for  association  with  long  estab- 
lished physician  and  surgeon  F.A.C.S.,  suburban  town  of 
Twin  Cities.  Good  hospital  facilities.  Appointment  avail- 
able. Minnesota  license  or  National  Board.  Excellent  op- 
portunity — salary  and  percentage.  Write  Box  No.  900, 
The  Journal-Lancet. 


LOCATION  AVAILABLE 

General  practitioner,  young,  in  town  of  seven  hundred. 
Thickly  populated,  prosperous  community  in  northeast- 
ern South  Dakota.  German-Scandinavian  population. 
Office  and  home  available.  Twenty  miles  to  closest  M.D, 
Chance  to  make  ^12,000  a year.  Write  Wilmot  Com- 
munity Club,  Wilmot,  South  Dakota,  Miss  M.  Minder, 
Secretary. 


DOCTOR  WANTED 

24-bed,  well-staffed,  well-equipped  municipal  hospital 
in  town  of  1 200  population  with  large  drawing  area 
needs  another  doctor.  No  other  doctors  closer  than  22 
and  36  miles.  Write  Dr.  John  M.  Larson  or  Mayor 
Julius  Anderson,  Warroad,  Minnesota. 


FOR  SALE 

St.  Paul  general  practice  with  considerable  surgery. 
Grossed  }!50,000  ’ last  year.  Box  902,  Journal-Lancet. 

FOR  SALE 

Office  equipment,  furnishings,  instruments,  x-ray,  etc., 
of  the  late  Dr.  Clinton  Smith  of  Devils  Lake,  North  Da- 
kota. His  office  space  in  modern  office  building,  cen- 
trally located  in  city,  available  for  rental  by  one  purchas- 
ing equipment;  office  formerly  occupied  by  Dr.  Smith 
has  large  waiting  room  and  three  inner  offices.  Must  be 
disposed  of  quickly.  Contact  Kathleen  Flynn  Smith,  ex- 
ecutrix of  his  estate,  803  7th  St.,  Devils  Lake,  No.  Dak. 

FOR  SALE 

Fisher  Model  "G”  15  milliamperage  shockproof  x-ray 
machine  with  fluoroscope  and  Buckey  table.  Tank  and 
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Coronary  Artery  Disease  in  Young  Adults'" 

— Etiology  and  Pathogenesis 
A.  C.  Grorud,  M.D.f 
Bismarck,  North  Dakota 


The  doctor  and  layman  alike  are  prone  to  take  a 
philosophical  attitude  when  a serious  coronary  insult 
occurs  in  a patient  of  middle  age  or  older.  But  when  it 
strikes  down  a young  adult,  it  is  a catastrophic  event, 
usually  quite  unexpected  and  often  followed  by  difficult 
economic  and  sociologic  sequelae.  The  fact  that  a con- 
stantly greater  proportion  of  the  population  is  living  past 
the  age  of  forty  and  accurate  diagnostic  methods  have 
been  developed,  have  combined  to  place  coronary  disease 
first  in  the  causes  of  death.  There  is  also  the  general 
impression  that  individuals  under  the  age  of  forty  are 
being  more  frequently  afflicted  with  pathologic  coronary 
arteries.  The  old  saying  is  true,  "A  man  is  as  young  as 
his  (coronary)  arteries.”  Effective  treatment  and  pre- 
vention of  coronary  artery  disease  are  at  present  not  pos- 
sible, because  the  etiology  and  pathogenesis  are  still 
poorly  understood. 

The  term  "coronary  artery  disease”  is  used  in  this 
paper  to  include  the  syndromes  of  coronary  occlusion, 
acute  myocardial  infarction,  acute  coronary  insufficiency, 
and  angina  pectoris.  Each  has  its  own  characteristic  clin- 
ical and  pathological  features  which  are  too  well  known 
to  be  discussed  in  detail  at  this  time.  Coronary  occlusion 

*Read  at  the  North  Dakota  Regional  Meeting  of  the  Ameri- 
can College  of  Physicians,  Grand  Forks,  North  Dakota,  Sep- 
tember 10,  1949. 

+From  the  Department  of  Internal  Medicine,  Quain  & Ram- 
stad  Clinic,  Bismarck,  North  Dakota. 


occurs  when  a fresh  thrombus  is  formed  on  the  rough- 
ened intima  of  a coronary  artery  or  when  the  lumen 
becomes  obstructed  by  accumulated  atheromatous  ma- 
terial. Death  may  ensue  either  with  or  without  the  de- 
velopment of  myocardial  infarction.  The  rate  at  which 
the  occluding  substance  is  formed,  plus  the  presence  or 
absence  of  adequate  collateral  circulation,  determines 
whether  an  infarct  will  occur.  In  cases  of  sudden  death 
without  demonstrable  infarction,  there  may  not  have 
been  time  for  this  process  to  develop.  Acute  coronary 
insufficiency  has  been  recognized  during  the  past  few 
years  as  a clinical  syndrome  midway  between  angina  pec- 
toris and  acute  myocardial  infarction,  but  capable  of 
causing  death  without  absolute  coronary  artery  occlusion 
and  either  with  or  without  accompanying  myocardial 
infarction.  Nevertheless,  coronary  artery  sclerosis  is  the 
basic,  underlying  pathology  in  all  of  these  manifesta- 
tions, and  the  symptomatology  is  the  result  of  myocar- 
dial ischemia. 

Thus,  the  quest  for  the  etiology  and  pathogenesis  of 
coronary  artery  disease  resolves  itself  into  the  search  for 
the  causes  and  modes  of  development  of  arteriosclerosis. 
Although  the  terms  have  come  to  be  used  interchange- 
ably, there  is  a distinction  between  arteriosclerosis  and 
atherosclerosis.  The  former  is  considered  a degenerative 
process  accompanying  aging,  which  makes  for  decreased 
arterial  elasticity  with  replacement  by  fibrous  tissue  and 
calcium.  Atherosclerosis  implies  the  accumulation  of 
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cholesterol  particles  in  the  arterial  intima,  followed  by 
the  deposition  of  calcium.  However,  the  two  processes 
often  co-exist,  and  one  exaggerates  the  other. 

What  are  generally  believed  to  he  the  most  signifi- 
cant factors  involved  in  the  genesis  of  atherosclerosis, 
as  they  apply  to  coronary  disease,  will  he  briefly  outlined. 

Heading  the  list  is  the  role  of  cholesterol  metabolism. 
Hypercholesterolemia  has  been  found  in  many  patients 
with  acute  coronary  occlusion  by  Morrison  et  al  and 
others.'  High  serum  cholesterol  values  and  consequent  4 
atherosclerosis  have  been  produced  by  feeding  dogs  high 
cholesterol  diets."  However,  the  serum  level  is  only  a 
quantitative  value  of  the  lipid  in  the  blood  stream  at  a 
given  moment,  and  does  not  necessarily  reflect  tissue 
cholesterol  metabolism.  ' Furthermore,  it  has  been  shown 
that  cholesterol  in  the  body  is  largely  endogenous  in 
origin  and  capable  of  being  synthesized  from  simple 
molecules,  such  as  water  and  acetic  acid.'*  Nevertheless, 
it  is  probable  that  derangement  of  cholesterol  metabolism 
is  significant  in  the  development  of  atherosclerosis. 

Heredity.  It  is  commonly  known  that  a family  his- 
tory of  cardiovascular  disease  is  usually  present.  But 
the  relative  importance  of  transmitted  body  build,  bio- 
chemical functions,  anatomical  structure  and  physio- 
logical variations  are  not  known.  ’ However,  Boas'’  and 
associates  have  presented  evidence  that  an  abnormal 
cholesterol  metabolism  is  an  inherited  trait;  and  it  is 
believed  that  selective  atherosclerosis  of  coronary  arteries 
follows  an  hereditary  pattern.’ 

Hypertension.  Approximately  50  per  cent  of  all  pa- 
tients who  have  coronary  heart  disease  have  co-existing 
hypertension.^  Apparently  the  stress  and  strain  of  ele- 
vated blood  pressure  on  the  coronary  circulation  accel- 
erates or  facilitates  atherosclerosis.  It  becomes  more  evi- 
dent in  the  older  age  groups. 

Obesity.  The  general  impression  is  that  most  coronary 
victims  are  either  overnourished  or  possess  exceptional 
muscular  physiques.  These  types  of  body  build  together 
with  an  associated  nervous  temperament  describes  the 
personality  of  the  typical  coronary  patient  quite  well. 
But  there  are  many  exceptions. 

The  endocrine  panel:  (a)  Steroid  interrelationships. 

The  bile  acids,  the  estrogens,  the  androgens,  the  adrenal 
cortical  hormones,  the  cardiac  glycosides,  the  17-keto- 
steroids  and  cholesterol  are  all  lipids  and  are  all  closely 
interrelated.'  Endocrine  implications  concerning  the 
pathogenesis  of  atherosclerosis  could,  therefore,  be  tre- 
mendous, provided  cholesterol  metabolism  will  unequiv- 
ocally be  proven  the  cardinal  factor  it  seems  to  be  at 
present. 

(b)  Sex.  There  is  a striking  preponderance  of  male 
over  female  patients.  Under  the  age  of  forty  the  ratio 
IS  24:1;  in  the  forties,  about  5:1;  in  the  fifties,  approxi- 
mately 2:1;  after  sixty  the  ratio  nears  1:1.’  This  sug- 
gests the  presence  of  a protective,  .selective,  gonadotropic 
hormone  only  as  far  as  atherosclerosis  is  concerned;  for 
we  know  that  hypercholesterolemia  is  seen  during  preg- 
nancy, and  It  is  also  a fact  that  gallstone  formation, 
supposedly  based  on  an  imbalance  between  cholesterol 
and  hile  salts,  is  much  more  common  in  women.  There 


is  also  a sexual  anatomical  difference  in  the  relative 
thickness  of  the  coronary  intimas.  Dock,*^  in  a study 
of  24  infants  who  died  at  birth,  discovered  the  male 
intimas  to  be  three  times  as  thick  as  in  the  female. 
Other  factors  being  equal,  this  extra  thickness  would 
seemingly  predispose  males  to  the  development  of  athero- 
sclerosis from  the  start.  Definite  relief  from  angina  was 
obtained  by  the  use  of  sex  hormones  when  Strong  and 
Wallace"  gave  testosterone  propionate  to  their  male  pa- 
tients and  estradiol  dipropionate  to  females.  They  con- 
cluded that  increased  coronary  flow  resulted  either  from 
vasodilatation  or  prevention  of  vasospasm,  mediated  in 
some  manner  through  both  the  endocrine  and  nervous 
systems.  Other  investigators  have  confirmed  the  value 
of  this  type  of  therapy,  while  still  others*"  have  obtained 
equivocal  results. 

(c)  Thyroid.  There  is  experimental  evidence  indicat- 
ing that  the  administration  of  thyroid  extract  and  iodides 
tend  to  retard  atherosclerosis,  while  a state  of  hypo- 
thyroidism and  thiouracil  therapy  induce  the  process.'* 
These  effects  are  related  to  cholesterol  metabolism. 

(d)  Diabetes  and  gout.  Statistics  show  that  patients 
having  either  of  these  diseases  are  more  likely  to  acquire 
coronary  disease  than  others. 

Tobacco.  The  ability  of  nicotine  to  cause  vasoconstric- 
tion in  peripheral  arteries  is  common  knowledge,  and 
tobacco  smoking  is  considered  deleterious  in  peripheral  j 

vascular  disease.  The  question  of  its  power  to  constrict  ! 

coronary  arteries  is  controversial.  Nicotine  stimulates  all  1 

ganglion  cells,  as  well  as  the  carotid  and  aortic  sinuses.  | 

The  S-T  depressions  on  the  cardiogram  and  the  frequent  J 

reports  of  tobacco  angina  may  be  due  to  a transitory  ; 

elevation  of  the  blood  pressure  and  increase  of  the  heart  | 

rate  — an  epinephrine  effect  which  increases  the  work  | 

of  the  heart.  The  consensus  indicates  that  it  causes  an  J 

indirect  unfavorable  effect  on  coronary  arteries  that  are 
already  sclerotic,  but  a true  etiological  status  is  not  likely.  i 
However,  a vasotoxic  nicotine  effect  has  been  cited  as 
etiologically  important  in  juvenile  coronary  sclerosis.*"  j 

Allergic  Factors.  The  question  of  hypersensitivity  to  [ 
tobacco  has  been  considered.  Evidence  shows  it  to  be 
only  a contributing  factor  and  not  an  exciting  one  in 
most  cases.'  * Histologically,  it  has  been  noted  that  at 
an  early  stage  of  coronary  sclerosis,  the  vascular  wall  was 
filled  with  edematous  fluid,  fibrinoid  swelling  and  active  | 
vascularization  of  all  layers.*"  An  allergic  origin  is,  h 
therefore,  a possibility  m at  least  some  cases  of  coronary  jj 
disease.  I 

Psychosomatic  panel.  The  personality  of  coronary  pa-  ] 
tients  is  quite  homogeneous  and  exhibits  the  following  j 
characteristic  traits:  industriousness,  ambitiotisness,  out-  | 
wardly  calm  appearance,  but  inward  psychological  insta- 
bility and  po.ssessing  a definite  tendency  toward  smooth 
muscle  tension.''  In  this  connection  we  may  speculate 
that  frequently  repeated  coronary  artery  spasm,  if  it  j 
does  occur,  might  institute  the  process  of  fibrosis  and  j 
facilitate  the  laying  down  of  cholesterol  and  calcium  j 
m the  intimal  layers  of  these  arteries.  | 

Occupation.  Experience  has  shown  no  correlation  be-  j 
tween  the  incidence  of  coronary  disease  and  either  an  i 
active  or  a sedentary  vocation.  ' 
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Table  I 

Data  on  32  Cases  of  Significant  Coronary  Disease  in  Individuals  40  Years  of  Age  or  \ ounger 


Case 

No. 

Sex 

Agp 

Family 

History 

Exercise 

During 

Youth 

Occupation 

Nutrition 

Ex- 

cessive 

Tobacco 

Blood 

Pressure 

Previous 

Angina 

Electro- 

cardiogram 

Death 

Autopsy 

1. 

F 

32 

o 

Decreased 

Typist 

Under-D.&N. 

+ 

Normal 

o 

.Ant.  Infarction 

No 

- 

2. 

M 

40 

.Average 

Farmer 

Under-D.&N. 

Hypotension 

.Atypical 
2 yrs. 

.Ant-  Infarction 

No 

— 

3. 

M 

40 

Average 

Caretaker 

W.D.&N. 

o 

Normal 

o 

.Ant.  Infarction 

Yes 

2* 

4. 

M 

38 

+ 

.Average 

Laborer 

Very  W.D.&N. 

+ 

Normal 

Typical 
6 mos. 

Post.  Infarction 

Yes 

- 

5. 

M 

36 

4- 

Average 

Cattle  Buyer 

W.D.&N. 

+ 

Normal 

o 

.Ant.  Infarction 

No 

- 

6. 

M 

36 

4- 

Decreased 

Minister 

W.D.&N. 

o 

Normal 

.Atypical 
2 years 

Ant.  Infarction 

No. 

— 

7. 

M 

40 

- 

Decreased 

Farmer 

Obese 

-- 

Hyper- 

tension 

Typical 
3 years 

Myocardial  Damage 

Yes 

4* 

8. 

M 

40 

o 

Average 

Executive 

W.D.&N. 

-L 

Normal 

o 

.Ant.  Infarction 

No 

- 

9. 

M 

40 

f 

Decreased 

Executive 

W.D.&N. 

4 

Hypertension 

o 

.Ant.  Infarction 

Yes 

- 

10. 

M 

23 

4_ 

Decreased 

Soldier 

W.D.&N. 

-4 

Normal 

o 

.Ant.  Infarction 

No 

- 

n. 

F 

34 

f- 

Decreased 

Housewife 

Obese 

o 

Normal 

Atypical 
4 years 

Post.  Infarction 

No. 

— 

12. 

M 

39 

o 

Decreased 

Farmer 

Obese 

o 

Nornjal 

Typical 
4 months 

Post.  Infarction 

No 

— 

13. 

M 

40 

o 

Decreased 

Lawyer 

W.D.&N. 

4- 

Normal 

.Atypical 
1 year 

Post.  Infarction 

No 

— 

14. 

F 

38 

o 

Decreased 

Housewife 

Obese 

o 

Hypertension 

o 

.Ant.  Infarction 

Yes 

2* 

15. 

F 

27 

o 

Decreased 

Housewife 

Under-D.&N. 

o 

Normal 

Typical 
6 months 

.Ant.  Infarction 

No 

— 

16. 

M 

39 

+ 

.Average 

Salesman 

Obese 

4- 

Hypertension 

Typical 
5 months 

- 

Yes 

- 

17. 

M 

34 

+ 

Decreased 

Farmer 

W.D.&N. 

o 

Hypertension 

o 

Myocardial  Damage 

Yes 

3* 

18. 

M 

40 

o 

Decreased 

Salesman 

Obese 

4- 

Normal 

o 

- 

Yes 

- 

19. 

M 

34 

- 

.Average 

Laborer 

Obese 

O 

Normal 

o 

- 

Yes 

1* 

20. 

M 

40 

.J_ 

Decreased 

Mechanic 

W.D&N. 

4- 

Normal 

o 

- 

Yes 

1* 

21. 

M 

32 

4- 

Increased 

Farmer 

W D &N. 

Hypertension 

Atypical 
2 months 

.Ant.  Infarction 

No 

— 

22. 

M 

36 

+ 

Increased 

Farmer 

W.D.&N. 

+ 

Normal 

.Atypical 
4 months 

Post.  Infarction 

No 

— 

23. 

M 

40 

4 

Decreased 

Garage 

Owner 

Obese 

+ 

Hypotension 

.Atypical 
1 year 

Post.  Infarction 

Yes 

— 

24. 

M 

31 

-4- 

Decreased 

Theatre 

Manager 

W.D.&N. 

4_ 

Hypertension 

Atypical 
I year 

- 

Yes 

1* 

25. 

F 

36 

+ 

Decreased 

Housewife 

Obese 

o 

Hypertension 

o 

Post.  Infarction 

No 

- 

26. 

M 

36 

-4 

Decreased 

Druggist 

Obese 

4- 

Hypotension 

o 

Myocardial  Damage 

Yes 

1* 

27. 

M 

40 

o 

Increased 

Store  Mngr. 

W.D.&N. 

“T 

Normal 

o 

Normal 

A’es 

3* 

28. 

M 

40 

o 

Decreased 

Salesman 

W.D.&N. 

4- 

Normal 

.Atypical 
2 years 

Normal 

Yes 

29. 

M 

37 

+ 

Decreased 

Store  Mngr. 

Under-D.&N. 

4- 

Normal 

Typical 
13  most. 

Posterior  Infarction 

Yes 

- 

30. 

M 

37 

o 

Decreased 

Salesman 

W.D.&N. 

>- 

Hypertension 

.Atypical 
1 year 

Normal 

Yes 

5* 

31. 

M 

38 

+ 

Decreased 

Laborer 

Very  W.D.&N. 

4- 

Hypotension 

Atypical 
8 months 

Normal 

Yes 

4* 

32. 

M 

28 

.4- 

Average 

Laborer 

W.D.&N. 

+ 

Normal 

o 

■ 

Y'es 

2* 

Chief  Pathology  (in  addition  to  the  marked  coronary  artery  atherosclerosis  present  in  all  cases): 

1*:  Fresh  thrombus  in  anterior  branch  of  left  coronary  artery,  without  myocardial  infarction  (5  cases). 
2*;  Fresh  thrombus  in  anterior  branch  of  left  coronary  artery,  with  myocardial  infarction  (3  cases). 

3*:  Fresh  thrombus  in  right  coronary  artery,  without  myocardial  infarction  (2  cases). 

4*:  No  occlusion  or  infarction  (2  cases). 

5*:  Anterior  myocardial  infarction  without  occlusion  (1  case). 


244 


The  Journal-Lancet 


Several  reports  on  the  clinical  course  of  coronary  dis- 
ease in  young  adults  have  been  published  in  the  past 
fifteen  years others,  jp,  summarizing  the 
conclusions  of  these  authors,  the  following  points  were 
emphasized:  These  patients  tended  to  have  a better  than 
average  muscular  build  and  were  somewhat  overweight; 
typical  angina  symptoms  did  not  precede  the  acute  at- 
tack in  most  instances;  the  majority  of  authors  stated 
that  most  coronary  episodes  followed  strenuous  physical 
exertion;  selective  sclerosis  of  the  coronary  arteries  was 
the  rule,  since  little  evidence  of  generalized  arteriosclero- 
sis was  found  in  these  younger  individuals.  The  unani- 
mous, fundamental,  pathological  finding  was  the  same 
as  in  older  patients,  namely,  marked  coronary  athero- 
sclerosis. 

The  most  recent  and  most  comprehensive  survey  of 
the  problem  has  been  given  by  Yater  et  al  in  a study 
of  866  cases  of  coronary  artery  disease  occurring  in  sol- 
diers between  the  ages  of  18  and  39  years. 

Preseni  Study 

The  present  study  represents  the  32  cases  in  the  au- 
thor’s experience  of  coronary  artery  disease  occurring  in 
individuals  forty  years  of  age  or  younger,  who  sought 
medical  aid  because  of  this  condition.  They  were  seen 
over  a ten  year  period,  from  1939  to  1948  inclusive. 
This  age  group  was  selected  for  study  of  the  factors  in 
etiology  and  pathogenesis,  from  the  clinical  viewpoint, 
on  the  idea  that  certain  elements  might  appear  in  sharp- 
er focus,  since  coronary  artery  disease  in  older  people 
may  summarily  be  ascribed  to  arteriosclerosis.  The  usual 
factors  were  investigated  and  another  possible  influence, 
the  degree  of  physical  activity  in  youth,  was  looked  into 
in  each  case. 

Exercise  during  that  period  of  life  between  childhood 
and  physical  maturity  was  thought  to  be  significant  by 
analogy.  It  is  during  these  years  that  the  physique  is 
developed,  largely  by  muscular  exercise,  although  heredi- 
ty and  nutrition  are  other  factors.  The  cardiovascular 
system  also  develops  during  these  years.  We  may  assume 
that  there  is  a certain  reciprocal  development  of  the  car- 
diac muscle  with  the  body  musculature  in  response  to 
physical  exertion.  In  the  absence  of  organic  valvular  and 
congenital  defects,  physiological  cardiac  hypertrophy  is 
the  only  complication  which  might  ensue.  But  what  is 
more  apropos  to  our  subject,  a corresponding  coronary 
circulation  is  evolved,  along  functitinal  if  not  structural 
lines,  which  is  competent  to  supply  the  myocardium  un- 
der conditions  of  unusual  strain.  In  this  respect,  excess- 
ive muscular  exertion  during  the  socalled  "formative” 
years  would  be  desirable;  the  more  strenuous,  the  better 
to  endow  one  with  a capable  coronary  circulation  which 
might  stand  him  in  good  stead  in  later  years.  The  oppor- 
tunity to  obtain  this  exercise  is  universal,  by  means  of  the 
athletic  programs  in  our  high  schools  and  colleges.  In 
cases  where  this  opportunity  is  not  utilized,  its  equiva- 
lent might  be  realized  by  doing  sustained  manual  labor. 
Competitive  athletics  in  the  more  strenuous  activities, 
such  as  swimming,  water  polo,  basketball,  track  events 
and  rowing  should  achieve  the  best  results. 


The  question  of  "athletic  heart”  must  be  mentioned  at 
this  time.  There  is  a difference  of  opinion  on  the  sub- 
ject of  cardiac  hypertrophy  in  response  to  physical  exer- 
tion. Early  work  by  Schumacher  and  Middleton"^  showed 
that  athletic  training  leads  first  to  physiological  cardis.c 
hypertrophy,  but  when  prolonged  by  strenuous  activity 
a variable  degree  of  dilatation  is  added.  They  concluded 
that,  generally  speaking,  an  "athletic  heart”  is  not  de- 
sirable for  ordinary  activities.  Wilce,““  in  a study  of 
233  athletes,  concluded  that  the  socalled  "athletic  heart” 
does  not  exist  in  the  sense  of  a permanently  enlarged, 
inferior  heart,  and  that  moderate  variations  in  size 
should  be  considered  normal.  Dock"’^  has  shown  that 
there  is  no  evidence  that  even  pathologically  hypertro- 
phied hearts  have  an  inadequate  vascular  bed  or  their 
fibers  are  too  thick  for  ample  oxygen  diffusion.  Abra- 
hams""*  suggested  the  possibility  of  two  alternatives: 
either  cardiac  hypertrophy,  comparable  to  muscular  hy- 
pertrophy, does  develop  in  response  to  violent  exertion; 
or,  some  people  naturally  possess  large  hearts  capable  of 
sustained  exercise. 

The  data  for  the  32  cases  is  given  in  Table  I and  a 
breakdown  of  this  data  is  presented  in  Table  II: 


Table  II 


Total  Number  of  Cases 

32 

Sex 

Males,  27;  Females,  5 

Average  Age 

36 

Family  History  of  Cardio- 
vascular Disease 

Yes,  22;  No,  10 

Exercise  During  Youth 

Decreased,  21;  average,  8; 
increased,  3 

Occupation 

Sedentaty,  17;  active,  15 

Nutrition 

Well  developed  and  nourished,  16; 
obese,  10;  underdeveloped  and 
nourished,  4;  very  well  developed 
and  nourished,  2 

Excessive  Use  of  Tobacco 

Y es,  23 ; No,  9 

Blood  Pressure 

Normal,  19;  hypertension,  9; 
hypotension,  4 

Previous  Angina 

None,  15;  atypical,  11;  typical,  6 

Electrocardiogram 

Anterior  infarct,  11;  posterior  in- 
farct, 8;  myocardial  damage,  3; 
normal,  4;  none,  6 

Total  Deaths 

19 

Total  Autopsies 

13 

In  discussing  this  data  it  is  seen  that  the  ratio  of  males 
to  females  was  about  '3.5:1,  which  is  much  lower  than 
expected  for  cases  under  forty  years  of  age. 

The  family  history  of  cardiovascular  disease  was  con- 
sidered positive  if  either  hypertension  or  arteriosclerotic 
heart  disease  had  been  present  in  either  or  both  parents. 
It  was  present  in  22  ca.ses  (or  69  per  cent),  and  is  un- 
doubtedly significant. 

It  was  noted  in  this  series  of  cases  that  21  (or  65  per 
cent)  had  led  a relatively  sedentary  youth,  that  is,  they 
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were  less  active  physically  than  what  would  be  considered 
within  the  range  of  average  activity.  This  does  not  pre- 
clude the  possibility  that  they  may  have  been  more  ac- 
tive physically  after  the  age  of  twenty-one.  Various  rea- 
sons were  responsible,  including  these  pathological  con- 
ditions in  individual  cases:  ankylosis  of  right  knee  fol- 
lowing a septic  arthritis;  frequent  disabling  migraine; 
rheumatic  fever;  glomerular  nephritis;  congenital  bi- 
lateral pes  equinus;  bilateral  inguinal  hernia  (not  re- 
paired until  the  age  of  twenty) ; poliomyelitis  with  resid- 
ual atrophy  of  the  right  leg  muscles;  diabetes  mellitus. 
The  associated  obesity  during  youth  in  eight  more  of  the 
cases  was  judged  to  be  a significant  factor  in  curtailing 
their  participation  either  in  competitive  athletics  or  in 
sustained  manual  work.  There  was  evidence  that  the 
remaining  members  in  this  category,  including  two  cases 
of  constitutional  inadequacy,  were  psychologically  not 
inclined  toward  undue  exercise. 

Eight  patients  (25  per  cent)  had  neither  a sedentary 
youth  nor  were  they  accustomed  to  expend  unusual 
amounts  of  physical  energy.  These  were  classified  as 
being  average. 

In  only  three  instances  (approximately  10  per  cent) 
was  there  evidence  of  greater  than  average  physical  ex- 
ercise in  youth.  Two  of  these  were  hard  working  farm- 
ers and  the  third  was  a store  manager  who  had  played 
basketball  and  baseball  in  high  school  and  later  on. 

What  is  needed  is  a pathological  study  of  the  coro- 
nary arteries  in  a series  composed  of  known  athletes  in 
order  to  properly  evaluate  the  exercise  in  youth  factor. 
However,  the  indirect  inferences  derived  from  the  cases 
presented  here  suggest  the  importance  of  this  increment 
in  the  etiology  and  pathogenesis  of  coronary  artery  dis- 
ease. One  can  only  speculate  on  the  mechanism  by 
which  excessive  exercise  may  exert  a beneficial  influence. 
Reasoning  that  sedentary  youths  (and  probably  nor- 
mally active  ones)  do  not  develop  a coronary  reserve, 
the  process  of  atherosclerosis,  when  present,  will  cause 
early  symptoms.  The  corollary  is,  under  the  same  con- 
ditions, that  the  presence  of  such  a coronary  reserve 
would  act  to  postpone  the  appearance  of  coronary  symp- 
toms. In  another  way,  we  may  wonder  if  the  repeated 
coronary  vasodilatation  accompanying  excessive  exertion 
actually  discourages  the  implantation  of  cholesterol  and 
calcium  in  the  coronary  intima. 

There  was  no  correlation  between  coronary  disease  and 
active  or  sedentary  occupations,  there  being  about  the 
same  number  of  cases  in  each  group. 

As  far  as  nutrition  and  body  build  were  concerned, 
sixteen  (or  50  per  cent)  were  average,  well-developed 
and  nourished  persons.  Four  were  physically  under  par, 
and  only  two  were  hypersthenic.  Ten  (or  31  per  cent) 
were  obese.  The  obesity  factor  may  have  exerted  its  in- 
fluence in  three  ways:  by  causing  an  extra  load  on  the 
cardiovascular  system;  as  a gross  indication  of  a de- 
ranged lipid  metabolism;  and  as  a reason  for  non-partici- 
pation in  excessive  exercise  in  youth. 

The  use  of  tobacco  was  rated  as  excessive  when  one 
package  or  more  of  cigarettes  was  smoked  daily.  Al- 
though this  finding  was  positive  in  about  72  per  cent  of 


the  total  cases,  its  significance  cannot  be  evaluated  due 
to  the  widespread  popularity  of  the  tobacco  habit. 

In  most  of  the  cases  the  blood  pressure  remained  with- 
in normal  limits,  and  in  four,  readings  of  100  systolic, 
or  below,  was  the  rule.  The  associated  hypertension  was 
probably  significant  in  the  nine  instances  (28  per  cent) 
having  a blood  pressure  consistently  above  150/90. 

Fifteen  (or  47  per  cent)  had  no  angina  pectoris  pre- 
ceding their  coronary  attacks.  In  eleven  (or  34  per 
cent) , the  angina  which  was  present  for  variable  lengths 
of  time,  was  atypical.  This  was  not  recognized  in  some 
and  in  others  was  attributed  to  associated  conditions, 
including  cholelithiasis,  gastric  hyperacidity  and  atypical 
pneumonia.  In  this  connection,  the  use  of  an  exercise 
tolerance  test  for  coronary  insufficiency  like  Master’s 
"two-step”,"^  or  its  modification  as  described  by  Katz  and 
his  associates, ■'*  is  proving  very  valuable. 

Electrocardiograms  showed  typical  patterns  for  an- 
terior myocardial  infarction  in  eleven  cases  and  posterior 
infarction  in  eight.  No  typical  pattern  was  present  in 
three  cases,  and  these  were  termed  "myocardial  dam- 
age.” Four  cases  revealed  no  abnormalities  on  routine 
cardiograms  taken  within  a few  months  of  their  deaths. 
No  cardiograms  were  obtained  in  six  cases,  all  of  which 
were  sudden  deaths,  verified  by  necropsy  and/or  typical 
clinical  pictures. 

There  were  nineteen  deaths  in  the  series,  giving  a 
fatality  rate  of  59  per  cent.  In  seventeen,  death  accom- 
panied their  first  serious  coronary  insult.  Only  two  pa- 
tients had  had  a previous  attack;  cases  No.  23  and  No. 
29  had  each  suffered  an  original  posterior  myocardial 
infarction  within  one  year.  These  findings  tend  to  sup- 
port the  theory  of  end-artery-like  behavior  of  coronary 
vessels,  without  the  presence  of  a collateral  circulation 
in  younger  individuals. 

Autopsies  were  done  in  thirteen  cases  (or  68  per  cent), 
the  chief  findings  of  which  have  been  summarized  in 
Table  I. 

Summary  and  Conclusions 

1.  The  recognized  factors  in  the  etiology  and  patho- 
genesis of  atherosclerosis,  as  they  apply  to  coronary  ar- 
tery disease,  were  reviewed. 

2.  Data  on  32  cases  of  coronary  artery  disease  in  indi- 
viduals forty  years  of  age  or  younger  were  discussed 
from  the  clinical  standpoint  regarding  the  factors  in  their 
etiology  and  pathogenesis. 

3.  The  concept  of  the  beneficial  effects  of  excessive 
exercise  in  youth  is  considered  another  significant  factor 
in  the  etiology  and  pathogenesis  of  coronary  artery  dis- 
ease. A coronary  reserve  is  believed  to  be  created  thereby. 
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RADIOACTIVE  IODINE  FOR  THYROID  DIAGNOSIS 

Radioactive  iodine  offers  new  hope  to  victims  of  goiter  and  cancer  of  the  thyroid  as 
well  as  providing  doctors  a valuable  diagnostic  tool,  according  to  Dr.  Dwight  E.  Clark,  who 
I'lCads  a clinical  and  research  team  in  the  program  of  applying  the  potentialities  of  the  atom 
to  peacetime  uses  at  the  University  of  Chicago.  He  said  that  in  more  than  one-fifth  of 
60  cases  of  cancer  of  the  thyroid  treated  at  the  university,  radioiodine  had  shown  some 
usefulness.  In  .several  cases  other  methods  of  treatment  had  failed,  and  little  hope  had  been 
offered  the  patients.  In  these  cases,  the  di.sease  was  at  least  temporarily  arrested. 

Radioiodine  is  useful  because,  like  normal  iodine,  it  becomes  concentrated  in  the  thyroid 
gland  in  the  body.  The  radioiodine  gives  off  beta  rays  which  can  destroy  the  surrounding 
cancerous  tissue,  even  though  the  rays  travel  only  a few  hundredths  of  an  inch.  Radioiodine 
also  gives  off  a small  amount  of  the  longer  traveling  gamma  rays  which  allow  doctors  to 
trace  the  movements  of  the  element  through  the  body  by  means  of  Geiger  counters.  In  some 
cases  radioiodme  has  also  attacked  cancerous  cells  which  have  left  the  thyroid  gland  and 
localized  in  other  parts  of  the  body.  These  cells,  because  they  originated  in  the  thyroid 
gland,  apparently  retain  the  power  to  attract  iodine  in  the  blood.  The  rate  at  which  radio- 
lodine  is  picked  up  by  the  plasma  in  the  blood  gives  doctors  a clue  to  the  health  of  the 
thyroid  gland.  When  the  rate  is  high,  overactivity  of  the  thyroid  gland  is  suspected,  even 
though  other  symptoms  of  goiter  have  not  appeared. 
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The  Role  of  X^Ray  Therapy  in 
Carcinoma  of  the  Breast 

Harvey  W,  Stone,  M.D.  and  Halvor  Vermund,  M.D.* 


Radiation  therapy  is  today  one  of  the  major  thera- 
peutic agents  available  for  treating  breast  cancer. 
The  destructive  effects  of  irradiation  have  been  well  dem- 
onstrated by  numerous  investigators.  Engelstad  ^ treated 
ninety-two  cases  preoperatively  with  epidermicide  doses 
and  found  complete  destruction  of  tumor  in  seventeen 
cases  and  strong  irradiation  effect  in  forty  cases.  Ba- 
clesse^  treated  fifty-eight  cases  preoperatively  in  which 
thirty-three  cases  showed  changes  varying  from  complete 
cell  death  to  marked  histopathological  changes. 

Radiation  therapy  is  of  obvious  usefulness  in  those 
cases  which  present  inoperable  or  recurrent  tumor.  These 
groups  represent  about  50  per  cent  of  all  cases  of  breast 
cancer  seen  at  a large  general  hospital.  At  least  50  per 
cent  of  the  remaining  group  treated  surgically  will  re- 
quire irradiation  at  some  time  during  the  course  of  the 
disease.  In  addition,  if,  as  many  feel,  irradiation  is  of 
value  as  a pre-  or  post-operative  measure,  a very  high 
proportion  of  cases  of  breast  cancer  will  be  treated  at 
some  time  by  this  method. 

What  can  radiation  therapy  accomplish  in  the  treat- 
ment of  breast  cancer?  To  what  extent  should  irradia- 
tion be  employed  in  the  management  of  this  disease? 
Certain  principles  have  been  generally  accepted.  Thus, 
radiation  therapy  is  the  treatment  of  choice  in  inoperable 
and  recurrent  carcinoma  of  the  breast.  In  this  group 
there  is  evidence  that  palliative  therapy  is  of  definite 
value  in  increasing  the  length  of  survival  as  well  as  re- 
lieving symptoms.  In  the  presence  of  bone  metastases 
irradiation  will  achieve  excellent  pain  relief  and  will 
usually  be  followed  by  evidence  of  bone  regeneration. 
This  becomes  extremely  important  in  lesions  involving 
major  weight-bearing  areas  such  as  the  spine  and  the 
pelvis  to  obviate  pathological  fractures  and  their  con- 
sequences. Hormone  therapy,  particularly  estrogens, 
may  be  used  in  selected  cases  of  wide-spread  bone  and 
soft  tissue  metastases  with  good  results.  In  some  cases, 
hormone  therapy  in  combination  with  radiation  to  spe- 
cific areas  of  involvement  may  be  successfully  utilized. 

Recently  a group  of  cases  with  pleural  effusion  due 
to  metastases  has  been  treated  with  irradiation  to  the 
chest  wall  to  reduce  the  accumulation  of  fluid.  Remark- 
able results  have  been  obtained  in  a few  cases  with  dis- 
appearance or  marked  reduction  in  the  effusion.  It 
seems  justifiable  to  conclude  that  irradiation  will  be  of 
palliative  value  in  some  patients  with  pleural  effusion. 

In  some  cases  with  inoperable  breast  cancer  the  tumor 
has  been  controlled  by  radiation  therapy.  In  our  series, 
four  cases  presenting  themselves  with  inoperable  cancer 
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of  the  breast  survived  five  years  or  more  from  the  onset 
of  x-ray  therapy.  In  addition,  local  recurrences  on  the 
chest  wall  or  in  the  axilla  following  previous  treatment, 
and  metastases  to  the  supraclavicular  lymph  nodes  have 
been  controlled  and  occasionally  eradicated  by  the  use  of 
x-ray  therapy  and/or  implantatibn  of  radon  seeds. 

In  operable  carcinoma  of  the  breast,  however,  there 
is  a wide  range  of  opinion  concerning  the  role  of  radia- 
tion therapy.  Most  clinics  feel  that  radiation  therapy 
has  little  to  add  to  the  satisfactory  results  of  surgery 
alone  in  stage  I cases.  Stage  I includes  cases  with  can- 
cer confined  to  the  breast  and  no  microscopic  evidence 
of  regional  lymph  node  metastases.  In  this  group,  sur- 
gery alone  has  given  a five-year  survival  rate  ranging 
between  70  and  80  per  cent.  Therefore,  most  patients 
in  this  category  do  not  receive  postoperative  radiation 
therapy.  However,  evidence  of  local  extension  beyond 
the  freely  movable  mass  as  indicated  by  superficial  or 
deep  fixation  of  the  primary  tumor  probably  affects  the 
prognosis  unfavorably.  We  feel  that  postoperative  radia- 
tion therapy  will  improve  the  prognosis  in  these  cases. 
Table  I gives  our  results  in  fifty  cases,  most  of  which 
fall  in  this  category.  Twenty-eight  out  of  forty  cases 
or  70  per  cent  survived  five  years  or  more. 

Table  I 

Survival  of  Patients  in  Group  I 


Number  of  / Number  of  Years 

Year  Cases  1 2 3 4 5 


1939  10  10  10  7 7 6 

1940  13  13  12  12  11  11 

1941  12  11  10  10  8 8 

1942  5 5 5 4 4 3 


Total  40  40  40  40  40  40 

Living  39  37  33  30  28 

Percentage  Living  . 98  92  82  75  70 


The  most  important  factor  determining  the  prognosis 
of  operable  breast  cancer  is  the  presence  or  absence  of 
axillary  lymph  node  metastases.  With  the  histological 
demonstration  of  axillary  lymph  node  metastases  the  sur- 
vival rate  declines  sharply.  Thus,  the  results  in  stage  II 
cases,  in  which  axillary  lymph  node  metastases  have  been 
found,  will  vary  between  25  and  50  per  cent  five  year 
survival. 

There  has  recently  been  some  discussion  of  the  efficacy 
of  radiation  therapy  applied  as  a pre-  or  post-operative 
adjuvant  in  stage  II  cases.  Most  authors  have  felt  that 
the  addition  of  radiation  therapy  increased  the  five-year 
survival  rate.  Although  the  increase  was  not  great,  the 
figures  obtained  from  large  series  in  which  combined 
surgical  and  radiation  therapy  had  been  used  were  con- 
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sistently  better  than  those  obtained  by  surgery  alone. 
In  this  country  less  reliance  on  roentgen  therapy  has 
been  noticed  in  the  last  few  years.  Pathological  studies 
by  Lenz*’  of  malignant  breast  tissue  removed  after  pre- 
operative irradiation  failed  to  show  complete  eradication 
of  the  cancer.  Furthermore,  Haagensen^-  ’ found  no  sta- 
tistical evidence  that  radiation  therapy  raised  the  rate  of 
cure.  These  conclusions  are  in  definite  opposition  to  other 
investigations  in  which  radiation  therapy  showed  pro- 
nounced effect  and,  in  many  cases,  was  able  to  produce 
complete  destruction  of  all  malignant  tissue  in  the  op- 
erative specimens  removed  hy  subsequent  radical  mastec- 
tomy. 

Marked  improvement  of  the  results  obtained  by  sur- 
gery alone  has  been  accomplished  through  careful  selec- 
tion of  patients  and  by  restricting  the  criteria  for  oper- 
ability. Haagensen^'"’  concluded  that  today  enough  has 
been  learned  about  what  can  be  accomplished  with  rad- 
ical mastectomy  to  limit  its  use.  By  studying  the  correla- 
tions between  the  five-year  survival  rate  and  a series  of 
clinical  features  of  cancer  of  the  breast,  he  discovered 
that  there  were  eight  types  of  cases  that  together  formed 
a group  in  which  surgery  did  not  achieve  a single  cure. 
Cancer  associated  with  pregnancy  is  included.  Recent 
publications,  however,  indicate  that  these  cases  should 
not  he  included  in  the  inoperable  group.  Engelstad'^  ob- 
tained 41.6  per  cent  five-year  survival  in  twenty-four 
such  cases.  Thirteen  of  these  were  classified  as  stage  I 
and  II,  and  of  these,  ten  survived  five  years  or  more. 
He  concluded  that  the  decisive  factor  in  the  poor  results 
obtained  by  earlier  investigators  was  the  late  institution 
of  treatment;  the  chance  for  recovery  in  the  early  stages 
does  not  seem  to  be  essentially  different  from  that  in 
non-pregnant  women.  In  addition,  Adair  quotes  Brooks’ 
studies  of  pregnancy  associated  with  breast  cancer  in 
which  38  per  cent  five-year  survival  was  obtained.  In 
Adair’s  material  25  per  cent  were  alive  at  the  end  of 
five  years.  He  feels  that  it  is  improper  to  classify  the 
breast  cancer-pregnancy  cases  as  inoperable. 

The  role  of  radiation  in  stage  II  cases  remains  to  be 
evaluated.  The  recent  symposium  on  this  problem  given 
at  the  30th  annual  meeting  of  the  American  Radium 
Society  in  Chicago  indicated  that  radiation  therapy  as  a 
pre-  or  post-operative  measure  is  of  value  in  the  treatment 
of  stage  II  breast  cancer.  Preoperative  radiation  is  given 
in  the  hope  of  destroying  the  most  malignant  cancer 
cells  which  are  most  sensitive  to  irradiation;  and  there- 
fore to  reduce  the  possibilities  of  dissemination  of  tumor 
and  the  rate  of  local  recurrence.  Postoperative  radiation 
therapy  is  given  in  an  attempt  to  destroy  the  microscopic 
foci  in  lymph  nodes  and  in  the  operative  field. 

It  becomes  obvious  that  even  with  the  most  meticulous 
surgery  the  tumor  is  often  not  completely  extirpated  in 
stage  II  cases.  This  is  well  brought  out  by  Haagensen’s 
own  personal  material  in  which  19  per  cent  developed 
local  recurrence.  The  problem  then  becomes  one  of  de- 
livering a dose  of  radiation  to  the  operative  area  which 
can  destroy  the  remaining  tumor. 

Results  obtained  recently  with  radiation  therapy  are 
consistently  better  than  those  previously  obtained  by  sur- 


gery alone,  where  there  has  been  little  selection  of  cases.  | 

Thus,  Engelstad'^  reported  52.8  per  cent  of  494  patients  ^ 

in  stage  II  who  were  symptom-free  for  five  years  or  ^ 

longer  following  radical  mastectomy  and  postoperative  | 

radiation  therapy.  Berven"  reported  43  per  cent  five-year  1 

survival  in  354  stage  II  cases  treated  with  pre-  and  post-  ] 

operative  irradiation.  This  latter  investigator  also  made  j 

an  interesting  study  of  survival  as  related  to  the  degree  j 

of  axillary  node  involvement.  There  were  97  cases  in 
stage  II  in  which  there  were  microscopically  verified 
metastases  to  only  one  axillary  node.  Of  these,  70  cases 
or  72  per  cent  survived  five  years  or  more,  a survival  rate 
equal  to  that  of  stage  I.  He  also  found  definite  evidence 
that  preoperative  roentgen  treatment  greatly  improved 
the  prognosis  where  the  cancerous  growth  had  broken 
through  the  capsule  of  the  lymph  nodes. 

A tendency  to  increase  the  dose  applied  to  the  opera- 
tive area  and  the  regional  lymph  nodes  has  appeared  in 
several  of  the  recent  publications.  This  may  be  one  fac- 
tor responsible  for  the  increase  in  survival  rate  and  the 
decrease  in  number  of  local  recurrences. 

In  our  material,  626  cases  were  referred  for  radiation 
therapy  to  the  University  of  Minnesota  Hospitals  from 
January  1,  1939  to  December  31,  1945.  Three  hundred 
and  fourteen  cases  or  50.1  per  cent  were  considered 
operable.  Two-hundred  and  nine  of  these  operable  cases 
received  treatment  before  the  end  of  1942  and  could 
be  included  in  the  study  of  the  five-year  survival:  98 
cases  or  47  per  cent  survived  five  years  or  more  from  the 
beginning  of  x-ray  therapy  (table  II).  One-hundred- 


Table  II 

Survival  of  Patients  in  Group  II 


Number  of 

, - 

Num 

her  of 

Years 

. 

Year 

Cases 

1 

2 

3 

4 

5 

1939  

32 

32 

26 

19 

17 

15 

1940 

29 

25 

20 

17 

14 

13 

1941 

27 

22 

17 

13 

9 

8 

1942 

30 

30 

21 

17 

15 

10 

Total 

1 18 

1 18 

118 

118 

118 

118 

Living 

109 

84 

66 

55 

46 

Percentage  Living 

92 

81 

56 

47 

39 

eighteen  of  the  209  operable  cases  were  classified  as 
stage  II;  46  cases  or  39  per  cent  of  these  survived  five 
years  or  more  (table  III).  It  is  interesting  to  note  that  j 

of  78  cases  in  stage  II  treated  by  radical  mastectomy  at  j 

the  University  of  Minnesota  Hospitals  and  given  radia- 
tion therapy  at  the  same  hospital  a short  time  after  the  , 
operation,  33  were  alive  at  the  end  of  five  years,  giving 
a five  year  survival  rate  of  42  per  cent;  whereas,  of  40 
cases  operated  upon  outside  the  Hospital  and  referred 
for  postoperative  radiation  therapy  usually  more  than 
four  weeks  after  the  operation  only  13  or  33  per  cent 
survived  five  years  or  more. 

Local  recurrence  in  the  operative  site  occurred  in  43 
cases  or  14.3  per  cent.  However,  it  is  interesting  to  note 
that  up  to  1942  recurrence  rate  was  18.5  per  cent  (33 
recurrences  in  173  patients) ; whereas,  since  1942  with 
the  use  of  greater  total  x-ray  dose  the  recurrence  rate 
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has  fallen  to  7.5  per  cent  (seven  recurrences  in  92  pa- 
tients) . It  seems,  therefore,  apparent  that  local  recur- 
rence can  be  reduced  by  the  use  of  irradiation. 

Table  III 

Survival  of  All  Operable  Cases 

Number  of  / Number  of  Years 


Year  Cases  1 2 3 4 5 


1939  53  50  42  32  30  26 

1940  54  49  41  37  32  30 

1941  57  48  40  34  28  24 

1942  45  43  34  27  25  18 


Total 209  209  209  209  209  209 

Living  190  157  130  115  98 

Percentage  Living  91  75  62  55  47 


It  must  again  be  emphasized  that  the  usual  selection 
of  patients  suitable  for  radical  mastectomy  is  not  nearly 
as  strict  as  in  Haagensen’s'*-^  series.  Thus,  in  our  own 
series  there  are  patients  included  who  had  radical  mastec- 
tomy though  they  were  inoperable  according  to  Haagen- 
sen’s  criteria.  This  must  be  kept  in  mind  when  the  sur- 
vival rate  is  considered. 

Conclusions 

We  feel  that  from  our  own  material  and  from  recent 
publications  in  the  literature  the  following  conclusions 
can  be  drawn: 

1.  Stage  I cases  of  carcinoma  of  the  breast:  Break- 
down into  two  groups. 

(a)  Those  with  a freely  movable  primary  mass: 
the  treatment  of  choice  is  radical  mastectomy 
alone. 


(b)  Those  with  evidence  of  extension  beyond  the 
primary  mass,  such  as  superficial  or  deep  fixa- 
tion; postoperative  x-ray  therapy  should  be 
used. 

2.  Stage  II  cases  can  be  divided  into  two  groups. 

(a)  Those  in  which  there  is  no  clinical  evidence  of 

tumor  extending  beyond  the  capsule  of  the 
lymph  nodes  in  the  axilla:  these  should  be 

treated  by  radical  mastectomy  and  postopera- 
tive irradiation  delivering  a relatively  large 
dose  over  a period  of  two  to  three  weeks  and 
given  within  two  weeks  after  surgery. 

(b)  Those  in  which  there  is  clinical  evidence  of 
extension  beyond  the  capsule  of  the  axillary 
lymph  nodes.  These  should  be  given  preopera- 
tive radiation  therapy  followed  by  immediate 
surgery  and  postoperative  irradiation. 

3.  Inoperable  and  recurrent  cases  should  be  given  ra- 
diation therapy  as  the  treatment  of  choice  with  the 
exception  of  a few  cases  in  which  hormone  therapy 
can  be  successful  applied. 
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RESEARCH  CAREERS  IN  HEART  DISEASE 

Acting  to  help  meet  the  urgent  need  for  qualified  research  workers  who  can  concentrate 
their  full  time  in  the  heart  disease  field,  the  American  Heart  Association  is  establishing 
Career  Investigatorships  as  part  of  its  research  program.  These  investigatorships  will  be 
made  available  to  "a  select  group  of  outstanding  persons  of  unusual  ability  and  originality,” 
preferably  in  the  35  to  45  age  group. 

Nominations  for  Career  Investigators  may  be  made  by  members  of  the  Scientific  Coun- 
cil of  the  American  Heart  Association,  deans  of  medical  schools,  and  heads  of  research  units 
in  the  United  States.  The  nominations  should  be  sent  to  Dr.  Charles  A.  R.  Connor,  the 
Association’s  Medical  Director.  The  investigator  may  work  in  any  institution  in  the  United 
States  which  offers  adequate  facilities,  and  he  will  be  free  from  additional  administrative 
duties  at  that  institution.  Not  more  than  15  per  cent  of  his  time  is  to  be  spent  in  teaching. 
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The  Treatment  of  Congenital  Clubfeet 
with  Wedging  Casts 

George  M.  Hart,  M.D.* 

Minot,  North  Dakota 


CONGENITAL  clubfoot  Of  Congenital  talipes  equino- 
varus  is  one  of  the  most  common  and  most  impor- 
tant of  all  congenital  anomalies.  It  makes  up  75  per 
cent  of  all  congenital  abnormalities  of  the  foot  and 
occurs  about  once  in  each  1000  births.  It  is  more  com- 
mon in  the  South  than  in  the  North. ' Males  are  affect- 
ed about  twice  as  frequently  as  females.  Statistics  from 
most  clinics  show  that  one  foot  is  affected  more  fre- 
quently than  are  both. 

Etiology 

A hereditary  factor  is  often  concerned  in  the  etiology. 
Reports  reveal  a hereditary  background  in  from  5 to  22 
per  cent  of  patients  with  this  deformity.  Kite’'  observed 
that  many  parents  were  reluctant  to  admit  the  occur- 
rence of  the  deformity  in  other  members  of  the  family, 
and  in  his  first  reported  series  of  100  cases,  found  a fam- 
ily history  of  the  deformity  in  45  per  cent  of  patients. 

The  deformity  probably  results  as  an  arrest  or  anom- 
alous development  of  that  part  of  the  germ  plasm  which 
makes  up  the  foot  of  the  embryo.  The  work  of  Max 
Bohm,'  published  in  1929,  supports  this  theory.  Indirect 
support  of  this  view  is  also  afforded  from  the  statistical 
fact  that  from  four  to  twelve  per  cent  of  patients  with 
congenital  clubfoot  have  other  congenital  anomalies  as 
well. 

Another  theory  considers  the  deformity  as  a failure 
in  rotation  of  the  hind  limb.  The  foot  normally  occu- 
pies an  equinovarus  position  at  the  third  month  of  gesta- 
tion. As  the  fetus  develops,  inward  rotation  of  the  limb 
takes  place  with  the  adult  position  being  attained  by  the 
seventh  month.  If  inward  rotation  fails  to  occur,  the 
foot  remains  in  an  equinovarus  position  and  the  child 
IS  born  with  a clubfoot. 

Pathology 

All  degrees  of  deformity  may  exist  from  mild  to  severe 
in  which  the  toes  may  actually  touch  the  inner  border 
of  the  leg.  The  Achilles  tendon  is  shortened,  and  the 
anterior  and  posterior  tibials  are  contracted.  The  talus 
is  frequently  wedge-shaped  and  is  plantar  flexed  so  that 
only  Its  posterior  superior  surface  is  in  contact  with  the 
tibia.  The  os  calcis  is  tilted  downward,  and  its  anterior 
end  is  rolled  inward  under  the  head  of  the  talus  produc- 
ing inversion  of  the  heel.  The  navicular  is  rotated  from 
its  normal  position  to  lie  medial  to  the  head  of  the  talus. 
The  distal  ends  of  the  tibia  and  fibula  are  rotated  in- 
wardly producing  "tibial  torsion.”  In  cases  of  long  stand- 
ing where  weight  has  been  borne  on  the  deformed  foot, 

^Section  on  Orthopedic  Surgery,  Northwest  Clinic,  Minot, 
North  Dakota. 


a bursa  may  be  present  on  the  lateral  border  of  the  dor- 
sum of  the  foot. 

Clinical  Picture 

There  are  four  deformities  present  in  a congenital 
clubfoot. 

1.  Adduction  of  the  forefoot:  The  anterior  half  of 
the  foot  is  adducted.  Thus  the  lateral  border  is  convex 
and  the  inner  border  is  concave.  A transverse  crease 
crosses  the  middle  of  the  sole. 

2.  Inversion  of  tire  hind  foot:  The  heel  is  inverted 
in  a position  of  varus.  The  inversion  does  not  occur  at 
the  ankle  joint,  which  is  held  firmly  in  the  ankle  mor- 
tise, but  rather  in  the  subtalar  joint  between  the  talus 
and  the  os  calcis. 

3.  Equinus:  The  heel  is  drawn  up  and  the  foot  is 
plantar  flexed.  The  equinus  deformity  consists  of  two 
parts:  the  forefoot  is  plantar  flexed  when  compared  with 
the  hind  foot  producing  "forefoot  equinus,”  and  the 
hind  foot  is  plantar  flexed  at  the  ankle  joint  producing 
"ankle  equinus.” 

4.  T ihial  torsion:  A varying  amount  of  inward  rota- 
tion of  the  distal  tibia  and  fibula  occurs  accentuating  the 
deformity.  This  can  best  be  determined  by  holding  the 
extended  leg  with  the  patella  straight  up  and  observing 
the  malleoli.  In  the  normal  foot  the  lateral  malleolus 
will  be  found  to  lie  slightly  posterior  to  the  medial  mal- 
leolus. In  the  clubfoot  this  relationship  may  be  reversed. 

X-Ray 

The  value  of  the  x-ray  in  the  diagnosis  and  treatment 
of  clubfoot  lies  in  determining  the  amount  of  inversion 
present  in  the  hind  foot.  An  anteroposterior  film  of  the 
foot  will  demonstrate  this.  Normally  the  shadows  of  the 
os  calcis  and  the  head  and  neck  of  the  talus  are  sepa- 
rated. In  an  untreated  or  insufficiently  treated  clubfoot 
the  two  shadows  will  be  found  to  be  superimposed. 

Kite"  has  pointed  out  that  clinically  a foot  may  appear 
fully  corrected  but  may  return  rapidly  to  the  deformed 
position  once  casts  are  discontinued.  X-rays  of  these  pa- 
tients reveal  that  the  normal  relationship  between  the  os 
calcis  and  talus  had  never  been  obtained. 

Prognosis 

Ninety  per  cent  of  patients  with  clubfeet  who  are 
properly  treated  within  the  first  six  months  of  life  can 
obtain  complete  correction  and  essentially  normal  feet 
by  non-operative  means.  Ten  to  fifteen  per  cent  of  the 
cases,  according  to  Kite,'*  tend  to  relapse  and  require 
a second  period  of  treatment.  About  ten  per  cent  of 
the  patients  will  require  some  operative  procedure. 
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Treatment 

The  non-operative  treatment  of  congenital  clubfeet 
should  begin  during  the  first  month  or  two  of  life.  A 
good  result  still  may  be  expected,  however,  if  treatment 
is  delayed  up  to  the  age  of  six  months.  All  patients, 
regardless  of  age,  should  be  treated  with  wedging  casts 
previous  to  any  contemplated  surgery.  Considerable  cor- 
rection can  be  obtained  by  this  method  even  in  mature 
feet,  thus  minimizing  the  extent  of  the  operative  pro- 
cedure. 

Treatment  is  carried  out  by  the  application  of  padded 
plaster  casts  which  are  wedged  at  weekly  intervals.  Each 
cast  can  be  wedged  about  two  times  after  which  it  is 
removed  and  a new  one  applied.  The  treatment  can  be 
divided  into  four  phases:  (1)  correction  of  the  forefoot 
adduction  and  hind  foot  inversion,  (2)  correction  of  the 
equinus  deformity,  (3)  retention  in  an  over-corrected 
position  and  (4)  follow-up  treatment. 

The  foot  is  held  by  the  physician  treating  the  case, 
and  the  cast  is  applied  by  an  assistant.  The  roles  played 
by  the  two  are  important  and  should  not  be  reversed. 
Application  of  the  cast  is  a simple  procedure  easily 
learned  by  a capable  assistant.  Learning  to  hold  the  foot 
in  the  proper  position,  though  apparently  a simple  task, 
is  one  which  requires  considerably  more  practice  and 
experience. 

1.  Correction  of  the  forefoot  adduction  and  hind  foot 

inversion: 

The  physician  stands  on  the  side  of  the  lesion  and  if 
the  right  foot  is  involved  grasps  the  forefoot  with  his 
right  index  finger  and  thumb.  The  former  lies  along  the 
plantar  surface  of  the  great  toe  with  the  ball  of  the 
finger  just  distal  to  the  metatarsal  head.  The  thumb  lies 
along  the  dorsum  of  the  toe.  The  left  hand  supports 
the  leg  grasping  it  at  the  knee.  With  the  foot  in  equinus 
and  the  forefoot  abducted,  a cast  is  applied  extending 
from  the  ends  of  the  toes  to  below  the  knee.  As  the 
turns  of  plaster  are  applied  to  the  foot,  the  finger  and 
thumb  can  be  lifted  so  that  a smooth  fitting  cast  results. 
The  foot  is  held  in  the  corrected  position  until  the  plas- 
ter is  hard.  As  succeeding  casts  are  applied,  the  inver- 
sion of  the  heel  is  gradually  corrected.  Usually  this  will 
be  found  to  be  entirely  corrected  by  the  time  over-cor- 
rection of  the  forefoot  has  been  obtained. 

The  following  week  a wedge  is  removed  from  the  cast 
(figure  1).  The  base  of  the  wedge  is  lateral  over  the 
cuboid,  and  the  apices  lie  just  lateral  to  the  anterior 
tibial  tendon  dorsally  and  at  a similar  point  straight 
through  the  foot  on  the  sole.  A single  transverse  cut 
is  then  made  medially  with  the  saw  leaving  a dorsal  and 
a plantar  bridge  of  plaster  approximately  one  cm.  in 
width  to  function  as  a hinge.  The  forefoot  is  then 
pushed  further  into  abduction,  and  a plaster  bandage  is 
applied  to  stabilize  the  cast. 

When  the  forefoot  deformity  has  been  well  over-cor- 
rected and  the  unsupported  foot  no  longer  hangs  in  a 
position  of  forefoot  varus,  an  anteroposterior  x-ray 
should  be  made  to  determine  whether  or  not  the  inver- 
sion element  has  been  completely  corrected.  To  proceed 


Fig.  I.  The  cast  is  marked  for  wedging  to  correct  forefoot 
adduction.  The  base  of  the  wedge  lies  over  the  cuboid  and  the 
apices  lateral  to  the  anterior  tibial  tendon  and  straight  through 
on  the  sole.  A transverse  cut  is  made  medially  leaving  dorsal 
and  plantar  "hinges”. 

with  correction  of  the  equinus  before  the  os  calcis  and 
talus  lie  in  normal  relationship  to  each  other  is  to  court 
early  recurrence  of  the  deformity. 

2.  Correction  of  the  equinus  deformity: 

When  the  preceding  deformities  are  completely  cor- 
rected, wedging  in  dorsiflexion  is  carried  out  to  correct 
the  equinus  element.  A cast  is  applied  as  before  but 
should  extend  this  time  above  the  knee  with  the  knee 
flexed  at  a right  angle.  By  extending  the  cast  above  the 
flexed  knee  the  heel  is  prevented  from  separating  from 
the  sole  of  the  cast  as  the  foot  is  brought  up  into  dorsi- 
flexion. 

In  holding  the  foot  while  plaster  is  applied,  the  same 
procedure  as  described  previously  is  followed.  However, 
after  the  cast  is  on  and  before  it  has  hardened,  pressure 
is  made  upward  with  the  thumb  over  the  plantar  surface 
of  the  os  calcis.  By  applying  pressure  in  this  region 
rather  than  against  the  forefoot,  dorsiflexion  occurs  at 
the  ankle  rather  than  at  the  mid  tarsus  which  would 
produce  a "rocker-bottom”  type  of  foot. 


Fig.  2.  When  the  foot  is  ready  to  be  wedged  into  dorsiflexion, 
the  cast  is  extended  above  the  flexed  knee.  The  base  of  the 
wedge  now  lies  over  the  dorsum  of  the  foot  and  ankle  with  the 
apices  slightly  posterior  to  the  lower  borders  of  the  malleoli. 
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A week  later  a wedge  is  removed  from  the  cast  with 
Its  base  over  the  dorsum  of  the  foot  and  the  apices  pos- 
terior to  the  lower  borders  of  the  inner  and  outer  mal- 
leoli (figure  2).  A bridge  of  plaster  approximately  two 
centimeters  in  width  is  left  posteriorly  over  the  heel  cord 
to  function  as  a hinge.  The  foot  is  then  dorsiflexed,  and 
a plaster  bandage  is  applied  over  the  foot  and  ankle  of 
the  cast. 

It  should  be  mentioned  that  in  wedging  to  correct 
both  the  forefoot  deformity  and  the  equinus  element,  the 
edges  of  the  wedged  cast  should  be  turned  out  to  pre- 
vent pressure.  By  this  simple  measure  pressure  sores  can 
almost  entirely  be  prevented. 

3.  Retention  in  the  over-corrected  position: 

When  the  foot  easily  can  be  brought  up  well  past  a 
right  angle  at  the  ankle,  a retaining  cast  is  applied.  This 
usually  extends  only  to  the  knee  and  is  changed  at  three 
to  four  week  intervals.  The  foot  is  retained  in  the  over- 
corrected position  for  from  eight  to  twelve  weeks  de- 
pending on  the  severity  of  the  original  deformity. 

4.  Follow-up  treatment: 

After  the  casts  are  removed  a clubfoot  type  of  shoe  is 
applied,  and  the  child  is  encouraged  to  stand  and  walk. 
The  mother  is  instructed  in  stretching  exercises  to  be 
carried  out  several  times  daily  in  which  the  forefoot  is 
stretched  into  abduction  and  the  hindfoot  into  dorsiflex- 
lon.  The  shoes  are  worn  both  night  and  day  for  the 
first  six  months,  being  removed  daily  for  washing  and 
powdering  of  the  feet. 

The  child  is  followed  in  the  outpatient  clinic  at  month- 
ly intervals  for  several  months,  and  when  it  is  certain 


that  the  mother  understands  the  follow-up  care  and  does 
the  stretching  exercises  well,  the  interval  can  be  increased 
to  three  or  four  months. 

If  there  is  evidence  that  a foot  has  relapsed  it  is  put 
in  plaster  again  immediately,  and  further  wedging  fol- 
lowed by  a period  of  retention  is  carried  out. 

Summary 

Most  children  with  a congenital  clubfoot  deformity 
treated  within  the  first  six  months  of  life  can  obtain  a 
functionally  normal  foot  by  non-operative  treatment. 
Plaster  casts  are  applied  and  wedged  to  correct  the  de- 
formity, the  forefoot  adduction  and  inversion  of  the 
heel  being  corrected  first  and  the  equinus  element  last. 
The  feet  are  then  held  in  retention  casts  for  a period  of 
eight  to  twelve  weeks.  Following  removal  of  the  casts 
follow-up  treatment  consisting  of  stretching  exercises  and 
clubfoot  shoes  is  necessary.  If  the  deformity  recurs, 
it  is  immediately  treated  by  a second  series  of  casts  and 
wedging. 

This  method  should  be  thoroughly  applied  before 
operative  measures  are  undertaken. 
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NEW  TREATMENT  FOR  RADIATION  VICTIMS 

Blood  transfusions  combined  with  the  antibiotic  drug  aureomycin  provide  the  best  pres- 
ently known  method  of  treating  victims  of  excess  radiation,  according  to  a University  of 
Chicago  research  team  headed  by  Dr.  J.  Garrott  Allen,  associate  professor  of  surgery.  For 
the  first  time,  this  treatment  has  permitted  dogs  to  survive  otherwise  deadly  doses  of  radia- 
tion in  the  laboratory.  Two  out  of  ten  animals  survived  the  critical  six-week  period  follow- 
ing exposure  that  ordinarily  would  result  in  death. 

Dogs  were  used  as  the  experimental  animals  because  their  reactions  to  radiation  closely 
resemble  tho.se  observed  in  human  victims  of  Hiroshima  and  Nagasaki.  Neither  blood  trans- 
fusions nor  aueromycin  alone  allowed  the  dogs  to  escape  death,  although  aureomycin 
allowed  them  to  survive  longer.  Combined,  however,  they  were  effective.  The  transfusions, 
given  every  second  day,  helped  replenish  the  animal’s  depleted  blood  supply  and  warded  off 
anemia.  The  aureomycin  controlled  the  infection  which  often  causes  radiation  exposure  to 
end  fatally. 

The  University  of  Chicago  investigators  stressed  that  radiation  damage  affects  the 
entire  system  of  the  victim.  Merely  local  treatment  of  wounds  and  burns  will  not  help  unless 
the  radiation  effects  on  the  entire  body  are  taken  into  account. 
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Recent  Poliomyelitis  Experience  in  Minnesota 

D.  S.  Fleming,  M.D.,  M.P.H.* 

Minneapolis,  Minnesota 


IN  the  five-year  period  1945-1949,  there  have  been 
roughly  five  times  as  many  cases  of  poliomyelitis  re- 
ported in  Minnesota  as  in  any  preceding  five-year  period, 
and  two  to  four  times  as  many  deaths.  From  approxi- 
mately 1,200  cases  in  each  five-year  period  prior  to  1945, 
the  number  reported  rose  to  6,400  in  the  years  1945-49, 
and  deaths  increased  from  around  175  to  475.  Why  has 
there  been  this  marked  change  and  what  have  been  the 
results  of  this  altered  behavior  in  a disease  that  causes 
such  great  anxiety? 

It  has  been  aptly  said  that  every  poliomyelitis  epidemic 
comprises  actually  two  diseases,  poliomyelitis  and  hys- 
teria; the  latter  has  in  the  past  been  of  great  concern. 
Yet,  the  experience  of  the  last  few  years  leaves  no  doubt 
that  the  number  of  individuals  actively  attacked  by  the 
organic  illness  has  been  greatly  increased  as  well,  so  that 
the  problems  posed  by  the  epidemics  have  been  doubly 
compounded. 

What  is  an  epidemic  of  poliomyelitis?  This  question 
is  raised  each  year  by  newspaper  reporters  especially, 
who  are  eager  to  announce  to  their  readers  the  exact  day 
when  the  summer’s  experience  moves  from  the  outbreak 
stage  into  the  epidemic  category.  This  is  an  arbitrary  use 
of  terms,  and  especially  so  in  a popular  sense,  distasteful 
because  of  its  connotation  of  hysteria  and  panic.  From 
a more  scientific  viewpoint,  however,  statistical  defini- 
tions of  epidemics  may  be  helpful.  Even  here  the  neces- 
sary information  about  an  outbreak  is  not  available  until 
the  year  is  completed  so  that  the  term  epidemic  in  a 
statistical  sense  is  of  historical  rather  than  news  value. 

An  epidemic  is  generally  regarded  as  an  unusual  and 
temporary  increase  in  the  prevalence  of  a particular  dis- 
ease in  a specified  population.  A generally  accepted 
standard  of  "unusualness”  for  this  definition  would  be 
those  increases  in  poliomyelitis  prevalence  that  repre- 
sented the  top  five  per  cent  of  the  total  100  per  cent  of 
all  recorded  increases.  Such  calculations  have  been 
worked  out  in  detail  upon  the  recorded  rates  of  polio- 
myelitis in  all  the  counties  in  the  United  States  over  a 
15-year  period,  1932-1946,  and  described  in  a recent 
article.^  On  the  basis,  then,  of  actual  recorded  experi- 
ence in  the  United  States  in  recent  years,  an  epidemic 
of  poliomyelitis  in  Minnesota  can  be  considered  as  an 
annual  rate  of  35  or  more  cases  per  100,000  population. 
This  would  require  1,015  cases  in  a year  if  Minnesota’s 
population  be  assumed  as  2,900,000. 

By  this  definition,  there  have  been  three  epidemics  in 
the  last  five  years  and  only  two  in  the  entire  remainder 
of  the  period  1915-1944.  In  1916  the  rate  reached  40.3 
and  in  1925,  38.6.  But  in  1946  Minnesota’s  rate  of 

*Chief,  Section  of  Preventable  Diseases,  Minnesota  Depart- 
ment of  Health,  University  Campus. 


reported  poliomyelitis  cases  was  102.3;  in  1948,  47.2; 
and  in  1949,  57.6.  (See  Table  I.) 

The  epidemic  of  1949  came  as  an  unpleasant  surprise 
and  before  the  end  of  the  year  had  counted  more  cases 
than  in  any  previous  year  except  1946.  Following  the 
1946  outbreak  it  was  hoped  that  Minnesota  would  escape 
major  poliomyelitis  attacks  for  a number  of  years  but 
the  respite  extended  only  through  1947.  1948  again  was 
an  epidemic  year  and  1949  exceeded  1948.  A total  of 
1,716  cases  were  reported  in  1949  in  Minnesota  residents 
with  108  deaths,  and  an  additional  178  cases  and  14 
deaths  in  non-residents.  This  rapid  succession  of  epi- 
demics has  been  unprecedented  in  Minnesota  and  dis- 
concerting. 

A study  of  the  geographical  distribution  of  reported 
cases  in  recent  years  lends  some  support  to  the  accepted 
belief  that  immunity  is  acquired  by  infection,  even  if 
infection  is  clinically  inapparent.  Spot  maps  by  month 
of  onset  reveal  clearly  that  the  state-wide  total  of  cases 
is  made  up  of  numerous  local  epidemics  which  flare  up 
and  die  down,  mainly  influenced  by  the  available  num- 
bers of  susceptible  individuals.  It  seems  necessary  that 
these  susceptibles  live  in  fairly  close  proximity  if  an  epi- 
demic is  to  occur.  If  enough  of  these  local  epidemics 
occur  in  population  centers  of  sufficient  magnitude,  then 
the  year’s  state  total  rises  to  epidemic  proportions  as  de- 
fined above.  In  1946,  Minneapolis  was  the  major  focus 
of  such  a local  epidemic.  Its  large  population  contrib- 
uted to  the  record  breaking  total  of  cases  for  that  year. 
Numerous  other  parts  of  the  state  had  local  epidemics 
in  1946  also,  especially  in  the  northern  counties. 

In  1948,  the  earliest  and  most  intense  local  outbreaks 
were  in  the  southern  counties,  with  later  epidemics  in  the 
southwest  corner  of  the  state,  and  in  the  west  central 
counties.  Minneapolis  and  St.  Paul  were  largely  spared, 
as  was  the  northern  half  of  the  state.  A fairly  consistent 
pattern  of  immunity  remaining  from  1946  infections 
seemed  to  be  revealed. 

In  1949,  however,  local  epidemics  again  developed  in 
the  metropolitan  area,  although  not  actually  within  Min- 
neapolis; in  the  southern  counties;  and  now  again  in  the 
northern  portion  of  the  state.  Cases  seemed  to  be  dis- 
tributed much  more  uniformly  throughout  the  state  than 
in  1948;  83  out  of  the  87  counties  reported  cases.  It  ap- 
peared that  any  immunity  remaining  from  1946  and 
1948  had  decreased  to  a point  which  permitted  another 
epidemic. 

In  two  respects,  the  1949  outbreak  showed  no  appre- 
ciable difference  from  previous  epidemics.  This  related 
to  season  and  sex  distribution.  The  onset  of  the  disease 
appeared  in  June  as  usual,  increasing  in  numbers  through 
July,  to  a peak  in  August,  then  subsiding  more  slowly 
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throughout  September,  October  and  November.  This 
seasonal  pattern  has  been  fixed  so  definitely  in  Minne- 
sota that  with  the  approach  of  summer  vacation  days  in 
recent  years,  parents  almost  unconsciously  begin  to  worry 
about  poliomyelitis. 

That  the  disease  is  not  restricted  to  hot  weather,  how- 
ever, IS  shown  by  a recently  reported  epidemic  which 
occurred  in  midwinter  among  the  Eskimos  of  Arctic 
Canada.-  Some  75  cases  and  16  deaths  resulted  from 
poliomyelitis  which  occurred  in  two  local  epidemics  be- 
ginning in  October  and  extending  through  February  into 
March.  The  population  group  attacked  was  a settlement 
of  Eskimos  living  on  the  northwest  coast  of  Hudson’s 
Bay,  in  a frozen  wilderness  150  miles  north  of  Churchill. 
The  average  temperature  was  27  degrees  below  zero, 
Fahrenheit,  during  January,  February  and  March.  In 
this  instance  there  was  no  relation  between  the  develop- 
ment of  cases  and  association  with  flies,  fresh  fruits, 
or  vegetables,  or  bathing  beaches.  There  have  been  other 
reported  epidemics  of  poliomyelitis  not  conforming  to 
the  Minnesota  pattern  of  hot  summer  months. 
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The  other  feature  of  Minnesota’s  1949  epidemic  which  d 

was  unchanged  was  the  distribution  of  cases  among  the  i 

two  sexes.  For  some  reason,  approximately  55  per  cent  |i 
of  all  reported  cases  occur  in  males,  and  45  per  cent 
in  females.  The  figures  for  1949  were  55  per  cent  males 
and  45  per  cent  females.  This  distribution  is  noted 
throughout  the  United  States  year  after  year. 

There  is,  likewise,  a strikingly  uniform  distribution  of 
deaths  among  the  cases  according  to  the  two  sexes,  and  : 

this  pattern  is  much  the  same  each  year.  Thus,  roughly 
65  per  cent  of  all  the  deaths  from  poliomyelitis  occur 
in  males,  and  35  per  cent  in  females.  This  was  true  in 
1946,  1948  and  1949. 

This  sex  distribution  is  further  clarified  by  a study  of 
the  occurrence  of  cases  and  deaths  by  age  groups.  Such 
a study  shows  that  males  of  the  age  group,  1-20  years, 
consistently  contribute  many  more  cases  and  deaths  than  i 
do  females  of  those  ages.  This  preponderance  of  young 
males  accounts  for  the  over-all  characteristic  distribution  i 
mentioned  earlier,  of  more  males  than  females.  After 
age  20  years,  however,  there  is  no  particular  difference  '■ 


Table  I 

Poliomyelitis  in  Minnesota 


By  Month  of  Onset  — 1910  1949,  inclusive 


Y ear 

Jan. 

Feb. 

Mar. 

Apr. 

May 

June 

July 

Aug. 

Sept. 

Oct. 

Nov. 

Dec. 

Cases 

Deaths 

1910 

23 

8 

9 

5 

8 

19 

45 

140 

117 

85 

17 

5 

481 

201 

1911 

4 

6 

6 

5 

9 

14 

31 

18 

9 

7 

4 

2 

115 

58 

1912 

2 

-> 

5 

3 

1 

0 

4 

4 

3 

4 

5 

2 

35 

23 

1913 

4 

2 

2 

4 

0 

4 

13 

39 

10 

4 

2 

1 

85 

30 

1914 
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in  occurrence  of  cases  in  the  two  sexes.  This  type  of 
data  has  led  to  suggestions  that  physical  exhaustion  may 
be  important  in  the  development  and  the  outcome  of 
cases  of  poliomyelitis,  on  the  theory  that  male  children 
engage  in  more  exhaustive  physical  activity  than  do  girl 
children.  While  this  has  been  borne  out  clinically  in 
some  cases,  there  is  danger  in  jumping  too  quickly  to 
such  conclusions. 

Further  examination  of  the  age  distribution  of  cases 
and  deaths  in  the  three  recent  Minnesota  epidemics  does 
not  reveal  any  marked  alteration  from  one  outbreak  to 
the  next.  Roughly,  45  per  cent  of  all  cases  in  recent  out- 
breaks are  in  persons  between  5 and  15  years  old;  25  per 
cent  of  cases  in  children  under  live  years,  and  30  per 
cent  of  cases  fall  in  persons  15  years  and  older.  Ap- 
proximately 50  per  cent  of  all  deaths  occur  in  individuals 
15  years  and  older;  30  to  40  per  cent  of  the  deaths  in 
the  5 to  14  year  group;  and  10  to  20  per  cent  deaths 
in  the  under  5 years  group.  In  general  it  may  be  said 
that  poliomyelitis  affects  younger  people  predominantly, 
with  a fatality  rate  rising  steadily  with  age.  The  older 
the  patient,  the  more  chance  he  has  of  dying  from  his 
infection. 

Although  each  epidemic  differs  slightly  from  the  oth- 
ers in  rates  and  percentages  of  cases  and  deaths  among 
the  various  age  groups,  there  seems  to  be  no  consistent 
trend  which  can  be  seen  and  interpreted  as  a result  of 
the  preceding  year’s  experience.  This  is  understandable 
if  it  is  remembered  that  the  total  state-wide  experience 
each  year  is  the  summation  of  numerous  local  epidemics, 
shifting  in  location  annually.  The  population  groups  in- 
volved seldom  are  the  same  from  one  year  to  the  next. 

The  outcome  of  the  three  epidemics,  likewise,  varied 
in  some  respects.  In  regard  to  the  fatality  rate,  however, 
there  was  little  difference.  In  1946,  7.8  per  cent  of  all 
cases  died;  in  1948,  7.9  per  cent;  and  in  1949,  6.2  per 
cent.  This  is  reflected  too  in  the  percentages  reported 
each  year  of  bulbar  cases,  since  this  type  supplies  the 
fatalities.  In  1946,  17  per  cent  of  cases  were  bulbar; 
in  1948,  20  per  cent,  and  in  1949,  18  per  cent.  The  fig- 
ures assembled  each  year  of  the  number  of  cases  reported 
as  paralytic  exclusive  of  bulbar,  and  of  non-paralytic 
cases,  differ  rather  widely  in  different  years,  reflecting  to 
some  extent  variable  standards  of  diagnosis  of  what  con- 
stitutes paralysis.  The  duration  of  paralysis,  likewise, 
confuses  the  classification  of  cases  for  reporting  purposes. 

There  is  little  from  the  data  mentioned  above  that 
helps  to  answer  the  question  as  to  why  poliomyelitis 
seems  to  be  so  much  more  of  a problem  in  recent  years. 
Perhaps  the  problem,  always  present,  has  been  given  so 
much  more  attention  and  emphasis  that  it  now  occupies 
a dominant  position  as  compared  to  formerly.  Recent 
studies  of  a more  complex  nature  show,  moreover,  how 
much  more  must  be  learned  about  the  disease  before  the 
question  can  be  answered.  For  instance,  it  has  been 
known  for  some  time  that  for  every  recognized  and  re- 
ported case  of  apparent  infection,  there  are  from  10  to 
1,000  or  more  inapparent,  or  unrecognized  infections, 
with  the  same  virus,  in  the  same  area  and  time.  Like- 
wise, more  effective  laboratory  studies  are  revealing  that 


the  clinical  picture  of  symptoms  called  poliomyelitis  may 
be  caused  by  different  viruses,  not  all  of  the  same  viru- 
lent or  fatal  nature.  As  these  studies  of  the  infecting 
agent  continue,  as  better  diagnostic  methods  are  devised, 
and  as  immunizing  procedures  are  developed,  the  picture 
of  the  incidence  of  poliomyelitis  may  be  expected  to 
alter,  and  the  answers  to  many  questions  made  clear. 

Along  with  technical  advances  mentioned  above,  there 
have  been  developing  many  new  activities  in  related  fields 
of  community  life,  public  health,  hospital  administration, 
and  in  many  other  areas.  The  prevalence  of  poliomyeli- 
tis in  recent  years  has  produced  certain  definite  results 
in  the  methods  of  countering  such  epidemics.  Everyone 
is  aware  of  the  changing  technics  for  caring  for  the  indi- 
vidual patient  which  have  resulted  from  the  intensified 
emphasis  devoted  to  the  disease.  But  many  similar  sweep- 
ing changes  have  occurred  in  other  fields  also. 

A very  valuable  clarification  of  knowledge  about  the 
disease  has  been  made  as  a result  of  national  conferences 
as  a way  to  answer  practically  all  problems  related  to  the 
control  of  poliomyelitis.  This  guide  is  used  by  health 
officers,  hospitals,  physicians  and  others.  It  has  been  pub- 
licized and  adopted  uniformly  in  every  state  of  the  coun- 
try and,  as  a result,  many  practices  which  formerly  were 
ineffective  in  controlling  poliomvelitis,  as  well  as  being 
unwarranted  by  facts,  and  which  created  problems  for 
patients  and  families,  hospitals  and  doctors,  have  been 
changed. 

These  changes  usually  have  been  to  shorten  the  isola- 
tion period  required  of  reported  cases,  and  to  free  con- 
tacts of  unnecessary  restrictions.  This  helps  to  make 
more  space  available  in  hospitals  for  essential  isolation 
cases,  and  reduces  needless  economic  and  social  hardships 
for  patients  and  families.  More  liberal  interpretation  of 
scientific  facts  has  reduced  barriers  to  more  effective 
treatment,  and  at  the  same  time  reduced  financial  bur- 
dens to  hospitals,  patients,  and  agencies  paying  for  care. 
All  these  matters  are  important  in  poliomyelitis;  at  the 
same  time  no  adverse  results  have  been  traced  to  newer 
procedures. 

Among  recommended  practices  now  widely  accepted 
is  the  growing  trend  to  admit  poliomyelitis  patients  to 
general  hospitals  provided  that  appropriate  isolation  pre- 
cautions are  employed.  These  isolation  technics  have 
been  specifically  described  as  well  as  the  factors  indicat- 
ing the  need  for  special  nursing.  As  a result  local  means 
are  better  able  to  meet  the  recurring  demands  of  fre- 
quent epidemics. 

The  factors  bearing  on  the  normal  pattern  of  life  in 
the  community  have,  likewise,  been  discussed  and  de- 
fined. Thus  specific  recommendations  are  now  accepted 
in  regard  to  the  closing  of  schools,  public,  boarding,  and 
nursery;  the  functioning  of  summer  camps;  and  the 
operation  of  places  of  recreation  and  amusement.  These 
problems  in  the  past  have  been  met  with  widely  differ- 
ing solutions,  and  confusion  and  uncertainty  have  aided 
the  panic  associated  with  an  epidemic.  Now  effort  is 
concentrated  on  maintaining  the  usual  routine  of  the 
community  as  much  as  possible  as  an  effective  counter 
pressure  to  hysteria. 
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One  of  the  most  important  developments  which  has 
•come  about  as  a result  of  the  increased  prominence  of 
poliomyelitis  as  a threat  to  the  community  is  the  co- 
ordination of  planning  to  combat  the  disease.  In  a ma- 
jority of  states,  poliomyelitis  planning  committees  have 
been  organized  to  develop  a state-wide  plan  for  insuring 
good  and  complete  care  for  children  and  adults.  These 
committees  bring  together  representatives  of  cooperating 
professional  groups  and  individuals,  hospitals  and  other 
facilities  that  provide  care,  and  official  and  voluntary 
agencies  responsible  for  various  parts  of  the  program  of 
making  care  available  to  those  who  need  it. 

A suggested  guide  for  use  of  these  committees  has 
been  prepared  and  widely  circulated.  This  guide  sug- 
gests the  composition  of  the  committee,  its  method  of 
functioning  and  the  types  of  problems  which  might  be 
considered  and  solved.  These  include,  for  example,  ac- 
tivities in  health  education;  hospital  and  convalescent 
care;  personnel;  braces  and  appliances;  diagnostic  and 
consultation  services;  and  after-care.  Such  a program 
encompasses  practically  all  the  problems  that  are  asso- 
ciated with  poliomyelitis  epidemics.  By  early  planning 


and  agreement,  many  of  these  problems  can  be  more 
easily  solved,  and  better  use  is  made  of  what  facilities 
already  exist  within  the  state. 

In  conclusion,  then,  it  can  be  seen  that  the  last  five 
years  have  witnessed  an  unusual  prevalence  of  polio- 
myelitis in  Minnesota  with  no  good  explanation  or  rea- 
son. This  disease  has  not  seemed  to  behave  in  any  un- 
usual fashion  other  than  its  prevalence,  and  each  epi- 
demic resembles  closely  the  others.  There  has  been, 
however,  a great  development  in  community  awareness 
of,  and  organization  for  methods  of  combating  the  dis- 
ease, in  the  sense  of  providing  facilities  for  diagnosis 
and  treatment.  Additional  measures  to  be  taken  include 
intensified  laboratory  study  of  the  causative  virus  and 
the  development  of  an  immunizing  procedure. 
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WELL  PLAYED,  DOCTOR! 

The  Annual  Cricket  Match,  between  Birmingham  Doctors  and  Clergy,  was  played  on 
the  Warwickshire  County  Cricket  Ground  (by  kind  permission  of  the  W.C.C.C.)  on  Satur- 
day, September  3rd. 

Beautiful  weather  favoured  the  occasion  and  the  wives,  families  and  friends  of  the  team 
took  advantage  of  the  opportunity  to  have  a very  pleasant  day  in  happy  surroundings. 

Lunch  and  tea,  provided  on  the  ground,  added  to  the  enjoyment,  not  altogether  exclud- 
ing the  fact  that  it  relieved,  for  the  day,  the  necessity  of  supplying  these  meals  at  home! 

The  Lord  Mayor,  who  intended  to  be  present,  was  prevented  by  an  urgent  last  minute 
engagement  from  fulfilling  his  promise. 

The  game  itself  provided  a keen  contest  and  it  was  not  until  within  the  last  few  min- 
utes that  the  doctors  claimed  victory. 

The  reward  for  victory  is  the  privilege  of  holding  for  twelve  months  a handsome  silver 
casket  containing  the  ashes  of  one  of  the  cricket  bats  used  in  the  first  match  of  its  kind 
in  1928. 

The  casket — known  as  the  "Thwaite  Trophy” — was  presented  by  Dr.  Harold  Thwaite, 
and  the  ashes  by  Dr.  Haslam. 

The  proceeds  from  the  match  amounted  to  £94,  and  this  amount  was  divided  equally 
between  the  Clergy  Aid  Society  and  the  Royal  Medical  Benevolent  Fund. 

d’he  Committee  wish  to  express  their  deep  appreciation  of  the  assistance  rendered  by 
Mr.  Deakins,  Secretary  of  the  County  Cricket  Club,  Miss  Branson,  Hon.  Secretary  of  the 
Match  Committee,  the  Warwickshire  County  Cricket  Club  for  the  use  of  the  ground,  and 
all  others  who  helped  to  ensure  the  success  of  the  function. 

Doctois  and  Clergy  C.’rickct  Match.  Hirmmghain  Medical  Review  16:174,  1949, 
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Ophthalmic  Headache 

A Differential  Study 

Francis  M.  Walsh,  M.D.* 
Minneapolis,  Minnesota 


Headache  is  a symptom  of  many  ailments  and  on 
many  occasions  can  be  categorically  defined.  It 
will  be  attempted  subsequently  to  establish  the  origin  of 
some  of  the  ambulatory  headaches,  more  particularly 
those  relating  to  the  eyes.  The  family  physician,  the 
internist,  and  the  pediatrician  often  see  these  headaches 
first  and  wish  to  rule  out  those  of  ocular  origin.  This 
is  right  and  will  be  justified  subsequently. 

In  his  monumental  treatise.  Headache  and  other  Head 
Pam,  Wolff  states:  "...  and  though  there  are  few  in- 
stances in  human  experience  where  so  much  head  pain 
may  mean  so  little  in  terms  of  tissue  injury,  failure  to 
separate  the  ominous  from  the  trivial  may  cost  life  or 
create  paralyzing  fear.” 

Patients  with  headaches  are  seen  complaining,  or  con- 
cerned about  three  things.  First,  they  are  disturbed  be- 
cause their  headache  inconveniences  their  feeling  of  well- 
being, and  interferes  with  their  job  or  with  their  pleas- 
ures. Second,  they  are  worried  about  a brain  tumor.  To 
reassure  all  headaches  of  known  origin  that  they  do  not 
have  a brain  tumor  is  sound  counsel  and  often  does 
much  to  relieve  their  anxiety  which  in  turn  further  re- 
lieves the  headache.  Many  times  these  people  are  wor- 
ried about  a brain  tumor  but  will  not  mention  it.  John 
Gunther’s  Death  Be  Not  Proud  (his  seventeen  year  old 
son  died  of  a brain  tumor)  and  the  newspaper  articles, 
pushing  the  cancer  fund,  do  a lot  to  set  up  anxieties 
in  this  direction.  Thirdly,  patients  with  "terrible  head- 
aches” periodic,  incapacitating,  prostrating  cephalalgia 
who  are  seeking  relief  of  any  sort. 

Localization 

The  location  of  the  headache  may  or  may  not  be  sig- 
nificant. In  sinus  infections  it  is  usually  in  or  about  the 
face,  occasionally  deep  to  the  eyes,  and  can  be  assigned 
to  adjacent  disease.  Elsewhere  the  location  of  the  pain 
and  the  site  of  the  inciting  pathology  are  not  related. 
A time  profile  of  the  headache  is  of  considerable  clinical 
significance,  much  more  so  than  location.  A knowledge 
of  time  and  character  of  onset,  duration,  period  of  great- 
est intensity,  interval  between  headaches  and  associated 
or  allied  disturbances  can  often  immediately  start  inves- 
tigation down  fruitful  channels.  In  the  data  that  fol- 
lows, this  time  profile  will  constantly  be  emphasized. 

Ocular  Headache 

Probably  one  of  the  commonest  causes  of  ambulatory 
headache  is  ocular. 


*CIinical  Assistant  Professor,  Department  of  Ophthalmology, 
University  of  Minnesota  Medical  School. 


Myopia.  People  who  are  nearsighted,  seldom,  if  ever, 
have  symptoms  of  eyestrain.  They  cannot  see  well  for 
distance  but  can  and  do  use  their  eyes  for  near,  with  or 
without  their  glasses,  with  no  discomfort  whatsoever 
unless  overcorrected.  A myopic  person  whose  spectacle 
correction  is  too  great  for  his  needs  becomes  artificially 
farsighted  and  may  have  all  the  discomfort  incident  to 
uncorrected  farsightedness. 

Hyperopia.  This  group  of  farsighted  people  includes 
presbyopes,  those  who  become  farsighted  for  near  ob- 
jects, about  age  45.  The  hyperopic  headache  usually 
begins  about  noon  or  mid-afternoon  and  continues  until 
relieved  by  sleep.  Not  uncommonly,  it  is  brought  on 
by  use  of  the  eyes  for  near  vision  in  the  evening  when 
reading  by  artificial  light.  Eyestrain  headaches  are, 
almost  without  exception,  produced  by  use  of  the  eyes 
for  near  vision.  People  whose  occupation  does  not  re- 
quire use  of  their  eyes  within  arm’s  length  seldom  have 
headaches  of  ocular  origin  even  though  they  have  large, 
uncorrected  refractive  errors.  Some  individuals  will  read 
at  night  and  awaken  with  a headache  the  next  morning. 
Others  may  wake  up  around  4:00  A.M.  with  dull  pain 
in  their  eyes.  These  symptoms  are  related  to  accommo- 
dative fatigue  and  disappear  under  proper  management. 

Children.  Children  often  complain  of  headache.  The 
author  has  yet  to  see  his  first  child  with  these  symptoms, 
positively  assignable  to  eyestrain.  Youngsters  have  tre- 
mendous powers  of  accommodation.  When  the  refrac- 
tive error  in  children  is  large  enough  their  vision  is  de- 
pressed but  they  do  not  have  symptoms  of  the  adult 
type.  Headache  problems  in  children  are  in  the  province 
of  the  family  physician  or  the  pediatrician,  unless  real 
ophthalmic  pathology  is  evident.  Headaches  in  other- 
wise healthy  children  are  usually  emotional  in  origin. 

Neuromuscular  disorders.  Vertical  extra-ocular  muscle 
deviations  may  produce  headaches,  accompanied  by 
blurred  vision.  Usually  diplopia  is  present,  which  may 
be  slight  and  even  unnoticed.  Exophoria  in  moderate  or 
low  degree  may  cause  ocular  discomfort.  Both  vertical 
deviations  and  exophorias  are  rather  rare  as  causes  of 
headache.  Divergent  and  convergent  strabismus  in 
adults  does  not  cause  symptoms. 

Induced  prism.  There  is  a form  of  muscle  imbalance 
that  does  produce  symptoms.  This  situation  is  not  pres- 
ent in  the  patient’s  native  ocular  stability  but  is  "in- 
duced” by  his  spectacles.  A spectacle  correction  may  be 
perfectly  ground  regarding  strength  and  axis  but  it  may 
have  the  optical  centers  too  wide  for  the  patient’s  own 
interpupilary  distance,  or  one  center  may  be  higher  or 
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lower  than  the  other.  When  this  disparity  is  great 
enough  to  produce  one-half  prism  diopter  of  imbalance 
the  glasses  may  produce  symptoms  even  though  the  basic 
refractive  correction  is  adequate.  This  is  called  inherent 
or  induced  prism  and  has  the  effect  of  producing  in  the 
wearer  a muscle  imbalance  he  cannot  tolerate.  This  is 
by  no  means  a rare  cause  of  headache.  It  may  occur  or 
be  produced  m any  pair  of  spectacles  with  a different 
prescription  for  each  eye.  Many  people  can  tolerate  this 
imbalance  without  symptoms,  on  the  other  hand,  many 
have  symptoms  which  too  often  are  relegated  to  the 
"catch  pot”  of  functional  disorders  because  they  have 
"the  right  prescription.”  It  has  been  said  elsewhere,  ^0 
per  cent  of  unsatisfactory  glasses  are  that  way,  not  be- 
cause of  a poor  refraction  but  because  of  unrecognized 
inherent  prism.  The  symptoms  produced  are  e.xactly 
similar  to  those  of  eyestrain  created  by  uncorrected  hy- 
peropia. 

Ciliary  hypertoniaty.  There  is  a group  of  individuals 
who  have  a typical  time  profile  for  hyperopic  ocular 
headache.  Dull  aching  pain  located  in  their  temples  or 
forehead,  getting  gradually  worse  as  the  day  progresses 
and  made  worse  by  reading  in  the  evening  by  lamplight. 
Usually  they  complain  of  some  "smarting  and  burning.” 
These  people  also  have  an  increased  winking  reflex,  mild 
conjunctival  hyperemia  and  from  two  to  two  dozen  pair 
of  glasses,  containing  all  types  of  correction,  none  of 
which  help.  Ages  usually  range  from  18  to  40.  Exam- 
ination under  full  cycloplegia  reveals  a low  or  no  refrac- 
tive error.  This  symptom  pattern  is  referred  to  as  ciliary 
hypertonicity — eyestrain  without  a refractive  error.  For 
some  reason  these  people  develop  an  accommodative  dis- 
comfort and  a corneal  conjunctival  irritation.  Treatment 
with  one-half  per  cent  homatropine  each  night  on  retir- 
ing and  some  mild  anesthetic-astringent  drops  during  the 
day,  carried  out  for  a month,  will  relieve  these  people 
completely  of  their  discomfort. 

Allergies.  Low  grade  corneal  conjunctival  allergies 
are  a common  cause  of  ambulatory  headache.  The  onset, 
duration  and  character  of  the  pain  varies  with  the  aller- 
gen. The  irritation  produces  a mild  conjunctival  hyper- 
emia on  the  lids  and  bulbi.  This  roughens  the  lids  which 
in  turn  irritates  the  cornea  and  increases  the  blink  reflex. 
With  this  increased  blink  reflex  orbicularis  oculi  spasm 
follows  and  this  in  turn  creates  a headache  in  the  frontal 
facial  area,  accompanied  by  a burning,  smarting  sensa- 
tion in  the  eyes.  Again,  the  time  of  occurrence  is  impor- 
tant. In  men  and  women,  cosmetics  are  commonly  the 
cause,  the  smarting,  burning  and  headache  occur  thirty 
minutes  to  an  hour  and  a half  after  application.  Pollens 
may  produce  a seasonal  disturbance.  Most  often  these 
people  show  little  if  any  other  evidence  of  sensitivity. 
This  ocular  allergy  is  quite  low  grade  and  seldom  gets 
worse.  It  also  seldom  gets  better  unless  the  offending 
contact  agent  is  ferreted  out. 

Glaucoma.  Primary  glaucoma,  in  its  incipient  forms, 
may  cause  headache.  The  author  has  seen  a few  patients 
with  a dull,  mild  headache,  indefinite  in  time  of  occur- 
rence and  duration  and  relieved  when  controlled  by 
miotic  therapy.  Acute  high  tension  or  "absolute”  glau- 


coma produces  a severe  headache.  The  onset  of  the 
headache  is  rather  sudden  following  the  acute  rise  in 
intra-ocular  tension.  Once  established,  it  is  constant  and 
nagging.  The  patient  frequently  complains  of  having  a 
"hair  in  her  eye,”  but  why  this  terminology  is  selected 
is  not  clear.  The  pain  may  or  may  not  be  too  severe 
in  or  about  the  eye.  The  headache  is  usually  parietal, 
on  one  side  or  the  other,  not  necessarily  on  the  side  of 
the  involved  eye.  The  eye  is  acutely  inflamed,  stony 
hard,  and  vision  is  reduced  to  darkness  or  light  and 
motion. 

Acute  glaucoma,  uncomplicated,  occurs  most  com- 
monly in  the  fifth,  sixth  and  seventh  decades  in  apoar- 
ently  normal  healthy  people.  Untreated  patients  in  their 
seventh  decade  can,  because  of  this  glaucoma  headache, 
go  into  a state  of  acute  inanition,  acidosis  and  expire. 
Hemorrhagic  glaucoma,  the  glaucoma  that  follows  un- 
treated central  retinal  venous  thrombosis,  may  follow 
a course  like  that  of  acute  primary  uncomolicated  glau- 
coma. There  is  this  difference:  a normal  healthy  eye 

suddenly  loses  most  of  its  siphr,  gets  along  well  for  a 
few  to  several  months,  then  (when  the  tension  starts  to 
rise)  develops  pain  which  like  primary  acute  glaucoma, 
persists  with  an  aching,  nagging  chronicity,  ultimately 
requiring  surgical  intervention  for  relief. 

Intis.  The  headache  of  iritis  is  one  of  the  few  head- 
aches of  ocular  origin  directly  and  dramatically  related 
to  the  eye.  The  onset  of  iritis  is  acute — hours  to  one  or 
two  days.  The  affected  eye  is  inflamed  and  sensitive  to 
light.  The  pain  is  deep  to  the  eye  and  in  the  forehead 
and  face  about  the  orbit.  The  pain  is  mild  to  severe, 
depending  on  the  severity  of  the  inflammation,  and  con- 
stant. It  may  throb.  Light  makes  this  pain  worse.  It 
may  be  so  severe  morphine  is  required.  As  soon  as  the 
iritis  is  brought  under  treatment  by  atropine,  salicylates 
and  foreign  protein  therapy  the  headache  is  promptly 
relieved.  That  this  head  pain  in  and  about  the  eve  is 
associated  with  ciliary  spasm  and  edema  of  the  ciliary 
body  is  proven  by  the  prompt  relief  brought  on  and 
maintained  with  adequate  use  of  atropine,  a ciliary  anti- 
spasmodic.  Iritis  is  an  odd  disease.  It  occurs  spontane- 
ously in  an  otherwise  healthy  normal  eye  in  adults  of 
any  age.  Bacteria  cannot  be  cultured  from  the  anterior 
chamber  at  any  time.  It  is  thought  to  be  a type  of  the 
little  known  focal  immune-allergic  reaction,  and  occurs 
commonly  in  patients  with  a previous  history  of  rheu- 
matoid arthritis.  Most  often  the  cause  is  unknown. 

Iritis  usually  runs  a self  limited  course  of  six  weeks  to 
three  or  four  months  and  tends  to  recur.  Treatment  is 
directed  toward  ameliorating  symptoms  and  salvaging 
sight.  On  occasion,  glaucoma  may  develop  in  the  course 
of  iritis.  When  this  occurs,  pain  in  the  head  about  the 
orbit  becomes  severe.  It  may  or  may  not  radiate  else- 
where. Treatment  is  directed  to  the  primary  cause. 

Hypertension 

The  headache  of  hypertension  is  characterized  by  pain, 
fairly  diffuse,  or  it  may  be  focal,  present  on  arising  each 
morning.  It  is  usually  throbbing.  It  may  wake  the  pa- 
tient up  or  he  may  awake  with  it.  It  is  relieved  by 
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aspirin  although  it  usually  disappears  spontaneously  after 
the  patient  is  up,  dressed  and  has  had  his  coffee.  Hyper- 
tensive headache  may  be  absent  during  the  rest  of  the 
day,  or  reappear  at  any  time  in  the  presence  of  excite- 
ment or  emotional  stress.  These  patients  see  the  ophthal- 
mologist because  their  headache  is  located  back  of  the 
eyes  or  in  the  occiput.  Examination  usually  reveals  no 
refractive  error  or  one  well  corrected.  Retinal  vascular 
changes,  almost  invariably  present,  lead  one  to  further 
studies  which  uncover  the  hypertension.  The  mechanism 
is  not  well  understood. 

Cervical  Arthritis 

One  of  the  more  uncommon  types  of  headache  is  pro- 
duced by  cervical  arthritis.  This  entity  whatever  the 
cause  or  type  frequently  produces  spasm  in  the  muscles 
of  the  neck.  Pain  usually  begins  here  and  radiates  up 
into  the  occiput  and  may  even  extend  into  the  fronto- 
parietal area.  The  headache  may  be  unilateral  or  bi- 
lateral. Diagnosis  is  made  by  history  which  is  typical 
for  arthritis  in  the  cervical  region — postural  pain,  limita- 
tion of  motion  and  relief  with  salicylates.  It  is  surpris- 
ing how  little  regard  these  patients  have  for  the  primary 
pain  in  their  neck  and  how  concerned  they  get  over  the 
incident  headache. 

Brain  Damage 

The  term  brain  damage  is  used  here  to  denote  the 
presence  of  pathological  intracranial  processes.  Where 
possible  etiology  will  be  considered,  however,  it  is  not 
in  the  province  of  the  ophthalmologist  to  assign  etiology 
to  cerebral  pathology,  but  rather  to  recognize  its  pres- 
ence, such  information  to  be  used  as  a guidepost  for 
further  study. 

Infections  and  Space  Consuming  Lesions.  In  the 
author’s  experience,  brain  damage  as  a cause  of  headache 
is  quite  uncommon,  probably  the  least  common  cause  of 
ambulatory  cephalalgia.  Further,  may  it  be  said  that  not 
all  brain  damage  causes  headache.  Intracranial  pathology 
causes  headache  only  ( 1)  when  tension  or  a pull  is  placed 
on  the  meninges  or  larger  vessels  either  by  a generalized 
increased  intracranial  pressure  (meningitis)  or  by  a local 
pressure  (subdural  hematoma  or  expanding  tumor) ; or 
(2)  when  there  is  a disturbance  in  the  peripheral  func- 
tion of  cranial  nerves  incident  to  intracranial  change. 
Usually,  when  intracranial  disease  is  sufficient  to  cause 
headache,  there  are  other  dramatic  neurologic  changes 
which  far  overshadow  the  cephalalgia  as  a diagnostic 
sign.  Such  changes  are  peripheral  sensory  or  motor  dis- 
turbances, changes  in  the  sensorium,  diplopia,  visual  field 
changes,  high  fever  with  neck  rigidity  and  Jacksonian 
seizures. 

Post  traumatic  syndrome.  There  are  two  exceptions  to 
the  above  which  are  more  commonly  seen,  are  ambulatory 
and  should  be  recognized.  The  first  is  the  post  traumatic 
syndrome. 

Case  I.  An  example  of  the  first  type  is  M.  B,,  a twenty-seven- 
year  old  white  electrician  in  previous  good  health,  who  fell  from 
a scaffold  about  six  feet  high.  He  struck  his  head  over  the 
right  parieto-occipital  region.  If  he  was  unconscious  it  was  for 
not  more  than  one  or  two  minutes.  He  was  immediately  dizzy, 


lightheaded  and  felt  nauseated.  He  did  not  vomit.  He  was 
taken  to  a local  physician  who  examined  him  and  found  nothing 
of  note.  X-rays  of  his  skull  were  negative.  Blood  pressure  was 
130/74  and  urine  and  blood  studies  were  not  significant. 

The  patient  was  sent  home  and  told  to  stay  in  bed  for  a day 
or  two,  following  which  he  was  to  report  back  to  the  physician. 
Two  days  later  his  wife  called  the  physician  to  make  a house 
call,  stating  the  man  was  too  weak  to  come  to  the  office.  At  this 
visit  the  patient  was  in  bed  complaining  bitterly  of  a severe  gen- 
eralized throbbing  headache  which  had  been  present  since  shortly 
after  the  injury.  He  had  had  no  fever,  took  little  food  but  took 
fluids  well.  The  man  looked  ill  but  physical  examination  at  this 
time  was  entirely  negative.  Nothing  gave  much  relief  from  his 
headache  including  codeine  or  morphine.  The  patient  gradually 
improved  over  a period  of  eight  months.  During  the  long  con- 
valescence the  four  typical  signs  of  post  traumatic  change  ap- 
peared. They  were  (1)  severe  headache  not  amenable  to  relief, 
(2)  emotional  instability,  (3)  intolerance  to  alcohol  and  (4) 
raoid  fatiguability.  He  gradually  improved,  his  headaches  sub- 
sided and  he  became  less  irritable.  During  this  time  he  was  seen 
in  this  office.  His  vision  was  normal  and  his  muscle  balance, 
fields  and  fundi  were  without  change.  In  a year’s  time  he  was 
fully  recovered. 

Unless  acquainted  with  this  syndrome,  it  is  easy  to  call 
the  type  of  problem  functional,  yet  a normal  healthy 
robust  male  doesn’t  become  what  appears  to  be  a neur- 
otic over  night.  During  World  War  II  many  such  cases 
were  badly  mismanaged  because  the  picture  was  not  well 
understood.  These  people  are  ill  and  when  forced  into 
more  activity  than  they  can  tolerate,  their  symptoms  get 
worse.  They  will  improve,  most  often  completely,  but 
six  months  to  a year  should  be  allowed  for  complete 
recovery.  The  headache  in  this  picture  is  associated 
almost  completely  either  with  fatigue  or  any  emotional 
stress.  The  pathology  is  thought  to  be  in  the  nature  of 
petechial  hemorrhages  probably  in  the  midbrain  about 
the  aqueduct. 

Minor  Apoplexies 

The  second  exception  is  the  minor  apoplexy.  Alvarez 
has  given  this  much  thought  and  recently  clearly  estab- 
lished it  as  a definite  clinical  entity.  Briefly  the  brain 
sustains  minor  vascular  insults  in  the  form  of  small 
hemorrhages.  These  are  by  no  means  killing  blows, 
rather  "death  takes  a little  bite’’  out  of  the  patient’s 
brain.  It  is  contended  that  major  cerebral  hemorrhages 
per  se  seldom  occur,  rather  the  fatal  bleeding  is  the  end 
of  a long  series  of  minor  accidents.  These  small  hemor- 
rhages may  begin  as  early  as  the  third  decade  of  life. 
They  are,  however,  much  commoner  in  the  fifth,  sixth 
or  seventh  decades. 

The  symptoms  obviously  can  be  manifold  depending 
upon  the  location.  When  this  small  hemorrhage  occurs, 
there  is  usually  an  attack  of  dizziness,  headache  or  faint- 
ing. The  blood  pressure  falls,  even  though  not  previously 
elevated.  The  patient  may  or  may  not  lose  consciousness 
but  always  shows  evidence  of  a sudden  cerebral  disturb- 
ance. Following  the  acute  phase  he  may  develop  a 
chronic  persistent  headache,  or  a recurrent  burning  pain 
in  and  about  his  forehead  and  face  or  one  side  or  the 
other.  If  the  lesion  is  in  the  midbrain,  which  it  com- 
monly is,  the  patient  develops  eye  signs  along  with  his 
head  pain  which  will  facilitate  localization,  ;.  e.,  if  an- 
teriorly located  he  may  exhibit  decreased  convergence 
with  no  limitation  of  lateral  gaze.  Nystagmus  is  present 
but  to  a lesser  extent  than  when  posteriously  located. 
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If  posterioiisly  placed,  lie  will  demonstrate  good  conver- 
gence, nystagmus  and  paresis  of  one  lateral  rectus  and 
the  opposite  medial  rectus.  This  produces  a conjugate 
paralysis  of  gaze  to  one  side.  Often  pyramidal  tract 
signs  arc  present.  Quite  often  localization  can  be  antici- 
pated if  the  patient  is  seen  early.  Field  changes,  conju- 
gate deviations,  aberrant  motions  of  command,  following 
motions  and  convergence  often  appear  soon  after  the 
accident  and  disappear  later.  The  symptoms  of  head- 
ache, vertigo,  loss  of  appetite  and  feeling  of  well  being, 
however,  persist.  The  patient  suddenly  seems  much  older, 
rhe  prognosis  is  poor.  The  patient  will  not  recover  from 
his  present  symptoms  and  will  have  more  accidents  which 
will  cause  further  crippling. 

(.'use  2.  R.  R.,  a forty-six-year  old  successful  white  salesman 
for  building  equipment  suddenly  developed  what  appeared  to  be 
an  acute  circulatory  collapse.  His  blood  pressure,  checked  in  the 
recent  past,  was  130/70.  At  this  time  it  dropped  to  90/-40. 
There  was  no  chest  pain,  in  fact  no  pain  at  all  except  a dull 
headache.  Repeated  electrocardiograms  were  negative.  The  pa- 
tient was  hospitalized  and  treated  con.servatively.  Neurologic 
examination  revealed  hyperactive  reflexes  but  nothing  else  of 
note. 

After  a hospital  stay  of  two  weeks  he  was  discharged  home 
somewhat  improved.  His  blood  pressure  rose  to  as  high  as 
90/60  and  has  stayed  there.  He  had  a continuous  dull  head- 
ache and  was  unable  to  do  the  least  amount  of  work.  The  man 
was  seen  in  this  office  three  months  later,  still  complaining  of 
a persistent  dull  occipital  headache,  fatigue  and  inability  to 
work.  He  states  he  is  unable  to  think  straight  and  develops  an 
overwhelming  fatigue  with  the  effort.  In  short,  he  has  lost  his 
zest  for  living.  I.xammation  revealed  no  ocular  evidence  of 
intracranial  change.  This  is  the  typical  picture  of  a minor  apo- 
plexy. This  man  will  not  improve  much,  will  have  repeated 
minor  apoplexies,  one  of  which  will  be  terminal. 

Headaches  of  ITjncitonai  Origin 

rlu.s  loose  and  poorly  stated  subgroup  contains  tlie 
headaches  not  assigned  above.  Originally,  it  contained 
almost  all  headaches  with  exception  of  a very  obvious 
few.  As  more  and  more  careful  observations  are  made, 
this  group  contains  fewer  and  fewer  headaches  and, 
it  is  this  author’s  profound  hope,  someday  may  be  re- 
duced to  the  vanishing  point.  Major  in  this  group  are 
the  so-called  tension  headaches,  ophthalmic  migraine  and 
the  poorly  understood  histamine  cephalalgia. 

I cnsion  headache.  Many  individuals,  chiefly  active, 
conscientious,  intelligent  women  in  their  thirties  develop 
headache  in  or  behind  their  eyes.  This  headache  has  a 
slow  onset,  two  to  eight  hours,  no  aura,  and  is  bilateral. 
Use  of  their  eyes  may  or  may  not  make  it  worse.  The 
headache  gradually  increases  in  intensity  until  the  pa- 
tient has  to  go  to  bed.  At  its  peak,  there  may  be  .some 
nausea,  and  occasionally  vomiting.  Light  bothers  the  pa- 
tient’s eyes.  This  head  pain  lasts  twenty-four  to  forty- 
eight  hours  and  clears  spontaneously.  During  the  attack 
It  IS  interesting  to  note  these  patients  get  no  or  only 
slight  relief  from  any  medication.  Aspirin,  codeine  and 
morphine  do  little  but  increase  the  nausea.  Sedatives 
such  as  the  barbiturates  or  bromides  offer  more  relief. 
I he  incidence  of  tension  headaches  varies  with  exposure 
to  events  which  tend  to  set  up  or  increase  her  anxieties. 
Small  children,  discord  in  the  home,  and  financial  wor- 
ries are  the  commonest  inciting  events. 


Not  uncommonly  these  women  develop  headaches 
about  the  time  of  ovulation  and  during  menstruation. 
They  may  have  one  or  two  headaches  a week  or  only 
one  or  two  a month.  Some  may  have  a mild  headache 
all  of  the  time  which  becomes  worse  at  intervals.  Treat- 
ment is  directed  toward  mild  sedation  and  psychic  ven- 
tilation plus  a lot  of  reassurance  that  there  is  no  evi- 
dence of  brain  tumor  or  other  underlying  dramatic 
pathology.  These  people  are  most  grateful  for  any  help 
received  and  have  usually  seen  several  physcians  who, 
following  a thorough  physical,  have  summarily  dismissed 
them  as  having  no  real  disorder.  Real  or  not,  they  still 
have  symptoms  of  a most  aggravating  order.  The  most 
difficult  part  for  the  physician  treating  this  tension  head- 
ache to  decide  is  — does  this  woman  want  to  be  relieved 
of  her  head  pain.  Though  they  swear  they  must  get  re- 
lief, many  do  not  want  help  because  their  headache 
serves  a very  useful  purpose  in  maintaining  their  place 
in  the  sun. 

Migraine.  Whatever  the  etiology  of  migraine,  the 
diagnosis  is  not  difficult.  There  is  the  aura,  usually  vis- 
ual such  as  flashing  lights  or  tubular  vison,  or  other  sen- 
.sory  changes  followed  by  a headache  over  one  half  the 
head.  There  is  nausea  and  often  vomiting.  Patients 
.seen  in  this  office  usually  have  pain  in  and  about  one  eye. 
There  is  often  some  conjunctival  redness  and  on  occa- 
sion the  eye  may  be  quite  red  and  photophobic.  The 
head  pain  is  dull  and  throbbing  at  first,  getting  progres- 
sively worse.  Often  there  is  an  area  of  severe  pain  which 
can  be  covered  by  a silver  half  dollar.  Little  or  no  relief 
is  obtained  from  sedatives  or  narcotics.  Relief,  in  the 
majority  of  cases,  can  be  obtained  by  one  of  the  ergot 
preparations  followed  by  sedation.  Ergotamine  tartrate 
(gynergen)  intramuscularly  and  dihydroergotamine 
(DHE-4^-Sandoz)  intramuscularly  or  by  the  intravenous 
route  work  well.  It  is  paramount  that  treatment  be 
started  as  soon  as  symptoms  begin.  For  this  reason, 
ergot  parenterally  is  not  always  feasible.  Ergotamine 
tartrate  and  caffeine  (cafergone-Sandoz)  can  be  given 
by  mouth  and,  if  taken  early,  when  symptoms  first  ap- 
pear, often  suffices.  Ergot  preparations  will  permanently 
relieve  the  immediate  attack  but  should  be  followed  by 
sedation  (3  gr.  .sodium  amytal-Wolff.)  Fatigue  is  related 
in  some  way  to  this  syndrome,  therefore  eight  to  twelve 
hours  of  uninterrupted  sleep  is  of  much  value. 

Other  Miscellaneous  Headaches 

There  are  other  headaches  not  described  above  which 
the  author  cannot  catalog. 

Histamine  headaches  are  now  being  described.  Wheth- 
er or  not  this  type  is  a part  of  the  migraine  or  is  a 
separate  entity  is  not  known.  Horton  believes  he  has 
obtained  some  results  by  desensitizing  them  with  hista- 
mine. One  type  is  described  as  a sharp,  piercing  pain 
located  in  one  eye.  The  onset  is  sudden  and  the  eye 
becomes  red.  The  pain  is  excruciating  but  lasts  only  a 
few  seconds  and  stops  as  quickly  as  it  came.  No  com- 
ment can  be  made  as  no  experience  has  been  had  with 
either  observation  or  treatment. 

Atypical  facial  neuralgias  are  chronic,  dull  and  follow- 
no  nerve  pattern.  The  author  has  not  had  occasion  to 
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observe  or  treat  this  complaint.  Tics  are  not  discussed 
here  as  they  are  not  seen  hy  ophthalmologists  except  on 
the  rarest  occasions. 

Triggering  Mechanisms 

It  is  believed,  though  still  unproven,  that  many  if  not 
all  headaches  are  set  off  by  some  triggering  mechanism. 
Often  a patient  with  recurrent  headaches,  not  related 
to  the  use  of  his  eyes,  will  have  far  fewer  attacks  when 
his  refractive  error  is  properly  corrected.  This  carries 
into  the  tension  and  migraine  zones.  T.J.B.,  a physician, 
had  recurrent  migraine  for  years.  His  attacks  were  typ- 
ical and  included  an  aura,  nausea,  vomiting  and  hemi- 
crania.  He  was  refracted  for  other  reasons  and,  since 
that  time  has  had  little  or  no  trouble.  By  no  means  is  it 
contended  that  all  of  these  headaches  are  due  to  eye 
strain  but  rather  that  they  are  set  off  by  some  irritation 
which  can  start  head  pain.  Sinus  disease,  infected  or 
carious  teeth,  and,  probably  the  commonest  of  all  trig- 
gering mechanism — fatigue,  and  exhaustion  can  start 
the  headache  going. 

Summary 

The  clinical  nature  of  some  ambulatory  headaches 
seen  in  ophthalmic  practice  has  been  discussed  from  the 
standpoint  of  differential  diagnosis.  Included  are:  lo- 

calization, ocular  headaches,  hypertension,  cervical  ar- 
thritis, brain  damage,  headaches  of  functional  origin, 
other  miscellaneous  headaches,  and  triggering  mech- 
anisms. 

Conclusions 

Differential  points  in  the  diagnosis  of  some  types  of 
ambulatory  headache  have  been  given  in  an  attempt  to 
establish  clinical  etiology  in  as  many  as  possible.  Earlier 


it  was  prefaced  that  many  headaches  were  sent  to  the 
ophthalmologist  in  an  effort  to  assign  cause.  This  study 
attempts  to  demonstrate  where  a survey  of  the  ocular 
mechanism  can  be  of  help  either  for  relief  of  symptoms 
or  for  diagnosis.  The  location  of  the  headache  has  been 
little  regarded.  For  diagnosis  emphasis  has  been  placed 
on  the  time  profile  of  the  headache,  response  to  drugs 
and  the  reaction  of  the  rest  of  the  organism  to  or  during 
the  headache.  Triggering  mechanisms  are  discussed. 
The  above  observations  are  all  of  clinical  nature. 
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Surgery  does  the  ideal  thing — it  separates  the  patient  from  his  disease.  It  puts  the 
patient  back  to  bed  and  the  disease  in  a bottle. — Logan  Clendening,  M.D. 
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Arthritis  Following  Gold  Therapy 
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Philadelphia,  Pennsylvania 


During  the  past  ten  years,  over  HOC  courses  of  gold 
therapy'  for  rheumatoid  arthritis  have  been  given 
at  the  Arthritis  Clinic  of  Philadelphia  General  Hospital 
and  of  Jefferson  Medical  College  Hospital,  Philadel- 
phia, in  the  Philadelphia  Police  and  Fire  Department 
and  in  private  practice.  Recent  favorable  reports  of  the  use 
of  cortisone,-  of  adrenocorticotropic  hormone  (ACTH),’ 
and  of  pregnenolone^  make  appropriate  a comparison 
with  the  results  of  gold  therapy  in  this  series.  Since  this 
group  is  large,  although  many  of  the  patients  are  not 
available  for  recent  follow-up,  those  who  are  constitute 
a representative  cross-section  of  the  whole  from  which 
valid  conclusions  may  be  drawn. 

Although  spontaneous  remissions  of  varying  lengths 
and  even  a few  spontaneous  cures  are  characteristic  of 
rheumatoid  arthritis,  no  statistics  concerning  untreated 
cases  are  available  with  which  to  compare  the  remissions 
following  therapy,  since  denying  the  patient  the  benefit 
of  conventional  treatment  is  not  justified.  However, 
years  of  experience  give  the  rheumatologist  definite  clin- 
ical impressions  of  comparison  between  spontaneous  and 
treatment  remissions.  Also,  it  is  frequently  possible  to 
gain  a definite  picture  of  the  spontaneous  remissions 
from  the  history  of  the  case  before  therapy  and  to  com- 
pare this  picture  with  that  after  therapy.  Comparison  of 
one  form  of  therapy  with  another,  however,  can  be  made 
on  a definite  mathematical  basis  if  groups  of  comparable 
and  adequate  size  are  selected.  The  purpose  here  is  to 
present  data  concerning  remissions  and  cures  following 
gold  therapy  in  this  large  series  with  which  results  of 
other  forms  of  therapy  may  be  compared,  when  com- 
parably large  groups  have  been  observed  over  comparable 
periods,  as  with  ACTH,  adrenal  cortical  extract,  corti- 
sone, de.soxycorticosterone  acetate,  pregnenolone,  proges- 
terone, estradiol,  testosterone  and  several  other  steroid 
substances  that  have  been  reported  to  be  useful  in  treat- 
ment of  rheumatoid  arthritis. 

The  group  reported  here  consists  of  475  patients  given 
a total  of  721  courses  of  gold  therapy  and  followed  for 
as  long  as  seven  years.  A course  of  gold  in  earlier  re- 
ports concerning  this  group  consisted  of  intramuscular 
injections  of  10  mg.,  twice  weekly,  4 doses;  25  mg.,  twice 
weekly,  4 doses;  50  mg.,  twice  weekly,  4 doses;  and  100 
mg.,  weekly,  9 doses  — a total  of  1240  mg.  For  the 
past  three  years  the  course  consists  of  10  mg.,  twice 
weekly,  4 doses;  25  mg.,  twice  weekly,  4 doses;  if  im- 
provement IS  shown  at  this  point,  the  dosage  is  not  in- 
creased, but  25  mg.  is  given  weekly  until  a total  of 
790  mg.  is  administered;  but  if  there  is  no  improvement, 
50  mg.,  twice  weekly,  4 do.ses;  50  mg.  weekly,  9 dose.s — 


a total  of  790  mg.  The  100  mg.  dose  has  been  discarded 
entirely. 

Of  these  475  patients,  389  responded  to  request  for 
follow-up  and  are  now  under  observation.  Many  are 
still  in  remission.  Of  these  389  patients  180  (46  per 
cent)  had  remissions  of  from  one  to  seven  years.  This 
percentage  of  patients  having  remissions  can  be  applied 
approximately  to  the  entire  group  of  475,  since  all  but 
86  (12  per  cent)  are  included  in  the  follow-up.  Almost 
one-half  of  rheumatoid  arthritics  given  adequate  gold 
therapy  may,  therefore,  be  expected  to  respond  by  re- 
missions of  from  one  to  seven  or  more  years. 

Table  I lists  the  numbers  of  males  and  females,  below 
and  above  age  40  who  had  remissions  of  more  than 
1,  2,  3,  4,  and  6 years,  following  1,  2,  3,  4,  5,  and  7 
courses  of  gold  therapy. 

Table  I 


Remissions  in  389  Rheumatoid  Arthritics  Following 
Gold  Therapy 


No.  of 
Courses 

Sex 

Before 

or 

After 

40 

Number  of  Patients  with 
Remissions  of  more  than 

YEARS 

Total 

Patients 

1 i 2 1 3 ! 4 1 5 ! 6 

1 

M 

B 

1 1 2 ! 1 1 1 1 4 i 2 

11 

A 

3 ' 4 161715 

26 

F 

B 

3 ' 3 1 5 ! 2 ' 12  3 

28 

3 1 10  : 9 1 5 i 15  t 8 

50 

2 

M 

B 

’ 3 ' 1 ' 1 1 1 

6 

A 

3 1 1 1 3 1 3 1 2 i 3 

15 

F 

B 

A 

2 1 1 , 1 i 3 1 2 

9 

1 7 : r 2 1 6 i 1 

18 

3 

M 

B 

' : 1 ! 1 1 

2 

A 

1 11  1 

4 

F 

B 

11  ' 

2 

A 

1 1 1 1 : 1 

1 

4 

M 

A 

1 ' ! 2i  ; 

2 

F 

A 

1 ^ 1 ' 1 1 

2 

5 

F 

A 

1 : i 1 ! 1 

3 

7 

F 

A 

1 1 : 1 

1 

Totals 

18  1 34  ! 25  1 25  [ 52  1 26 

180 

A certain  percentage  of  cases  may  remain  in  remis- 
sion indefinitely.  A patient  is  considered  to  be  in  remis- 
sion when  he  is  free  from  pain  and  stiffness,  is  no  longer 
markedly  affected  by  changes  in  weather,  and  when  his 
blood  count  and  sedimentation  rate  have  returned  to 
normal,  even  though  he  may  have  residual  deformities. 
If,  however,  there  is  no  residual  swelling  or  deformity, 
the  term  "cure”  might  be  cautiously  used. 
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Little  is  known  concerning  remissions  resulting  from 
cortisone  and  ACTH  therapy  beyond  the  fact  that  they 
are  short.  Control  of  pain  and  swelling  and  increase  in 
motility  of  the  affected  joints  appear  to  require  almost 
continuous  therapy  with  these  new  remedies.  This  con- 
tinuous use  has  been  reported  to  result  in  undesirable 
reactions,  including  Cushing’s  syndrome,  a condition 
much  more  serious  than  rheumatoid  arthritis.  For  these 
reasons,  in  addition  to  the  unavailability  and  expense  of 
cortisone  and  ACTH,  search  is  being  made  for  a more 
available  and  economical  steroid  that  will  control  the 
symptoms  and  progress  of  rheumatoid  arthritis  without 
these  untoward  actions. 

During  the  past  decade  with  the  advent  in  clinically 
adequate  quantities  of  the  various  steroid  hormones,  each 
in  turn  has  been  applied  to  the  treatment  of  various 
forms  of  arthritis.  Ten  years  ago  these  clinics  reported^ 
the  value  of  estradiol  in  treatment  of  atrophic  arthritis 
of  the  menopause.  Amelioration  of  atrophic  arthritis 
during  pregnancy  suggested  the  use  of  progesterone*' 
and  other  corpus  luteum  preparations.  For  the  past  sev- 
eral years  testosterone,  estradiol  and  desoxycorticosterone 
have  been  used  here  as  adjunctives  to  gold  therapy.  Ten 
years  before  the  recent  favorable  reports  on  the  use  of 
cortisone,  whole  adrenal  cortical  extracts'  were  used  with 
benefit  in  chronic  arthritis.  It  would  appear  from  favor- 
able results  from  these  several  steroid  hormones  that 
their  action  may  not  be  specific  against  the  arthritic 
process  and  that  any  one  of  several  may  be  expected  to 
give  as  much  relief  as  any  other.  Among  the  several 
steroids  under  test  here  is  A 5-pregnenolone  which  we 
have  now  used  for  the  past  six  months  in  20  patients 
in  dosages  of  from  0.3  to  12.0  gm.  over  periods  from 
one  to  131  days.  Of  the  20  patients  with  pregnenolone, 
12  were  markedly  and  three  slightly  improved,  two 
showed  no  improvement,  one  had  one  injection,  and 
treatment  was  discontinued  in  one,  who  showed  allergic 
swelling  of  the  lips,  and  in  one  who  developed  an  ab- 
scess at  the  site  of  injection.  Several  patients  responded 
to  therapy  immediately  and  dramatically.  Uniformly, 
swelling  and  pain  were  relieved  promptly,  and  activities 
impossible  for  years  were  engaged  in.  Present  usual  dos- 
age is  300  mg.  intramuscularly  daily.  Several  patients 
have  continued  on  this  regimen  for  more  than  40  days 
with  no  toxic  or  untoward  reactions,  except  for  one 
allergic  case,  which  was  probably  due  to  the  menstruum. 
Three  patients  have  maintained  improvement  on  doses 
of  300  mg.  administered  twice  weekly.  Another  publica- 
tion will  give  clinical  details  on  these  patients,  75  per 
cent  of  whom  showed  favorable  response  to  high  dosage 
pregnenolone  therapy.  Since  it  is  at  present  impossible 
to  predict  response  in  a rheumatoid  arthritic  to  any 
therapy,  it  seems  probable  that  optimum  therapy  for 
this  condition  may  be  a combination  of  gold  with  certain 
steroids.  Such  various  combinations  are  at  present  under 
study  here. 

Summary 

1.  Approximately  one-half  of  a large  group  of  rheu- 
matoid arthritics  on  gold  therapy  showed  remissions  of 
from  one  to  seven  years  and  more. 


2.  A preliminary  report  is  made  on  the  treatment  of 
20  rheumatoid  arthritics  with  A 5-pregnenolone.  Strik- 
ing improvement  with  a minimum  of  untoward  reactions 
was  obtained  in  75  per  cent. 

3.  Until  similar  data  are  available  concerning  the 
more  recently  proposed  steroids  and  cortical  stimulants, 
gold  remains  the  most  efficacious,  single  remedy  in  rheu- 
matoid arthritis. 
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A 5 -pregnenolone  (Prenolon) , estradiol  benzoate  (Progynon- 
B),  testosterone  propionate  (Oreton) , desoxycorticosterone 
acetate  (Cortate) , progesterone  (Proluton)  were  supplied  by 
Sobering  Corporation,  Bloomfield,  New  Jersey,  through  the 
courtesy  of  Dr.  William  H.  Stoner. 

From  the  Arthritis  Clinic  of  the  Philadelphia  General  Hos- 
pital, Philadelphia,  Pennsylvania. 
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Treatment  of  Pruritus  Ani,  Vulvae  et  Scroti 

F.  Philip  Lowenfish,  M.D.* 
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OF  all  the  distressing  conditions  seen  hy  the  der- 
matologist, one  of  the  most  common  is  that  of  pru- 
ritus affecting  the  anus,  vulva  or  scrotum.  Irritation 
usually  spreads  from  the  anal  to  the  genital  regions  or 
vice  versa  because  of  the  proximity  of  these  areas  and 
inclination  of  the  patient  to  relieve  the  irritation  by 
scratching.  If  treated  promptly,  these  forms  of  pruritus 
disappear  rapidly,  but  if  the  condition  is  not  checked, 
treatment  becomes  difficult  and,  in  many  cases,  pro- 
longed. 

In  a series  of  56  cases,  application  of  an  ointment  con- 
taining a local  anesthetic,  an  astringent  and  a mild  anti- 
septic agent  was  employed  with  varying  degrees  of  suc- 
cess. The  ointment,  made  up  of  Benzocaine  5 per  cent, 
Ephedrine  Hydrochloride  0.1  per  cent,  Oxyquinoline 
Sulfate  1 per  cent  and  Ichthammol  1 per  cent  in  a 
petrolatum  and  anhydrous  lanoline  base,  was  used  to 
relieve  itching,  to  help  dry  the  lesions  and  to  prevent 
spread  of  the  causative  factor  in  one  application.  Treat- 
ment was  initiated  with  x-ray  therapy,  followed  by  reg- 
ular application  of  the  ointment. 

Etiology 

The  etiologic  factors  in  cases  of  pruritus  in  women 
seem  to  arise  from  the  menstrual  and  climacteric  states. 
In  men,  the  most  common  causes  of  pruritus  are  over- 
indulgence  in  alcohol,  tight-fitting  underwear,  perspira- 
tion (especially  in  obese  persons),  uncleanliness,  and, 
paradoxically,  excessive  use  of  harsh  soaps.  Other  causes 
in  both  sexes  may  be  seborrheic  dermatitis,  psoriasis,  dia- 
betes mellitus  and  pinworm  infection. 

Treatment 

Sparse  initial  application  was  recommended  to  deter- 
mine sensitivity  to  the  medication.  If  lesions  flared  up, 
a patch  test  was  made  on  the  Hexor  surface  of  the  fore- 
arm and,  if  positive,  treatment  was  discontinued.  In  the 
entire  series,  only  five,  or  8.6  per  cent,  showed  such 
sensitivity. 

Patch  tests  can  be  made  prior  to  treatment,  but  since 
the  condition  causes  great  discomfort  to  the  patient, 
treatment  was  usually  started  at  once.  Patients  were  in- 
structed to  apply  the  ointment  both  morning  and  eve- 
ning during  the  course  of  treatment.  In  about  70  per 
cent  of  all  cases  treated,  50  r ( 100  kilovolts)  unfiltered 
roentgen  ray  therapy  was  given  every  two  weeks. 

Of  the  56  cases  treated,  12  had  pruritus  scroti;  eight 
pruritus  vulvae;  20,  pruritus  ani  et  scroti;  and  16,  pru- 
ritus am  et  vulvae.  Table  I shows  results  of  tlie  treat- 
ment according  to  number  of  patients  and  degree  of  im- 
provement obtained. 

*D  cmiaIologir.il  .Service,  (,'ity  I lospil.il,  Wellare  Isl.ind,  New 
York  C.'ity. 


Table  I 

Moderate 


Pruritus 

scroti 

No.  of 
Cases 
12 

Cleared 

6 

Improve- 

ment 

5 

No 

Change 

1 

Pruritus 

vulvae 

8 

3 

3 

2 

Pruritus 

ani  et 

scroti 

20 

12 

4 

4 

Pruritus 

ani  et 

vulvae 

16 

8 

3 

5 

Total 

56 

29 

15 

12 

In  this  series,  eight  cases  showed  no  clinical  classifica- 
tion except  an  intense  pruritus.  Two  patients  with  trich- 
omonas vaginitis  were  observed  and  treated,  but  no  relief 
was  obtained  for  them  because  of  the  deep-seated  infec- 
tion. Three  patients  with  mycotic  infection  also  did  not 
respond  to  therapy.  Two  specific  cases  in  which  good 
results  were  obtained  are  cited. 

Case  26.  A.  M.,  female,  age  42,  was  examined  on  Septem- 
ber 23,  1949.  Except  for  intense  pruritus  of  the  vulva  and  anal 
area,  physical  examination  and  history  were  negative.  The  con- 
dition was  of  five  days  duration.  The  area  was  exposed  to  50  r 
100  kilovolts  unfiltered  radiation,  followed  by  application  of  the 
ointment.  The  patient  was  instructed  to  apply  the  ointment 
both  night  and  morning.  When  she  returned  two  days  later, 
the  intense  itching  had  been  relieved  and,  except  for  brief  peri- 
ods of  minor  discomfort,  she  was  apparently  well.  Treatment 
was  continued  for  five  days  more.  At  the  last  visit,  one  week 
after  initiation  of  treatment,  itching  had  ceased  entirely,  inflam- 
mation had  disappeared  and  the  patient  was  discharged. 

Case  41.  B.  E.,  male,  age  33,  complained  of  intense  inflam- 
mation and  itching  of  the  scrotum,  penis  and  anal  region.  Phys- 
ical examination  showed  an  obese  individual  weighing  278  lbs. 
who  was  perspiring  profusely  despite  cool  temperatures.  The 
pruritus  had  persisted  for  several  weeks  during  which  the  pa- 
tient tried  self-medication  without  results.  Treatment  was  ini- 
tiated with  50  r,  100  kilovolts  unfiltcred  radiation,  after  which 
the  ointment  was  applied  liberally  to  the  areas  involved.  The 
patient  was  instructed  to  apply  the  ointment  night  and  morn- 
ing. Four  days  later,  the  condition  had  improved  and  the  pa- 
tient was  more  comfortable.  Another  x-ray  treatment  was  given 
and  continued  application  of  the  ointment  recommended. 
A week  later  the  patient  was  discharged  as  cured. 

Sljmmary 

A series  of  56  cases  of  pruritus  ani,  vulvae  et  scroti 
were  treated  with  an  ointment  containing  a local  anes- 
thetic, an  astringent  and  a mild  antiseptic  in  a base  of 
petrolatum  and  lanolin  (anhydrous).  In  70  per  cent  of 
cases,  patients  received  50r  ( 100  kilovolts)  unfiltered 
radiation  every  two  weeks  during  the  course  of  treat- 
ment with  the  ointment. 

The  condition  cleared  entirely  in  29  or  51.8  per  cent 
of  cases,  while  15  or  26.8  per  cent  showed  moderate  im- 
provement, and  12  or  21.4  per  cent  showed  no  change. 

The  relative  value  of  the  roentgen  therapy  and  the 
application  of  the  ointment*  was  not  determined. 

*The  materi.ll  used  'ii  this  study  was  Dcrma-Medicone,  sup- 
plied by  the  Medicone  Company,  New  York,  N.  Y. 
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The  American  College  Health  Association 
Its  Progress,  Problems  and  Prospects'" 

Laurence  B.  Chenoweth,  M.D. 

University  of  Cincinnati 


The  American  College  Health  Association,  by  pres- 
ent day  standards,  has  had  a long  and  eventful  his- 
tory. The  first  annual  meeting  of  the  association  was  held 
in  Chicago  at  the  Hotel  Sherman  on  December  31,  1920. 
At  this  organization  meeting,  at  which  about  40  persons 
were  present,  it  was  decided  that  membership  in  the  or- 
ganization was  to  be  institutional  in  character  and  an 
invitation  was  extended  to  other  colleges  and  universities 
to  join.  Dr.  Warren  E.  Forsythe  of  the  University  of 
Michigan  was  the  first  secretary-treasurer.  He  listed  53 
institutions  as  charter  members  of  which  43  have  re- 
tained their  membership  to  this  day.  The  organization 
has  grown  from  the  original  53  to  228  accredited  insti- 
tutions of  higher  education  in  Canada  and  the  United 
States  and  15  additional  ones  have  applied  for  member- 
ship. 

The  Association  has  met  28  times  in  the  29  years  of 
its  existence.  Seventeen  of  these  meetings  have  been 
held  in  New  York  City  and  11  meetings  have  been  held 
in  other  cities:  Chicago  (twice),  Cincinnati  (twice). 
New  Orleans,  Washington,  D.  C.,  St.  Louis,  Ann  Arbor, 
Minneapolis,  Detroit  and  San  Francisco. 

The  interests  of  the  organization  have  covered  a broad 
field — in  fact  almost  everything  concerned  with  the 
health  of  college  students  has  been  considered  in  the 
various  meetings  of  the  Association.  The  accomplish- 
ments have  been  many.  The  Association  has  concerned 
itself  with  the  hygiene  of  physical  education  and  ath- 
letics. Injuries  received  in  athletics  have  been  given  spe- 
cial attention  and  agitation  in  favor  of  adequate  medical 
supervision  in  sports  and  other  activities  has  been 
strongly  recommended.  The  situation  has  improved 
greatly  in  this  regard  due,  in  some  measure  at  least, 
to  the  constant  needling  of  coaches  and  physical  directors 
by  members  of  various  health  services.  Medical  exam- 
ination before  participation  in  physical  activities  has  been 
strongly  urged  and  rather  generally  followed  in  the  col- 
leges, at  least. 

The  contribution  of  this  Association  to  the  control  of 
tuberculosis  among  college  men  and  women  has  been 
outstanding.  In  the  past  tuberculosis  took  a heavy  toll 
of  young  people  during  and  immediately  following  their 
college  careers.  The  tuberculosis  committee  of  this  Asso- 
ciation did  pioneer  work  in  case  finding  techniques.  In 
some  respects  this  committee  made  contributions  to  the 
case  finding  programs  now  followed  in  communities. 

Mental  hygiene  has  been  of  interest  to  our  member- 
ship since  the  very  first  meeting  when  a paper  on  "Men- 

*Presidential  address,  delivered  at  the  last  annual  meeting, 
American  College  Health  Association. 


tal  Hygiene  in  its  Relation  to  College  Students”  was  pre- 
sented by  Dr.  Frankwood  E.  Williams  (published  in  the 
American  Journal  of  Public  Health,  April  1921).  Nu- 
merous papers  on  this  subject  have  appeared  in  our 
Proceedings  year  after  year. 

The  Association  has  been  interested  in  the  teaching 
of  health  since  its  foundation  and  many  papers  on  this 
subject  have  appeared  in  its  Proceedings.  Agitation  for 
more  health  instruction  in  colleges  has  resulted  in  the 
offering  of  more  courses  than  there  were  physicians  avail- 
able to  teach  them.  This  has  resulted  in  the  specialty 
of  health  education  which  is  spreading  throughout  the 
colleges  and  universities.  In  addition  to  this,  the  prin- 
ciple of  health  service  administration  from  an  educa- 
tional point  of  view  has  always  been  emphasized.  This 
principle  is  well  accepted  by  the  membership. 

Among  the  important  contributions  of  this  Associa- 
tion to  the  college  hygiene  program  was  the  leadership 
demonstrated  in  the  three  national  conferences  on  health 
in  colleges.  The  first  of  these  conferences  was  held  in 
Syracuse,  New  York,  May  5-9,  1931,  the  second  in 
Washington,  D.  C.,  December  28-31,  1936,  and  the 
third  in  New  York  City  May  7-10,  1947.  The  Proceed- 
ings of  these  three  conferences,  published  by  the  Na- 
tional Tuberculosis  Association,  have  been  guides  for 
most  college  health  programs  here  and  in  Canada. 

The  increase  in  prestige  of  this  Association  is  evi- 
denced in  a number  of  ways.  For  instance,  we  are  asked 
to  cooperate  in  many  national  conferences  concerned 
with  health. 

A change  is  taking  place  in  the  nature  of  our  organi- 
zation. At  the  27th  annual  meeting  held  in  San  Fran- 
cisco on  December  30-31,  1948,  a spirited  debate  took 
place  on  the  question  of  a change  in  the  name  of  the 
organization.  Some  thought  that  the  name  should  indi- 
cate an  organization  of  college  health  services.  The  ma- 
jority, however,  voted  the  present  name  of  the  Associa- 
tion with  the  thought  that  we  should  broaden  our  in- 
terests to  include  health  education,  cooperation  in  guid- 
ance, physical  education,  sanitation  and  a number  of 
other  activities  associated  with  the  health  of  the  indi- 
vidual. 

As  a result  of  a broader  outlook  in  the  college  health 
field  assumed  by  the  membership  the  individuals  who 
attend  our  meetings  will,  no  doubt,  want  sections  of 
particular  interest  to  them.  This  will  probably  compli- 
cate program  building  and  program  committee  work. 

The  American  College  Health  Association  has  16  re- 
gional sections.  Some  of  these  sections  are  quite  active 
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while  others  hold  no  meetings.  At  the  present  time  we 
do  not  have  a committee  on  sections  because  we  have 
been  unable  to  find  anyone  who  will  serve  as  chairman 
of  such  a committee.  The  leaders  of  the  Association 
have  long  realized  that  the  sections  are  valuable  assets 
to  the  organization.  New  members  are  often  brought  in 
via  the  sectional  route.  Since  valuable  contributions  are 
frequently  made  in  sectional  meetings,  a summary  of  the 
transactions  of  such  meetings  should  be  published  in  our 
Proceedings  and  outstanding  papers  presented  in  sec- 
tional meetings  should  be  printed  in  their  entirety  in  the 
Proceedings.  We  urge  that  meetings  be  held  in  each 
of  the  16  sections  and  that  a report  be  made  to  our 
secretary  on  each  meeting. 

Certain  problems  concerned  with  the  workings  of  the 
organization  should  receive  attention.  For  example,  con- 
venience would  be  served  if  the  chairmen  of  the  standing 
committees  were  members  of  council.  This  would  in- 
crease the  council  membership  by  about  a dozen  people 
but  a more  effective  organization  would  result.  Ques- 
tions arise  in  council  meetings  which  could  often  be 
answered  if  a representative  of  a standing  committee 


were  present.  Also  appropriate  committees  could  receive 
suggestions  or  questions  presented  for  study.  Our  or- 
ganization is  becoming  so  large  and  so  complex  that  a 
more  representative  council  should  be  formed. 

It  will  probably  be  necessary  to  hold  interim  council 
meetings  to  carry  on  the  business  of  the  Association. 
As  it  now  stands  the  president  and  secretary  hesitate  to 
make  decisions  because  of  the  traditionally  long  periods 
between  council  meetings.  The  organization  is  becoming 
so  large  and  its  inter-relationships  with  other  organiza- 
tions so  complex  that  better  integration  is  desirable. 

The  council  at  its  meeting  last  evening  decided  to 
change  the  time  of  the  next  meeting  to  May  1951 
because  the  majority  of  the  membership  favored  a 
change  of  annual  meeting  time  from  December  to  May. 
It  is  to  be  hoped  that  this  change  will  bring  about  a 
larger  attendance  at  this  annual  meeting. 

The  future  of  the  Association  looks  bright.  No  doubt 
we  stand  on  the  threshold  of  a new  era.  There  are  many 
problems  which  still  confront  us  in  student  health  work 
and  our  organization  will  continue  to  provide  its  cus- 
tomary leadership  in  this  field. 


American  College  Health  Association  News 


Sixty-three  delegates  attended  the  annual  meeting  of 
the  South  Central  Section  held  at  Southwest  Missouri 
State  Teachers  College,  Springfield,  on  April  twenty- 
ninth.  The  secretary-treasurer,  J.  Ralph  Wells,  M.D., 
Kansas  State  Teachers  College,  reports  an  excellent 
meeting,  one  of  the  best  the  section  has  ever  had,  con- 
siderable interest  being  shown  in  the  program  and  in 
possibilities  for  improving  the  work  of  the  local  group 
and  of  health  programs  in  the  colleges  in  the  area. 

"Mental  Health  Programs  for  College  Students”  was 
the  topic  for  the  morning  session.  Three  speakers  pre- 
sented papers  and  several  psychiatrists  and  directors  of 
health  service  discussed  the  college  mental  health  pro- 
gram, which  was  followed  by  questions  and  general  dis- 
cussion. In  the  afternoon  session  several  pertinent  stu- 
dent health  problems  were  presented  and  discussed. 

The  following  officers  were  elected  for  the  coming 
year:  President,  William  Taylor,  M.D.,  Missouri  South- 
west State  Teachers  College;  vice-president,  B.  W.  La- 
fene,  M.D.,  Kansas  State  College  of  Agriculture  and 
Applied  Science;  secretary-treasurer,  Mrs.  Bergquist; 
and  delegate-at-large,  H.  M.  Hardwicke,  M.D.,  Steph- 
ens College. 

Dr.  Lafene’s  invitation  to  hold  the  next  annual  meet- 
ing at  Kansas  State  College  in  Manhattan  in  the  spring 
of  1951  was  accepted.  A committee  chaired  by  Paul  F. 
MacLeod,  M.D.,  University  of  Missouri,  was  appointed 
by  the  president,  S.  I.  Fuenning,  University  of  Nebras- 
ka, to  revise  the  constitution  and  by-laws  of  the  organi- 
zation. 

On  May  twenty-seventh,  the  New  England  Section  of 
the  ACHA  was  reactivated.  On  invitation  of  the  presi- 


dent and  Dr.  Joel  J.  White,  director  of  student  health, 
the  representatives  of  twelve  colleges  and  universities 
met  at  the  University  of  New  Hampshire.  Part  of  the 
day  was  devoted  to  a discussion  of  formally  organizing 
the  section  and  to  plans  for  the  1952  conference  of  the 
ACHA  which  will  probably  be  held  in  Boston.  Dr. 
Dana  L.  Farnsworth  of  the  Massachusetts  Institute  of 
Technology  presented  the  "Early  Signs  of  Emotional 
Disorders  in  Students.”  Other  topics  of  interest  and 
value  were  informally  discussed.  E.  J.  Radcliffe,  M.D., 
Director  of  Student  Health,  University  of  Massachu- 
setts, was  elected  chairman  of  the  section.  The  next 
meeting  was  tentatively  arranged  for  December  2,  1950, 
at  Vassar  College. 

=1: 

The  Rocky  Mountain  Section  held  its  ninth  annual 
meeting  on  May  the  thirteenth  at  Colorado  College, 
Colorado  Springs,  with  an  attendance  of  thirty-six  rep- 
resentatives from  eight  universities.  Dr.  Lawrence  W. 
Holden  was  elected  to  the  presidency  of  the  Section  for 
the  coming  year.  The  next  annual  meeting  is  scheduled 
for  the  spring  of  1951  on  the  campus  of  the  Univer- 
sity of  Colorado. 

Dr.  Roger  Whitney  of  Colorado  College,  also  presi- 
dent of  the  Section,  sent  an  excellent  summary  of  the 
conference.  Dr.  Kenneth  J.  Loder,  Colorado  College, 
discussed  "The  Management  of  Psychiatric  Problems  in 
the  Small  College.”  In  the  discussion  which  followed, 
the  importance  to  every  college  of  working  out  some 
system  of  making  counseling  available  was  further  em- 
phasized. 

(Continued  on  page  277) 
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The  Place  of  Health  Education  in  a 
College  Health  Program'' 

Edith  M.  Lindsay,  Ed.D.f 
Berkeley,  California 


OUR  modern  concept  of  health  has  undergone  a great 
transformation.  It  has  grown  to  encompass  a broad 
constructive  program  beyond  diagnosis  and  therapy  of 
diseases.  The  health  educator  has  joined  forces  with  the 
university  physician,  the  dean,  the  administrator,  and 
others  in  promoting  health — mental,  emotional,  physical, 
social.  In  our  colleges,  health  education  attempts  to  help 
all  students  assume  responsibility  for  their  own  health 
as  well  as  for  the  health  of  society. 

The  modern  concept  of  health  education  recognizes 
the  opportunities  for  health  education  that  permeate 
many  college  activities  and  courses.  This  broad  scope 
implies  that  education  for  health  is  the  responsibility  of 
every  member  of  a university  faculty  rather  than  the 
responsibility  solely  of  the  person  designated  as  the 
health  educator. 

In  order  to  be  effective,  such  a program  requires  co- 
operative planning  and  group  action  by  professional  per- 
sonnel who  have  as  a common  objective  the  health  and 
well-being  of  every  university  student.  A close-working 
relationship  between  staff  and  administrator,  each  recog- 
nizing the  contributions  of  all  members  of  the  team,  can 
be  attained  when  all  are  working  on  common  problems 
and  toward  common  goals. 

The  accepted  method  of  integration  is  the  formation 
of  a university  health  committee  or  council  with  mem- 
bership from  various  departments  whose  function  is  to 
determine  health  problems  and  plan  for  their  solution. 
The  health  council  should  establish  working  relation- 
ships among  the  departments  which  contribute  to  the 
health  of  students.  Student  representation  on  the  fac- 
ulty council  is  highly  desirable.  In  addition,  a student 
health  council  may  exist.  By  working  together,  students 
participate  in  real  learning  experiences  for  the  solution 
of  campus  health  problems. 

The  effectiveness  of  the  college  health  education  pro- 
gram requires  continuous  evaluation.  An  appraisal  must 
be  made  of  health  education  methods  and  materials  in 
terms  of  the  students’  progress  in  knowledge,  attitudes, 
and  more  particularly  in  the  attainment  of  desirable 
changes  in  health  behavior,  which  is  the  major  objective 
of  health  education. 

What  Is  Health  Education? 

Before  further  discussion,  it  seems  pertinent  to  answer 
briefly  the  question:  What  is  health  education?  The 

*Presented  at  the  American  College  Health  Association  Con- 
ference, December  29,  1949. 

t Assistant  Professor  of  Public  Health,  University  of  Cali- 
fornia. 


aim  and  purpose  of  health  education  should  be  to  help 
the  individual  student  reorganize  his  ideas,  his  thinking, 
feelings  and  attitudes,  and  his  conduct  so  that  promo- 
tion of  health  becomes  incorporated  into  daily  thinking, 
feeling,  and  more  effective  living.  Health  education, 
then,  as  stated  by  Nyswander  is  "a  process  of  change 
within  the  human  organism  itself.”^  Health  education 
succeeds  only  insofar  as  the  health  attitudes  and  behavior 
of  the  individual  are  changed. 

The  objective  of  health  education  is  not  the  mere 
presentation  of  facts.  Historically,  it  has  been  shown 
that  knowledge  does  not  necessarily  guarantee  changed 
health  attitudes  and  health  behavior.  It  is  not  what  we 
know,  but  what  we  do  that  counts.  For  example,  we 
have  been  teaching  safety  and  accident  prevention  for 
many  years.  Have  the  facts  reduced  the  accident  toll? 
Ignorance  is  not  usually  the  cause  of  accidents. 

The  concept  of  health  education  must  be  shifted  from 
subject  material  to  the  learner.  Interests,  needs,  and  am- 
bitions of  people  change.  Consequently,  health  educa- 
tion cannot  remain  static.  As  Nyswander  states:  "It  is 
a dynamic  ever-changing  process  of  development  in 
which  a person  is  accepting  or  rejecting  new  information, 
new  attitudes,  and  new  practices  concerned  with  the  ob- 
jectives of  healthful  living.’’” 

To  be  effective,  health  education  must  motivate  the 
individual  to  modify  living  habits  advantageously  in  light 
of  new  knowledge  and  new  resources.  Active  participa- 
tion by  the  learner  is  a prerequisite  to  change  in  behavior. 
Patterns  of  motivation  vary  as  the  human  organism  pro- 
gresses through  various  experiences.  Consequently,  health 
education  must  take  its  cue  from  the  changing  interests 
of  the  individual.  It  must  create  the  feelings  within  each 
individual  which  will  stimulate  a desire  for  more  intelli- 
gent living.  No  change  is  possible  until  an  individual 
has  an  inner  desire  for  change. 

From  a survey  of  the  literature  appearing  from  hun- 
dreds of  workshops  and  the  reports  of  several  national 
conferences,  health  education  in  colleges  and  universities 
is  receiving  greater  attention  and  wider  acceptance  than 
formerly.  The  National  Conferences  have  offered  spe- 
cific recommendations  for  the  curriculum  in  health  edu- 
cation in  three  areas:  (1)  for  all  college  students;  (2) 
for  all  prospective  teachers  and  administrators;  and  (3) 
for  the  specialist  in  health  education. 

1 Nyswander,  Dorothy.  "What  is  Health  Education,”  American 

Journal  of  Public  Health,  Vol.  37,  No.  6 (June  1947), 

p.  650. 
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The  Scope  of  Health  Education 

To  reach  the  objectives  of  health  education,  a pro- 
gram of  broad  scope  based  upon  an  understanding  of  the 
motivations  of  students  must  be  carefully  planned.  The 
three  methods  of  providing  health  education  must  be 
considered  in  overall  planning.  These  three  methods  are 
(1)  classroom  instruction  in  a basic  course;  (2)  the  in- 
tegration of  health  instruction  into  other  courses;  and 
(3)  individual  counseling. 

Basic  Health  Course.  A basic  health  course  for  all 
college  students  entitled  "Personal  and  Community 
Health”  is  accepted  as  an  essential  part  of  the  college 
curriculum.  The  special  course  in  health  has  many  ad- 
vantages. It  enables  a student  to  integrate  fragments 
of  information  into  a unified  whole. 

The  impetus  to  the  inclusion  of  a general  course  for 
all  students  has  come  from  the  three  National  Confer- 
ences on  health  in  college.  The  Committee  on  Health 
Education  for  All  College  Students  at  the  1947  Con- 
ference recommended  a required  three  or  four  unit 
course  taught  in  classes  of  limited  size  with  an  e.xemp- 
tion  of  certain  students  by  means  of  pre-testing. 

The  questionnaire  study  on  current  health  practices 
made  in  1945-46  in  preparation  for  the  Third  National 
Conference  found  either  a required  or  an  elective  course 
in  almost  all  the  300  colleges  included  in  the  study. 

It  is  encouraging  to  find  a new  trend  in  emphasis  in 
the  basic  health  course.  Formerly,  the  main  emphasis 
was  given  to  the  presentation  of  factual  information, 
particularly  to  the  study  of  anatomy  and  physiology, 
which  had  no  effect  in  creating  desirable  health  atti- 
tudes and  intelligent  health  behavior,  both  of  which  are 
basic  to  optimal  health. 

Today,  students  participate  in  identifying  health  prob- 
lems, interests  and  needs.  The  health  content  is  then 
organized  in  light  of  the  accumulated  data  to  meet  the 
needs  and  interests  of  the  particular  students  in  each 
class.  Only  a limited  part  of  the  total  held  of  health  and 
disease  can  be  studied  in  a one  semester  course.  Con- 
sequently, a selection  of  subject  matter  is  required. 
Health  education  has  too  often  been  cluttered  with  ir- 
relevant material.  With  the  limited  time  available,  the 
course  must  be  stripped  of  such  non-essential  material 
.so  that  the  vital  problems  of  students  can  be  adequately 
explored.  If  students  participate  in  planning  and  in  de- 
cisions about  topics  and  methods  of  approach,  they  are 
more  likely  to  incorporate  these  health  concepts  into 
their  way  of  life. 

Provision  should  be  made  for  the  active  participation 
of  students  in  functional  learning  experiences.  The  val- 
ues of  healthful  ways  of  living  will  be  more  readily  rec- 
ognized. Scientihe  facts  arc  essential,  btit  facts  should 
be  used  to  substantiate  health  attitudes  and  health  be- 
havior. In  our  zeal  to  present  many  .scientific  facts  to 
students,  we  have  overlooked  the  basic  principles  that 
underlie  learning.  For  instance,  we  must  not  forget  that 
the  student  learns  hy  doing.  F3y  actively  participating — 
in  class  di.scusson,  on  a panel,  on  a committee  exploring 
a problem,  or  in  the  solution  of  some  health  need — the 
student  learns  how  to  use  information  m meaningful 


situations.  Visual  aids  and  reference  materials  are  use- 
ful motivations  toward  enrichment  of  the  subject. 

Correlation.  Before  taking  up  the  question  of  the  in- 
tegration of  health  instruction  into  other  courses,  it  may 
be  pertinent  to  mention  an  important  case  of  correlation 
between  the  basic  health  course  and  health  service.  Class- 
room discussion  of  the  functions  and  nature  of  the 
health  service  offered,  the  need  for  the  correction  of 
remedial  defects,  the  wise  discrimination  between  proper 
corrective  procedures,  self-medication,  treatment  by 
quacks,  and  the  correlation  of  instruction  with  special 
activities  of  the  health  service  such  as  the  chest  X-ray 
program  can  do  much  to  make  the  student  cognizant  of 
the  medical  care  program. 

Certain  subjects  in  the  college  curriculum  should  con- 
tribute to  the  health  education  of  students.  The  best 
opportunities  for  correlation  are  offered  by  the  related 
fields  of  natural  sciences,  social  sciences,  home  econom- 
ics, and  physical  education.  However,  health  informa- 
tion will  lose  its  effectiveness  unless  it  has  definite  impli- 
cations and  value  in  the  particular  area  of  course  content. 

The  most  universally  accepted  goal  of  college  students, 
that  of  marriage  and  family  life,  can  be  cited  as  an  ex- 
ample of  correlation.  The  Home  Economics  Department 
contributes  to  such  information  as  nutrition,  child  care, 
home  planning,  etc.  Sociology  presents  an  overview  of 
the  family  and  its  place  in  our  social  structure.  Teach- 
ing the  art  of  human  relations  and  helping  individuals 
make  adaptations  to  our  complex  life  are  offerings  of  the 
psychology  department.  Social  Welfare  and  Public 
Health  give  insight  into  the  medical  care  program.  Re- 
production and  genetics  are  contributions  of  the  science 
department. 

Certain  non-academic  experiences  can  contribute  to  the 
health  education  of  students.  The  provision  and  mainte- 
nance of  an  environment  conducive  to  the  promotion  of 
optimal  health  attitudes  and  practices  is  a part  of  health 
education.  The  emotional  and  social  aspects  of  the  en- 
vironment are  not  so  readily  controlled  or  recognized  but 
have  far  greater  implications  for  the  health  of  students. 
The  per.sonality  of  the  instructor  and  his  teaching  meth- 
ods determine  the  emotional  climate  of  the  classroom. 

LJniversity  per.sonnel  must  become  conscious  of  health 
problems  of  students  and  problems  inherent  in  the  en- 
vironment and  must  take  part  in  helping  to  solve  these 
problems.  The  assignments  of  some  instructors,  the  tre- 
mendous pressure  of  work,  and  the  tension  connected 
with  the  competition  for  grades  are  contributing  factors 
to  illness  of  students. 

The  need  for  relaxation  and  play  in  modern  times  is 
obvious.  Constructive  leisure  time  activities  are  a neces- 
sity for  the  maintenance  of  a healthy  and  well-balanced 
life.  Students  should  be  encouraged  to  participate  in 
physical  activity  and  in  a broad  social,  cultural,  and  rec- 
reational program. 

7’he  student  health  council  can  become,  under  ade- 
quate gtiidance,  a valuable  means  of  learning  through 
actual  experience.  Students  representing  various  major 
departments  work  together  as  a team  to  identify  and 
solve  campus  health  problems.  Activities  such  as  the 
following  have  been  conducted  by  the  student  health 
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council:  A survey  of  student  diets  followed  by  an  edu- 
cational campaign  to  improve  food  habits;  a clean  cam- 
pus campaign;  the  expansion  and  improvement  of  men- 
tal health  services  and  program;  and  improved  condi- 
tions of  eating  places  adjacent  to  the  campus. 

Few  colleges  have  given  much  attention  to  the  contri- 
butions the  related  fields  can  make  to  health  education. 
Incorporation  of  health  as  an  integral  part  of  certain 
subjects  requires  consistent  effort.  Correlated  teaching 
cannot  provide  all  health  education  to  all  students,  but 
it  can  reinforce  health  knowledge  and  health  attitudes 
obtained  from  other  sources  and  help  in  achieving  de- 
sirable health  behavior. 

Health  Counseling.  Health  education  has  usually 
been  defined  in  terms  of  health  instruction.  The  other 
two  aspects  of  the  college  health  program,  namely, 
health  service  and  healthful  environment,  have  been  pri- 
marily services  performed  to  and  for  students.  However, 
it  has  become  increasingly  evident  that  the  third  method 
of  health  education  known  as  health  counseling  can  be 
one  of  the  most  effective  methods  for  the  promotion  of 
health.  Teacher-student  and  physician-student  contacts 
provide  superior  educational  opportunities  when  the  stu- 
dent is  in  a receptive  mood.  The  value  of  the  individual 
approach  to  health  problems  is  well  recognized.  Every 
member  of  the  college  staff  can  make  a contribution  to 
the  health  counseling  program.  More  extensive  health 
counseling  is  carried  on  by  certain  staff  members,  such 
as  deans,  physicians,  physical  educators,  and  health  edu- 
cators. 

Health  education  cannot  be  accomplished  in  a hasty 
interview  with  the  physician.  In  many  instances  health 
education  in  the  out-patient  clinic  and  hospital  has  been 
assumed  rather  than  practiced.  Every  contact  of  the  stu- 
dent with  physician,  nurse  and  clerk  has  an  educational 
value  at  a time  when  students  are  developing  attitudes 
toward  these  professional  people  and  their  services. 

The  health  examination  offers  an  excellent  educational 
opportunity.  Are  we  cognizant  of  the  effectiveness  of 
the  examination  for  the  student?  Every  student  deserves 
an  interpretation  of  the  results.  The  student  who  has 
no  obvious  defect  deserves  as  much  consideration  as  the 
one  with  a rheumatic  heart.  A health  conference  imme- 
diately following  the  examination  to  sum  up  the  findings 
relieves  the  student  of  anxieties  concerning  the  unknown. 

All  university  personnel  can  implement  and  strengthen 
the  services  of  physicians  and  nurses  by  being  alert  to 
detect  signs  of  physical  disorder  and  psychological  prob- 
lems. Students  can  then  be  referred  to  the  health  serv- 
ice when  the  condition  is  in  its  incipient  stages. 

Teacher  Preparation  for  Health  Education 

In  the  last  few  years  there  has  been  recognition  of 
the  need  of  preparing  teachers  for  health  education. 
Studies  show  that  an  increasing  number  of  institutions 
of  higher  education  are  offering  majors  and  minors  in 
health  education  and  are  adding  not  only  teachers  but 
health  coordinators  to  their  faculties.  Consideration  is 
being  given  to  improving  the  curriculum  for  the  prepa- 
ration of  specialists  in  health  education  and  of  all 
prospective  teachers. 


Specialists.  A survey  in  1948  by  the  United  States 
Office  of  Education  of  all  institutions  of  higher  educa- 
tion in  the  United  States  shows  that  432  institutions 
offer  a combined  major  in  health  and  physical  education 
given  by  departments  of  health  and  physical  education. 
Several  authorities  do  not  approve  of  this  practice,  stat- 
ing that  each  field  requires  special  preparation.  Sepa- 
rate majors  in  health  education  are  now  being  offered  by 
coeducational  institutions  only.  It  was  found  that  a 
bachelor’s  degree  in  health  education  only  is  offered  by 
forty-two  institutions.  A master’s  degree  is  offered  by 
thirty-two,  and  a doctor’s  degree  by  sixteen. 

DeWeese  in  the  February  1949  issue  of  the  Journal 
of  School  Health  reports  the  changing  trend  between 
the  years  1935  and  1948  in  the  kind  of  degree  held  by 
health  educators.  In  1938  college  health  educators  were 
largely  physicians,  an  M.D.  degree  being  held  by  71 
per  cent  of  the  instructional  staff  in  the  institutions 
studied.  By  1948,  the  number  of  health  educators  hold- 
ing an  M.D.  degree  had  dropped  to  23  per  cent  while 
the  number  of  institutions  offering  health  education  had 
increased.  DeWeese  also  found  a health  coordinator  on 
the  faculty  of  twenty-seven  institutions.  The  degrees 
held  by  these  new  members  of  college  faculties  were; 
twelve  with  an  M.A.;  eleven  with  a Ph.D.;  and  four 
with  an  M.D.  There  is  a trend  away  from  the  super- 
vision of  health  education  by  the  student  health  service. 

The  broad  aspect  of  health  education  was  recognized 
by  the  Committee  on  Qualifications  for  College  Health 
Educators  of  the  Third  National  Conference  in  their 
statement  of  the  coordinating  and  administrative  func- 
tions in  addition  to  the  usually  accepted  instructional 
functions  of  the  college  health  educator.  Minimal  quali- 
fications suggested  were  at  least  a master’s  degree  or  its 
equivalent  for  teaching  positions  and  a doctor’s  degree 
for  positions  requiring  administrative  responsibility.  In 
order  to  attain  competency  as  a college  health  educator, 
this  committee  recommended  preparation  in  broad  areas 
of  knowledge  and  field  experience. 

Another  problem  being  attacked  by  college  personnel 
is  the  educational  preparation  of  health  specialists  for 
elementary  and  secondary  schools.  The  National  Con- 
ference on  Undergraduate  Professional  Preparation  in 
Health  Education,  Physical  Education  and  Recreation 
held  in  May  1948  listed  competencies  in  knowledge, 
skills  and  attitudes  in  each  of  the  three  major  divsions 
of  a school  health  program  necessary  for  health  special- 
ists. It  was  also  recommended  that  the  director  of  the 
teacher  education  program  should  have  an  appropriate 
doctor’s  degree  or  its  equivalent.  Practical  laboratory  ex- 
perience in  college  and  community  health  agencies  was 
considered  mandatory. 

The  United  States  Office  of  Education  invited  to  a 
meeting  held  in  Washington,  D.  C.,  representatives  of 
teacher  education  institutions  which  have  a curriculum 
for  the  undergraduate  professional  education  of  students 
majoring  in  health  education.  The  report  of  the  confer- 
ence will  be  published  soon  by  the  United  States  Office 
of  Education. 

Because  of  the  need  for  improving  the  health  educa- 
tion curriculum  in  colleges  and  universities,  another  con- 
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ference  is  meeting  in  January,  1950,  at  Pere  Marquette 
State  Park  Lodge  in  Grafton,  Illinois.  At  this  confer- 
ence the  graduate  program  in  health  education  will  be 
discussed. 

Prospective  School  Personnel.  With  the  increasing 
tendency  of  elementary  and  secondary  schools  to  recog- 
nize health  as  a major  responsibility,  leaders  are  recom- 
mending that  all  students  preparing  for  school  positions 
should  have  minimal  preparation  in  health  education. 
Many  colleges  require  such  preparation  by  special  courses 
or  parts  of  courses.  In  the  pamphlet,  "Teacher  Educa- 
tion for  the  Improvement  of  School  Health  Programs,” 
the  U.  S.  Office  of  Education  makes  recommendations 
for  the  educational  preparation  of  all  teachers  and  also 
for  the  special  teacher  of  health  education.  In  addition, 
the  responsibility  is  placed  on  teacher-education  institu- 
tions for  the  continued  health  education  of  teachers  on 
the  job. 

The  national  organizations  are  concerned  with  profes- 
sional education  but  in  addition  stress  the  responsibility 
of  the  university  to  provide  an  environment  conducive 
to  physical,  emotional,  and  social  health  and  adequate 
college  health  services  for  all  college  students. 

Placement 

A recent  study  by  a Subcommittee  of  the  Public 
Health  Education  Section  of  the  American  Public 
Health  Association  reports  that  42  vacancies  exist  in  col- 
leges and  universities  in  the  436  returned  questionnaires. 
The  majority  require  an  M.A.  or  M.S.  degree.  Five 
require  a Ph.D.  degree.  Approximately  one-third  of  the 
reporting  institutions  stated  that  they  would  need  addi- 
tional health  educators  m the  future.  Many  of  the  col- 
leges and  universities  indicated  a need  for  a person  quali- 
fied in  health  plus  some  other  related  field,  especially 
physical  education. 


Summary 

Health  education  has  an  important  place  on  every  col- 
lege campus.  The  two  older  components  of  a college 
health  program,  namely,  public  health  activities  and 
health  services,  have  been  largely  instrumental  in  pro- 
tecting the  health  of  individuals  and  in  reducing  the 
rate  of  communicable  diseases.  To  these  two  well-estab- 
lished programs,  health  education  has  joined  forces  for 
the  purpose  of  promoting  optimal  health  and  well-being 
for  every  student. 

Because  of  the  changing  health  problems  in  this  coun- 
try, a better  understanding  of  them  and  acceptance  of 
the  obligation  for  their  solution  is  a challenge  to  every 
college  student.  By  a broad  functional  program  of 
health  education  on  every  college  campus,  students  will 
be  able  to  assume  self-direction  in  the  promotion  and 
maintenance  of  personal  health  and  to  assume  some  re- 
sponsibility for  the  public  health. 
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Notices 


The  American  College  of  Physicians  will  conduct  its 
32nd  Annual  Session  at  St.  Louis,  Mo.,  April  9-13,  inclu- 
sive, 1951.  Dr.  Ralph  Kinsella  of  St.  Louis  is  the  gen- 
eral chairman  responsible  for  local  arrangements  and 
for  the  program  of  clinics  and  panel  discussions. 

★ 

The  University  of  Minnesota  announces  a continua- 
tion course  in  Neurologic  Roentgenology  to  be  presented 
at  the  Center  for  Continuation  Study  on  October  30  to 
November  4,  1950.  Distinguished  visiting  physicians  who 
will  participate  as  faculty  members  of  the  course  include 
Doctors  Arthur  E.  Childe,  Winnipeg;  Philip  J.  Hodes, 
Philadelphia;  Dabney  Kerr,  Iowa  City;  and  Knut  Lind- 
blom,  Stockholm,  Sweden.  Clinic.al  and  full-time  mem- 
bers of  the  staff  of  the  University  of  Minnesota  and 
Mayo  Foundation  will  complete  the  faculty. 

★ 

Classes  beg  in  on  September  1 1 for  the  second  group  of 
twelve  medical  record  library  science  students  to  receive 
50  weeks  of  specialized  insiruction  at  the  U.  S.  Marine 
Hospital,  Baltimore,  Maryland.  Application  forms  and 
full  inform.ation  regarding  the  program  are  available 
from  the  Medical  Records  Branch,  Division  of  Hospitals, 
U.  S.  Public  Health  Service,  Washington  25,  D.  C. 


The  seventh  annual  meeting  of  the  American  Medical 
Writers’  Association  will  be  held  at  the  Elks  Club,  Spring- 
field,  Illinois,  Wednesday,  September  27,  during  the  15th 
Annual  Meeting  of  the  Mississippi  Valley  Medical  So- 
ciety. Included  in  the  program  will  be  Frank  G.  Dickin- 
son, Ph  D.,  director  of  the  bureau  of  medical  economic 
research,  American  Medical  Association,  Theodore  R. 
Van  Dellen,  M.D.,  health  editor,  Chicago  Tribune,  and 
Walter  C.  Alvarez,  M.D.,  of  the  Mayo  Foundation, 
Rochester,  Minnesota,  editor  of  the  new  publication, 
General  Practice. 

★ 

The  thirty-sixth  Clinical  Congress  of  the  American 
College  of  Surgeons  will  be  held  in  Boston  from  October 
2 3 to  27.  Hotel  headquarters  will  be  at  the  Statler  and 
Copley  Plaza. 

★ 

The  third  annual  scientific  meeting  of  the  Geronto- 
logical Society,  Inc.,  will  be  held  in  St.  Louis,  Missouri, 
November  12  and  13,  1950,  with  headquarters  at  the 
Chase  Hotel. 

★ 

The  American  Proctologic  Society  will  meet  in  Los 
Angeles  July  1-5,  1950.  Dr.  W.  Wendell  Green,  1938 
Parkwood  Ave.,  Toledo  2,  Ohio,  is  the  secretary. 
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Book  Reviews 


Obesity,  by  Edward  H.  Rynearson,  M.D.,  F.A.C.P.,  and 

Clifford  F.  Gastineau,  M.D.  Edited  by  Willard  O. 

Thompson,  M.D.  First  edition.  Springfield,  Illinois:  Chas. 

C.  Thomas,  1949.  144  pages,  9 figures,  16  tables.  ^3.50. 

At  a time  in  which  more  and  more  individuals  survive  infec- 
tious illness  and  live  into  the  age  of  advanced  arterial  degenera- 
tion, the  emphasis  upon  the  prevention  and  treatment  of  obesity 
is  very  pertinent.  The  authors  show  the  lack  of  validity  in  most 
cases,  and  state  that  the  important  causes  are  the  endocrine, 
genetic,  psychologic  and  neurogenic  factors.  Sound  dietary  con- 
trol is  shown  in  the  discussion  of  food  values,  sample  menus 
and  weight  charts.  C.  A.  McK. 


Die  periphere  Schmerzausloesung  und  Schmerzausschal- 
tung  (Biochemical  aspects  of  pain),  by  Albrecht 
Fleckenstein,  M.D.,  of  the  department  of  pharmacology. 
University  of  Heidelberg.  Frankfurt:  Verlag  von  Dr.  Dietrich 
Steinkopff,  1950.  92  pages.  Price  German  marks,  9.50. 

This  monograph  in  the  Natural  Sciences  Series  of  the  Wis- 
senschaftliche  Forschungsberichte  is  a pharmacological  analysis 
of  the  mechanisms  of  pain.  Pain  is  believed  to  depend  largely 
upon  the  inhibition  of  oxidative  anabolism  (especially  of  the 
phases  of  hydrogen  activation)  and  to  be  due  to  the  accumula- 
tion of  some  catabolites  of  glycogenolysis.  Enhanced  catabolism 
follows  any  cell  lesion  and  thus  pain  results  from  those  metab- 
olites which  require  oxygen  for  their  elimination.  Extensive  ex- 
perimental data  are  presented  on  the  esters  of  monohalogen 
substituted  acetic  acids,  on  some  aliphatic  and  aromatic  ketones 
containing  halogens  and  on  a series  of  other  halogen  com- 
pounds, which  all  have  two  properties  in  common;  they  are 
very  active  in  causing  pain  and  also  in  inhibiting  oxidations. 

F.  H. 


Helpful  Hints  to  the  Diabetic,  by  Collens  and  Boas. 

Springfield,  Illinois:  Charles  C.  Thomas  Co.,  1949.  ^3.00. 

This  book  is  an  excellent  compendium  for  the  diabetic  pa- 
tient. It  contains  pertinent  information  that  the  diabetic  should 
know  concerning  his  disease  and  its  treatment  including  diet, 
insulin,  bodily  care,  complications,  and  hazards  of  quackery. 

The  book  is  finely  printed  and  well  illustrated  and  can  be 
recommended  for  the  diabetic  patient  who  wishes  to  be  better 
prepared  to  care  for  himself  by  working  intelligently  with  his 
physician.  C.  A.  McK. 


Manual  of  Clinical  Laboratory  Methods,  by  Opal  E.  Hee- 
ler, associate  professor  of  pathology.  Northwestern  Univer- 
sity Medical  School.  4th  edition.  Springfield,  Illinois:  Charles 
C.  Thomas,  1949.  387  pages.  ^8.50. 

This  book  is  a manual  of  methods  commonly  used  in  a clin- 
ical laboratory.  It  is  arranged  in  outline  form  with  a step  by 
step  description  of  each  method  included.  Methods  are  de- 
scribed under  the  following  headings:  urinalysis,  hematology, 
gastric  and  duodenal  contents,  cerebrospinal  fluid,  sputum,  liver 
function  tests,  bacteriology,  mycology,  parasitology,  sectioning 
of  tissues,  clinical  chemistry,  electrocardiography,  blood  groups, 
body  fluids,  pregnancy  tests,  serology,  allergy  extracts,  feces,  and 
basal  metabolism.  Each  method  is  discussed  in  regard  to  its 
essential  principles,  the  steps  in  its  performance,  calculation  and 
interpretat:on  of  results,  and  sources  of  error.  There  are  eight 
colored  plates  illustrating  blood  morphology  and  malarial  infes- 
tation. There  are  also  illustrative  diagrams  of  complicated  ap- 
paratus and  many  charts  and  graphs. 

Of  primary  advantage  in  a book  of  this  type  is  its  orderly 
arrangement,  permitting  easy  access  to  a variety  of  helpful  pro- 
cedures. The  directions  are  always  concise  and  explicit.  No 
more  than  one  method  is  described  for  each  procedure.  This 
allows  the  inclusion  of  a wide  selection  of  procedures  and  will 
make  it  a valuable  aid  to  the  busy  clinician,  the  laboratory 
worker,  and  medical  student.  E.  S.  B. 


Brain  and  Behavior,  by  N.  E.  Ischlondsky.  St.  Louis:  C.  V. 

Mosby  Co.,  1949.  182  pages,  46  illustrations.  $7.00. 

In  this  monograph  the  author  proposes  that  a process  of 
"induction”  is  one  of  the  fundamental  mechanisms  of  neuro- 
psychic activity.  Induction  is  defined  as  follows: 

"Every  manifestation  of  a nervous  process  leads,  under  cer- 
tain well  defined  conditions,  to  the  appearance  of  an  opposite 
process.  Thus  a focus  of  excitation  gives  rise  to  a focus  of  in- 
hibition— negative  induction,  and  vice  versa,  a primary  inhibitory 
process  results  in  the  appearance  of  a secondary  excitatory  focus 
— a positive  induction.”  A stimulus  "induces”  an  opposite 
response. 

The  author  describes  in  detail  a series  of  investigations  sup- 
porting the  above  theories.  Visual  phenomena,  especially  the 
formation  of  after  images,  are  interpreted  as  demonstrating  in- 
duction. The  suppression  of  pain  by  diverting  the  subject’s 
attention  with  other  stimuli  such  as  a different  pain,  and  phys- 
ical effort,  is  another  example. 

Various  phenomena  observed  in  human  behavior  are  offered 
as  further  proofs  of  induction.  Some  examples  are  the  negative 
response  of  children  to  requests  of  their  parents,  the  urge  to 
defy  authority,  the  heightened  desire  for  objects  when  they 
become  scarce,  and  opposition  to  new  ideas.  The  author  con- 
cludes with  some  general  statements  regarding  the  psychological 
and  sociological  significance  of  the  mechanism  of  cerebral  induc- 
tion, the  objectives  of  which  are  to  adapt,  regulate  and  protect 
the  individual  and  his  behavior.  W.  S.  C. 


Congenital  Anomalies  of  the  Heart  and  Great  Vessels, 
by  Thomas  J.  Dry,  M.D.,  et  al.,  a clinicopathologic  study 
of  132  cases  from  the  Mayo  Clinic.  Springfield,  Illinois: 
Charles  C.  Thomas,  1949.  58  pages.  $4.50. 

For  those  interested  in  the  diagnosis  and  treatment  of  con- 
genital heart  disease,  this  interesting  monograph  by  the  group 
at  the  Mayo  Clinic  is  an  excellent  presentation  of  typical  exam- 
ples of  some  of  the  various  congenital  heart  anomalies  that  have 
come  to  post-mortem  at  the  Mayo  Clinic.  Each  type  of  con- 
genital heart  malformations  that  has  come  to  post-mortem  is 
described.  First,  the  physiological  background  is  discussed,  fol- 
lowed by  one  or  two  excellent  color  photos  of  wax  models  show- 
ing the  characteristic  malformations,  then  one  or  two  typical 
histories  of  patients  with  the  principal  clinical  features  of  the 
anomaly  are  shown.  A brief  statement  is  made  as  to  the  inci- 
dence, one  or  two  pictures  are  shown  of  the  gross  specimens, 
the  typical  electrocardiogram  and  the  typical  x-ray  are  likewise 
illustrated.  This  book  is  not  intended  to  be  a complete  discus- 
sion of  these  various  anomalies,  and  for  that  reason,  several 
of  the  important  anomalies  are  missing.  Likewise,  due  to  the 
brevity  of  the  monograph,  the  variations  found  in  the  different 
anomalies  are  not  presented.  F.  H.  A. 

The  Practice  of  Medicine.  Jonathan  C.  Meakins,  M.D. 
Fifth  edition,  1950.  1,558  pages,  518  illustrations.  St.  Louis: 
C.  V.  Mosby  Co.,  $13.50. 

It  is  astonishing  that  a single  author  can  keep  a comprehen- 
sive treatise  of  medicine  up  to  date.  With  the  exception  of  sev- 
eral chapters  by  contributing  authors.  Dr.  Meakins  has  written 
the  whole  text  and  kept  abreast  of  new  developments.  The 
discussions  of  the  physiology  and  symptomatology  referable  to 
an  organ  or  a system  preliminary  to  the  subject  matter  on  the 
diseases  of  that  organ  are  unusually  good. 

An  excellent  supplement  since  the  last  edition  is  the  section 
on  psychosomatic  medicine  by  Frederick  R.  Hanson.  The  psy- 
chodynamics of  this  group  of  disorders  is  well  covered. 

In  the  chapter  on  diseases  of  metabolism  by  E.  H.  Mason 
and  M.  M.  Hoffmann,  a high  carbohydrate  diet  is  rather  em- 
pirically recommended  for  all  diabetics.  It  would  seem  that 
relatively  high  fat  diets  have  just  as  much  virtue  but  this  type 
of  diet  is  not  mentioned. 

There  is  a good  section  on  chemotherapy,  and  the  new  agents 
such  as  Chloromycetin  and  aureomycin  are  included. — E.H. 
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Editorially  Speaking 


THE  SOCIAL  RESPONSIBILITIES 
OF  MEDICINE 

One  of  the  things  that  the  public  appears  to  believe 
is  that  there  is  an  acute  shortage  of  doctors  and  an 
undersupply  of  medical  service,  especially  in  the  rural 
areas.  For  the  moment,  I am  not  concerned  with  the 
truth  or  falsity  of  the  statement.  I am  concerned  with 
the  fact  that  the  belief  exists.  And  if  the  belief  exists, 
and  continues  to  exist,  even  though  it  be  false,  you  and 
I will  see  action  predicated  on  it.  For  that  reason,  it  is 
vital  to  the  future  of  the  medical  profession  that  it  have 
available  to  its  use  the  facts  concerning  the  profession 
and  its  service  to  the  public;  and  that  it  tell  its  story  so 
clearly  and  understandably  that  no  unwise  action  will 
be  taken  to  undermine  the  strength  and  standing  of 
your  profession  . . . 

I do  not  wish  to  see  your  profession  become  a ward  of 
the  state,  or  dominated  or  controlled  by  it.  Yet  I fear 
that  just  that  will  come  to  pass  if,  for  any  extended 
period  of  time,  the  public  has  the  conviction  that  there 
is  a real  shortage  of  doctors  and  an  undersupply  of  med- 
ical service,  and  that  the  medical  profession  is  not  doing 
all  in  its  power,  in  conjunction  with  all  forward  looking 
citizens,  to  see  that  the  shortage  is  met  and  the  need  is 
supplied.  And  that  the  public  will  be  appeased  merely  by 
pointing  an  accusing  finger  at  socialized  medicine  . . . 

What  is  the  responsibility  of  the  profession  in  such 
a situation?  Surely,  it  has  the  responsibility  of  seeing 
clearly  the  major  trends  of  the  times,  of  convincing  the 
public  that  it  sees  them  clearly,  and  of  demonstrating 
its  readiness  to  take  a responsible  part  in  the  solution  of 
great  social  problems. 

Now  whether  we  like  these  measures  or  not,  it  seems 
probable  that  for  a generation,  at  least,  we  shall  find 
farm  leaders  and  labor  leaders  thinking  in  terms  of  the 
shared  risk.  And  it  seems  equally  probable  that  any 
political  party  which  closes  its  eyes  to  these  attitudes 
will  lose  the  support  of  the  farmer  and  the  laborer. 
Those  are  facts  which  must  be  faced  as  facts  . . . 

Would  it  not  be  wise,  therefore,  for  the  medical  pro- 
fession to  show  that  it  stands  at  the  very  forefront  of 
our  society  in  apprehending  the  nature  of  these  social 
movements  and  in  seeking  solutions  to  the  problems  out 
of  which  they  arise?  In  all  candor,  the  medical  profes- 
sion, so  far,  has  not  created  the  impression  in  the  public 
mind  that  it  stands  in  the  forefront  in  these  matters  . . . 

Competence  as  a citizen  will  not  condone  incompetence 
in  the  practice  of  the  profession.  Carelessness  in  the 
diagnosis  of  an  illness  or  in  prescribing  the  therapy  for 
it  cannot  be  offset  by  punctuality  at  the  ballot  box  or 
faithful  service  for  the  Community  Chest  or  on  the  City 
Council.  It  is  a special  function  of  the  doctor  to  prevent 
illness  and  to  cure  disease,  and  the  responsibility  which 
society  expects  him  to  accept  and  perform,  above  and 
beyond  all  others,  is  the  utilization  of  his  talents  to  the 


maximum  in  the  prevention  of  illness  and  the  cure  of 
disease. 

Virgil  M.  Hancher,  President, 
State  University  of  Iowa 
Excerpts  from  The  Social  Responsibilities  of  Medicine, 

Journal  of  the  Association  of  American  Medical  Colleges 
25:81,  1950. 

NARCOANALYSIS  IN  CRIMINAL 
INVESTIGATION 

The  medical  profession  may  be  getting  itself  into  an 
unfortunate  situation  in  connection  with  its  participation 
in  the  method  of  narcoanalysis  in  the  interrogation  of 
persons  suspected  of  crime.  At  present  the  practice  is 
said  to  be  done  only  when  the  suspect  volunteers.  It  is, 
however,  a rather  unpleasant  experience  and  the  scientific 
validity  of  its  results  is  certainly  far  from  being  ade- 
quately established.  Furthermore,  tomorrow  it  may  be 
proposed  for  unwilling  subjects,  much  as  it  is  said  to 
have  been  employed  in  certain  other  countries.  And  it 
is  to  be  remembered  that  "compulsory”  and  "voluntary” 
are  relative  terms  without  absolute  significance  in  the 
case  of  incarcerated  suspects  of  major  crime. 

Physicians  cannot  escape  from  participation  in  the  de- 
termination of  guilt  or  innocence  in  certain  types  of 
criminal  proceedings.  The  use  of  methods  to  disintegrate 
a human  personality  by  chemical  means  and  thereby 
attempt  to  glean  information  which  the  criminal  suspect 
would  not  otherwise  give  is,  however,  a departure  which 
may  ultimately  put  at  least  a certain  class  of  physicians 
in  an  activity  of  questionable  ethical  character.  Perhaps 
it  is  legitimate  to  use  the  boon  of  anesthetic  agents  in 
criminology.  Perhaps  it  is  ethical  for  a physician  to  em- 
ploy his  skills  in  criminal  narcoanalysis.  Or  perhaps  it  is 
a perversion  of  the  use  of  the  former  and  of  the  high 
calling  of  the  latter. 

Legal  standards  are,  or  should  be,  based  on  ethical 
standards.  Ethical  standards  are  set  by  society,  and  in 
the  case  of  medical  practice  depend  largely  upon  the 
attitudes  of  physicians.  The  medical  profession  should 
give  serious  consideration  to  this  problem,  if  for  no  other 
reason  than  to  outline  conditions  under  which  the  prac- 
tice of  non-medical  narcoanalysis  can  be  considered 
proper,  if  it  can  indeed  be.  One  should  not  fail  to  note 
that  there  have  been  quite  a number  of  reports  of  crim- 
inal trials  in  certain  other  countries  in  which  the  use  of 
certain  unspecified  "drugs”  has  been  said  to  have  played 
a role  in  the  outcome.  Perhaps  some  of  the  principals 
had  also  been  narcoanalyzed.  Perhaps  the  ethics  of 
chemical  poisoning  of  the  brain  is  not  far  different  from 
the  ethics  of  beating  the  man’s  body  until  he  also  gives 
up  certain  information.  Beating  up  brain  cells  by  chem- 
ical action  without  medical  indication  may  be  just  a more 
refined  kind  of  impropriety.  It  is  not  suggested  that 
narcoanalysis  may  not  be  a useful  research,  diagnostic 
or  therapeutic  tool.  M.  B.  V. 
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The  Journal-Lancet 


News  Briefs 


North  Dakota 

Installation  of  Dr.  L.  W.  Larson  as  president,  and 
Dr.  W.  E.  G.  Lancaster  of  Fargo  as  president  elect  and 
a number  of  scientific  lectures  on  May  30  closed  the 
63rd  annual  meeting  at  Grand  Forks  of  the  North  Da- 
kota State  Medical  association. 

The  four  day  convention  drew  a large  percentage  of 
members  of  the  association  and  offered  an  outstanding 
scientific  program. 

In  his  closing  address  as  president  of  the  association, 
Dr.  W.  A.  Wright  of  Williston  pleaded  for  professional 
freedom  away  from  governmental  control.  The  incom- 
ing president.  Dr.  Larson,  devoted  his  inaugural  address 
largely  to  organization  matters. 

Dr.  Joseph  Sorkness  of  Jamestown  was  elected  second 
vice  president  of  the  group;  Dr.  O.  W.  Johnson  of 
Rugby,  first  vice  president;  Dr.  A.  E.  Spear,  Dickinson, 
speaker  of  the  house;  Dr.  G.  A.  Dodds,  Fargo,  vice 
speaker  of  the  house;  Dr.  O.  H.  Sedlak,  Fargo,  secre- 
tary; Dr.  E.  J.  Larson,  Jamestown,  treasurer;  Dr.  W.  A. 
Wright,  Dickinson,  delegate  to  the  American  Medical 
association,  and  Dr.  G.  W.  Toomey,  Devils  Lake,  alter- 
nate delegate  to  A.M.A. 

New  councillors  are  Dr.  J.  F.  Hannah,  Fargo;  Dr. 
C.  J.  Glaspel,  Grafton;  Dr.  R.  H.  Waldschmidt,  Bis- 
marck; Dr.  R.  D.  Nierlmg,  Jamestown. 

The  transactions  and  full  account  of  the  meeting  will 
appear  in  the  September  issue  of  Journal-Lancet. 

* 

Members  of  the  medical  and  advisory  council  of  the 
North  Dakota  state  medical  center  held  their  semi- 
annual meeting  on  June  20  m the  medical  school  build- 
ing at  the  University  of  North  Dakota  in  Grand  Forks. 

The  program  called  for  a discussion  of  plans  for  ex- 
pansion of  the  medical  school  and  of  the  problems  of 
interns  and  internships  and  the  college  nurses  program 
at  the  University. 

^ 

Dr.  W.  a.  Wright  of  Williston  was  recently  re- 
appointed to  a three  year  term  on  the  North  Dakota 
state  health  council  by  Governor  Fred  G.  Aandahl. 

* + ^ 

Dr.  P.  j.  Weyrens  of  Hebron  observed  in  June  the 
fiftieth  anniversary  of  his  entrance  into  the  practice  of 
medicine.  He  has  been  at  Hebron  over  twenty  years 
and  IS  still  serving  that  community  as  family  doctor. 

* * 

Joint  memorial  and  dedication  services  for  the 
new  ^123,000  Richardton  Memorial  hospital  were  held 
on  Tuesday,  May  30.  Chief  speaker  at  the  ceremonies 
was  Judge  Gunmunder  Grimson  of  the  Supreme  court. 
The  hospital  will  he  operated  by  the  Benedictine  Sisters 
from  the  St.  Alexis  hospital  at  Bismarck. 

-t  ^ 

Dr.  S.  W.  Chiasson  and  Dr.  R.  A.  Lewis  of  the 
Vanguard  clinic  at  Vanguard,  Alberta,  will  open  a clinic 
in  Richardton.  l3oth  doctors  are  Canadian  horn  and 
are  graduates  of  McGill  university  in  Montreal. 


Dr.  a.  K.  Saiki  of  the  University  medical  school  has  i 

been  certified  by  the  American  Board  of  Pathology  in  ] 

the  fields  of  pathological  anatomy  and  clinical  pathology.  j 

A native  of  Hawaii  and  a graduate  of  the  University  i 

of  Nebraska,  Dr.  Saiki  has  been  at  the  University  i 

since  1928.  . 

jf:  I 

Dr.  Robert  B.  Tudor  of  the  Quain  and  Ramstad  * 

clinic,  Bismarck,  has  been  made  a diplomate  of  the  1 

American  Board  of  Pediatrics. 

>l!  * 

New  locations  . . . 

Dr.  Daniel  L.  Bray  has  left  Bottineau,  North  Da- 
kota, for  Algona,  Iowa,  to  take  over  the  practice  of  a 
former  classmate.  I 

>j<  j|:  I 

Dr.  Lol'is  S.  Gerber,  who  has  practiced  in  Lakota  j 
for  six  years  left  in  June  for  Albuquerque,  New  Mexico,  j 
where  he  will  serve  as  assistant  director  of  the  student  | 
health  service  and  hospital  at  the  University  of  New 
Mexico.  j 

^ I 

Dr.  Mark  P.  Grabber,  formerly  associated  with  the  ! 
hospital  at  Eureka,  South  Dakota,  has  opened  a med- 
ical practice  in  Wishek.  j 

+• 

Dr.  Robert  R.  Giebink,  a specialist  in  orthopedic  ■ 

surgery,  has  joined  the  staff  of  Fargo  veterans  hospital.  i 

* =1=  j 

Dr.  Michael  F.  Koszalka,  a specialist  in  internal 

medicine  and  a graduate  of  Georgetown  university,  has  i 
joined  the  staff  of  Fargo  Veterans  hospital.  1 

Minnesota  [ 

Dr.  j.  F.  Norman,  Crookston,  is  president-elect  of  ' 

the  Minnesota  State  Medical  association  to  succeed  i 
Dr.  F.  1.  Elias,  Duluth,  m 1931.  He  was  elected  at  the  ) 

97th  annual  convention  of  the  state  group  in  Duluth  j 

June  12  and  13.  ' 

Delegates  at  the  business  session  elected  Dr.  Elias  i 
and  Dr.  J.  A.  Bargen,  Rochester,  as  delegates  to  the 
American  Medical  association  convention.  Dr.  Willard  i 

White,  Minneapolis,  was  elected  first  vice  president,  and  j 
Dr.  A.  E.  Brown,  Rochester,  second  vice  president.  Dr.  t 
B.  S.  Scouster,  St.  Paul,  was  re-elected  secretary  and  j 
Dr.  W.  R.  Condit,  Rochester,  was  re-elected  treasurer.  j 

* * * 

Dr.  George  E.  Fahr  was  honored  by  his  former  stu-  | 

dents  and  associates  June  14  at  a dinner  in  the  Campus  ! 

club  of  Coffman  Memorial  Union  at  University  of 

Minnesota.  Dr.  Fahr,  68,  is  retiring  after  29  years  dur-  ! 
mg  which  he  has  taught  internal  medicine  at  the  univer- 
sity and  served  as  chief  of  the  medical  service  depart-  | 
ment,  Minneapolis  General  hospital  and  chief  of  the 
university  heart  clinic.  A sum  of  more  than  J58,000  was  j 
presented  in  his  name  to  the  Minnesota  Medical  Foun- 
dation. 
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A UNIQUE  DEVICE  for  teaching  use  of  x-ray  equipment 
will  be  shown  in  London  in  late  July  by  Dr.  Linneus 
Idstrom,  associate  director  of  radiology  at  Swedish  hos- 
pital, Minneapolis.  Dr.  Idstrom  will  demonstrate  the 
instrument  at  the  International  Congress  of  Radiology 
which  meets  July  23  to  30. 

*  *  * 

The  Colvin  memorial  surgical  fund,  to  carry  on 
a research  and  teaching  program,  has  been  established 
at  Ancker  hospital.  The  fund  is  in  memory  of  Dr. 
Alexander  R.  Colvin,  for  more  than  30  years  chief  of 
staff  at  the  hospital. 

>(: 

Opening  of  the  new  ^300,000  Swift  County-Benson 
hospital  took  place  at  Benson  Sunday  afternoon,  June 
18.  Dr.  Walter  Kvale,  consultant  in  the  division  of 
medicine  at  the  Mayo  clinic,  Rochester,  and  native  of 
Benson,  gave  the  main  address  at  the  hospital. 

* * * 

Development  of  a program  of  specialized  pediatrics 
care  for  the  nearly  1,500  children  in  two  Minnesota 
state  hospitals,  a pioneer  venture  in  America,  was  an- 
nounced recently.  The  plan,  first  of  its  kind  in  America, 
was  conceived  and  developed  by  Dr.  Ralph  Rossen,  state 
mental  health  commissioner,  and  Dr.  John  Adams,  who 
has  resigned  as  assistant  professor  of  pediatrics  at  the 
University  of  Minnesota  to  become  director  of  the  pe- 
diatrics department  and  professor  of  pediatrics  at  the 
University  of  California  at  Los  Angeles. 

The  pediatric  specialists’  program  is  one  phase  of  a 
series  of  cooperative  undertakings  between  the  state 
mental  health  division  and  the  University  of  Minnesota 
in  the  new  mental  health  program. 


Deaths 


Dr.  Duma  Arnold,  58,  Minneapolis  physician,  died 
June  12  in  Philadelphia.  Dr.  Arnold  received  his  M.D. 
in  1920  and  practiced  in  Roebling,  N.  J.,  before  com- 
ing to  Minneapolis.  He  was  a member  of  the  staffs  of 
Asbury  and  Maternity  hospitals  and  clinical  instructor 
in  obstetrics  and  gynecology  at  the  University  of  Min- 
nesota. 

* * * 

Dr.  Karl  Dedolph,  practicing  physician  and  surgeon 
since  1912,  died  June  8 in  St.  Paul.  He  was  a member 
of  the  Ramsey  County  Medical  society,  A.M.A.,  and 
Alpha  Kappa  Kappa  medical  fraternity. 

* * * 

Dr.  a.  E.  Cardle,  Minneapolis  specialist  in  internal 

medicine,  was  killed  on  June  23  in  an  airplane  crash  in 
Lake  Michigan.  Dr.  Cardie,  a graduate  of  the  Univer- 
sity of  Iowa  in  1923,  was  a member  of  the  staffs  of 
Abbott,  Northwestern  and  General  Hospitals. 

Dr.  Cardie  had  been  at  a meeting  in  Montreal, 

Canada  and  was  to  have  been  joined  by  Mrs.  Cardie 
for  a flight  to  San  Francisco,  where  he  was  to  have 
attended  an  American  Medical  association  meeting. 


Dr.  Clement  Paul  Gillespie  died  May  29  in  Port- 
land, Oregon.  He  was  graduated  in  1948  from  the 
Creighton  University  school  of  medicine  at  Omaha,  and 
was  taking  his  internship  at  St.  Vincent’s  hospital  in 
Portland. 

* =)= 

Dr.  John  J.  Ratcliffe,  78,  died  May  24  in  North- 
ern Pacific  hospital  in  St.  Paul.  He  was  taken  ill  on  his 
way  home  from  Brownsville,  Texas. 

4=  + =1= 

Dr.  John  P.  Schneider,  71,  retired  Minneapolis  phy- 
sician, died  June  15.  A co-founder  of  the  Nicollet  clinic 
in  1920,  he  retired  in  1929.  He  was  born  in  Lewiston, 
Minnesota,  attended  Winona  State  Teachers  college  and 
the  University  of  Minnesota,  where  he  received  his 
M.D.  degree  in  1906. 

* 

Dr.  V.  H.  Moats,  77,  resident  of  McClusky  since 
1931,  died  May  3 in  Fargo.  He  was  graduated  from 
Hamline  University  medical  school  in  1908  and  was 
associated  with  Dr.  Hagen  at  Williston.  He  served  in 
the  army  medical  corps  from  1917  to  1920. 

He  * * 

Dr.  F.  D.  Wilson  of  Sioux  City,  South  Dakota, 
died  May  14.  He  had  practiced  in  Corsica  for  two 
years,  in  Armour  for  about  ten  years,  and  in  Winner 
for  several  years  before  coming  to  Sioux  City  six  years 
ago. 

* H= 

Dr.  Kenneth  G.  Wilson,  34,  died  June  19  at  La- 
guna Beach.  A graduate  of  University  of  Minnesota, 
Dr.  Wilson  was  a member  of  Psi  Upsilon  and  Nu 
Sigma  Nu  fraternities. 
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Health  insurance  for  college  students  was  presented 
by  several  speakers.  Dr.  Frank  O.  Robertson,  Univer- 
sity of  Denver,  discussed  his  experience  with  student 
health  insurance  covered  by  a private  insurance  com- 
pany. After  a year  of  trial,  the  University  and  the  in- 
surance company  are  satisfied  with  the  system.  Dr. 
Thomas  H.  Rawles,  treasurer  of  Colorado  College,  point- 
ed out  the  wide  range  in  annual  expenditures  at  different 
institutions  and  asked  for  consideration  of  methods  of 
insurance  to  permit  wider  health  coverage  at  reasonable 
cost.  Mr.  John  Vance,  representative  of  the  Colorado 
Medical  Service,  discussed  the  possibility  of  prepayment 
of  hospital  and  surgical  care  for  college  students  through 
the  Blue  Cross  system. 

Dr.  Richard  H.  Mellen,  orthopedic  surgeon  of  Colo- 
rado Springs,  presented  the  subject,  "The  Treatment  of 
Knee  Injuries  in  the  College  Infirmary,”  with  a plea  for 
proper  management  from  the  start  in  order  to  cut  down 
tbe  incidence  of  later  weak  knees,  re-injuries,  and  "trick 
knees.”  During  the  final  hour  of  the  meeting  an  infor- 
mal general  discussion  was  held  covering  a variety  of 
topics  pertinent  to  college  health  service. 

Two  local  sections  have  already  made  plans  for  the 
annual  conference  in  the  fall.  The  Southwestern  Sec- 
tion has  scheduled  an  annual  meeting  in  Austin,  Texas, 
(Continued  on  page  278) 
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on  November  rvventy-nintli  and  thirtieth.  Two  special 
attractions  for  the  delegates  include  a tour  of  the  new 
University  of  Texas  Health  Center  and  the  colorful  and 
famous  University  of  Texas  and  Texas  A & M College 
football  game  on  the  afternoon  of  the  thirtieth.  The 
officers  of  the  section  are:  president,  Caroline  Crowell, 
M.D.,  the  University  of  Texas  and  secretary,  Hiawatha 
Crosslin,  Ed.D.,  S.W.  Texas  State  Teachers  College. 

The  program  promises  a stimulating  and  interesting 
meeting.  On  the  program  are  the  following  topics: 
"Health  and  Student  Housing,”  "Problems  of  Adjust- 
ment in  Physical  and  Mental  Health  of  College  Stu- 
dents,” "Highlights  of  the  First  International  Health 
Congress  for  College  Women  Held  in  Denmark,” 
"Malignancies  in  the  College  Age  Group,”  and  "Prob- 
lems of  a Hospital-Centered  University.”  Among  the 


speakers  are  Thurman  B.  Rice,  M.D.,  University  of 
Indiana;  George  M.  Decherd,  Jr.,  M.D.,  the  Univer- 
sity of  Texas;  Eleanor  J.  McDonald,  M.D.,  Anderson 
Cancer  Hospital;  Margaret  Peck,  M.A.,  the  University 
of  Texas;  Hiawatha  Crosslin,  Ed.D.;  and  a panel  of 
experts.  Another  feature  on  the  program  is  a discussion 
by  a panel  of  students  on  the  subject,  "What  Can  a 
University  Health  Service  Mean  to  Students?”. 

The  Executive  Committee  of  the  Pacific  Coast  Sec- 
tion has  planned  a meeting  for  November  twenty-fourth 
and  twenty-fifth  to  be  held  at  the  University  of  Oregon. 
The  proposed  program  includes  three  main  topics: 
health  education,  mental  health,  and  four  selected  med- 
ical diseases  common  to  college  students. 

The  University  of  New  Hampshire  needs  a physician 
for  the  position  of  Director  of  Health  Service  beginning 
in  September.  Write  to  Everett  B.  Sackett,  Dean  of 
Student  Administration,  for  further  information. 
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clinic  of  the  Philadelphia  General  Hospital.  He  is  a fellow  of 
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American  College  Health  Association,  consultant  in  health  edu- 
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ical Arts  Center  Hospital.  He  is  a diplomate  of  the  American 
Board  of  Dermatology  and  a member  of  several  medical 
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Insipidus,  appeared  in  the  June  issue  of  Journal-Lancet,  is  a 
graduate  of  the  Woman's  Medical  College,  studied  at  the 
LJniversity  of  Minnesota  medical  school  for  one  year,  is  now 
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AUGUST,  1950 


Volume  LXX,  No.  8 


IN  THIS  ISSUE 


The  Neurosurgical  Treatment  of  Intractable  Pain  .....  279 

A.  EARL  WALKER,  M.D. 

Narco-Analysis  for  Criminal  Interrogation  ......  283 

JAMES  H.  MATTHEWS,  M.D. 

Group  Therapy  in  a Child  Guidance  Clinic  ......  290 

WILLIAM  FLEESON,  M.D.,  ERIC  KENT  CLARKE,  M.D.  and  JOHN  D.  FOLEY 

Antihistaminic  Prophylaxis  and  Treatment  of  Respiratory  Infections  . 293 

SPENCER  F.  BROWN,  M.D. 

Madura  Foot  or  Mycetoma  Pedis  ........  295 

R.  F.  NUESSLE,  M.D.,  F.A.C.S. 

Book  Reviews  ............  297 

Clinical  Use  of  a New  Subcutaneous  Mercurial  Diuretic,  Thiomerin  . 298 

ROBERT  J.  BRIMI,  M.D. 

Relief  of  Anal  Pain  ...........  300 

DAVID  MILLER,  M.D. 

Metastatic  Renal  Malignancy  .........  301 

LOUIS  F.  PINE,  M.D. 

The  Use  of  Penicillin  in  the  Management  of  Chickenpox  at  the 

College  Age  Level  ...........  303 

E.  S.  KRUG,  M.D.  and  H.  R.  GLENN,  M.D. 

Important  Factors  in  the  Epidemiology  of  Tuberculosis  ....  304 

H.  A.  BURNS,  M.D. 

Meet  Our  Contributors  ..........  306 

Editorially  Speaking: 

Medical  Progress  Through  Research  .......  308 

OWEN  H.  WANGENSTEEN,  M.D. 

American  College  Health  Association  News  . . . . . . 312 

Notices  .........  ....  312 

PREPARATION  OF  MANUSCRIPTS 

JOURNAL-LANCET  extends  an  invitation  to  the  sonable  number  (two  or  three)  illustrations  are  pub- 
profession  for  articles  with  the  understanding  that  they  lished  free  of  cost;  special  arrangements  must  be  made 
are  original  contributions  not  previously  published.  for  more  numerous  or  highly  finished  illustrations  or 

Manuscripts  are  to  be  typed  on  one  side  of  the  tables. 


Please  do  not  attach  legends  to  the  pictures.  A rea-  are  prepared  on  order. 


Entered  as  second-class  matter  at  the  postoffice  at  Minneapolis  under  the  act  of  March  3»  1879. 


new  and  different  salt  substitute 


. . . tastes  like  salt 

looks  like  salt 
sprinkles  like  salt 


hypertension 

toxemias 
of  pregnancy 

CO-SALT  tastes  so  much  like  table  salt  that  low  so- 
dium diet  patients  can  actually  enjoy  their  food  again. 
With  CO  SALT  in  place  of  sodium  chloride,  they  will 
cooperate  more  fully  in  following  your  diet... will 
be  better  nourished . . . and  intake  of  edema-causing 
sodium  will  be  held  to  a minimum. 

CO-SALT  CONTAINS  NO  LITHIUM  ...  is  not  bitter, 
metallic,  or  disagreeable  in  taste.  It  is  the  only  salt 
substitute  that  contains  choline. 


CO-SALT  — for  use  at  the  table  or  in  cooking  — will 
be  a joy  to  low-sodium  diet  patients. 

INGREDIENTS:  Choline, potassium  chloride, ammo- 
nium chloride  and  tri-calcium  phosphate. 


Accepted  for  advertising  in 
the  Journal  of  the  American 
Medical  Association. 


Casimir  Funk  Laboratories,  Inc. 

affiliate  of  U.  S.  VITAMIN  CORPORATION 
250  E.  43rd  St.  • New  York  17,  N.  Y. 


Professional  Samples 
Upon  Request 


Available; 

2 oz.  shaker 
top  package 
8 oz.  economy 
package 


The  Neurosurgical  Treatment  of  Intractable  Pain 

A.  Earl  Walker,  M.D.* 

Baltimore,  Maryland 


UNTIL  the  first  part  of  this  century  it  was  not  clearly 
recognized  that  pain  was  of  two  types — one  a sen- 
sation like  our  other  senses  and  the  other  a feeling  tone 
akin  to  our  emotions.  The  sensation — pain — has  a con- 
stant threshold  in  the  same  individual  at  different  times 
and  also  in  different  individuals.  The  feeling  tone  or 
reaction  to  pain  on  the  other  hand  has  a great  variation 
in  threshold  in  the  same  patient  at  different  times  and 
in  different  patients.  Pain  perception  is  dependent  upon 
simple  neuronal  pathways,  but  pain  reaction  is  the  re- 
sponse of  complex  integrative  neuronal  mechanisms. 

A vicarious  reaction  to  pain  may  be  readily  induced 
by  conditioning.  In  young  children  accurate  audiometer 
tests  may  be  made  by  using  an  audible  tone,  followed 
by  a painful  stimulus  and  recording  the  change  in  skin 
resistance,  one  of  the  somatic  manifestations  of  the  re- 
action to  pain.  After  a very  few  trials,  the  painful  stim- 
ulus may  be  omitted  and  the  change  in  skin  resistance 
occurs  whenever  a tone  is  heard.  By  this  means  without 
the  verbal  cooperation  of  the  patient  an  audiogram  may 
be  determined.  This  conditioning  process  may  occur  in 
disease  states  so  that  even  when  the  pain  is  eliminated 
the  patient  may  still  suffer.  A letter  from  a patient 
whose  trigeminal  root  I had  cut  for  tic  douloureux  is 
pertinent. 

"Your  operation  (for  trigeminal  neuralgia)  was  suc- 
cessful as  far  as  the  pain  was  concerned,  but  the  fear 
of  pain  caused  me  to  become  a highly  nervous,  fearful 

*From  the  Division  of  Neurological  Surgery,  The  Johns 
Hopkins  University  School  of  Medicine,  Baltimore,  Maryland. 


person.  When  I eat  or  think  of  eating  my  head  seems 
to  become  tight  and  my  ears  stop  up.  I can  be  eating 
like  I was  starved  to  death  and  a little  voice  in  my  head 
seems  to  say  'you  cannot  eat’  and  I choke  up.” 

The  actual  pain  must,  then,  be  dissociated  clearly  from 
the  general  emotional  reaction  of  the  patient — his  suffer- 
ing, his  remorse,  and  even  his  humiliation.  It  is  well 
known  that  no  two  patients  react  identically  to  the  same 
pathological  condition.  Some  minimize  their  symptoms, 
some  exaggerate  them.  Their  reaction  depends  upon  a 
number  of  factors— the  personality  make-up,  the  phys- 
ical, mental  and  social  state  of  the  patient  and  other 
less  tangible  factors.  Thus  a football  player  in  good 
health,  who  finds  his  sport  interesting  and  exciting,  will 
sustain  an  injury  and  continue  the  game  in  spite  of 
pain.  But  a player  who  feels  his  sport  too  strenuous  and 
difficult,  but  who  must  keep  at  it  for  his  personal  pres- 
tige, may  be  out  of  the  game  for  the  season  when  sus- 
taining a minor  but  obvious  injury.  The  injury  provides 
him  with  an  adequate  excuse  for  dropping  the  game 
which  threatens  the  integrity  of  his  ego. 

This  same  principle  is  applicable  to  the  more  serious 
diseases  of  mankind.  When  pain  has  ceased  to  be  a 
factor  acting  upon  the  personality  and  becomes  incor- 
porated into  the  personality  of  the  individual  any  thera- 
peutic procedure  is  doomed  to  failure  so  long  as  the 
elements  which  incorporated  the  pain  in  the  personality 
remain.  And  in  many  instances  it  is  difficult  if  not  im- 
possible to  eliminate  these  fundamental  factors.  Not 
long  ago  a patient  consulted  the  author  for  pain  in  his 
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amputation  stump.  It  was  evident  after  a brief  survey 
that  he  was  a timid  dependent  man  who  had  always  felt 
inadequate — in  his  work,  in  society  and  even  in  his 
family. 

Here  is  the  report  of  the  psychiatrist,  Dr.  Harold 
Rosen: 

"He  told  me  that  his  pain  subsided  within  a few 
months  of  his  amputation  in  1923  hut  recurred  with  con- 
siderable severity  in  1932,  at  the  time  of  the  death  of 
his  father.  For  several  weeks  after  his  father’s  death, 
he  would  see  his  father’s  image  at  night.  His  father 
would  appear  to  be  in  severe  agony  and  then  this  agony 
would  be  transmitted  to  the  patient.  Soon  thereafter  the 
phantom  pain  recurred. 

"The  pain  again  became  worse  after  a series  of  ill- 
nesses which  necessitated  his  giving  up  support  of  the 
family  and  watching  his  wife  assume  this  role.  He  de- 
scribed marked  dependence  upon  his  wife  (whom  he 
calls  mother),  but  his  inferences  made  it  clear  that  his 
feelings  for  her  were  quite  ambivalent.  . . . This  pa- 
tient wants  a dependency  relationship  which  he  cannot 
consciously  accept  ...  If  this  pain  should  be  removed, 
either  by  direct  suggestion  under  hypnosis  or  by  cord- 
otomy it  would  be  necessary  first  of  all  to  treat  and 
remove  those  factors  which  emotionally  make  it  possible 
for  symptoms  to  fulfill  the  functions  which  they  do. 
Otherwise,  the  pain  will  either  recur,  another  symptom 
may  take  its  place  (and  this  other  symptom  most  prob- 
ably would  be  a more  disabling  and  incapacitating  one), 
or — and  this  is  the  most  likely  possibility — a suicidal 
depression  will  supervene.  As  a result,  cordotomy  is  psy- 
chiatrically  contra-indicated  at  this  time.’’ 

Let  me  illustrate  this  point  by  a converse  situation. 
During  the  past  World  War  thousands  of  soldiers  of 
this  and  other  countries  had  amputations.  The  actual 
surgical  techniques  did  not  differ  a great  deal  in  the 
various  countries.  In  France,  however,  between  six  and 
12  per  cent  of  amputees  have  required  some  form  of 
neurosurgical  treatment  for  painful  amputations  and 
phantom  limbs.  In  this  country,  practically  none  needed 
such  treatment.  In  fact,  in  an  Army  General  Hospital, 
an  amputation  center,  in  1947  only  five  patients  from 
over  400  amputees  could  be  found  who  had  any  com- 
plaint, even  a mild  paresthesias,  referable  to  the  stump. 
Why  was  there  this  great  difference?  An  analysis  of 
pre-  and  post-operative  care  afforded  these  ca.ses  offers 
the  solution.  In  France  the  patient  had  his  limb  off  and 
was  sent  home  within  a few  weeks  without  a prothesis. 
Often  his  home  was  in  ruins,  his  family  scattered,  per- 
haps several  members  dead.  He  had  no  means  of  earn- 
ing a livelihood  and  no  hope  of  rehabilitation.  Small 
wonder  that  his  stump,  upon  which  he  blamed  his  mis- 
fortune, became  painful  and  a phantom  limb  appeared 
to  plague  him. 

But  consider  the  amputee  in  this  country.  Counselled 
by  psychiatrist  and  rehabilitation  officer,  the  latter  often 
an  amputee  himself,  he  was  shown  what  might  be  accom- 
plished with  a prothesis.  As  soon  as  his  stump  was  suit- 
ably healed,  one  was  provided  and  he  was  instructed  m 
Its  use.  The  prettiest  nurses  m the  hospital  accompanied 
this  man  to  picnics,  shows  and  dances.  As  soon  as  the 


amputee  had  become  dextrous  with  his  prothesis  he  was 
advised  regarding  vocational  training  and  started  on  a 
course  which  would  fit  him  for  the  position  or  job  he  i 
wanted. 

By  the  time  these  men  left  the  hospital  they  had  made  • i 
an  adequate  psychological  adjustment  to  their  disability,  | 
had  acquired  a vocation  and  regained  their  faith  and  ] 
hope  in  life.  The  psychological,  economic  and  social  fac- 
tors which  precipitate  phantom  limb  symptoms  were  ab-  i 
sent,  and  the  pain  was  equally  absent. 

Neurosurgical  Treatment  of  Pain 

These  factors  are  often  neglected  until  a perfectly  I 
good  operation  has  failed  to  relieve  the  pain.  Only  then 
is  it  thought  that  the  discomfort  may  be  not  so  much 
an  accompaniment  of  the  somatic  disease  as  a personality 
maladjustment  to  the  disorder.  j 

However,  many  patients  with  normal  personalities  de-  , 
velop  disease  having  agonizing  pain.  Although  the  logi-  ' 
cal  treatment  of  such  cases  is  removal  of  the  cause,  in 
many  instances  that  is  impossible.  Narcotics  and  anal-  ! 
gesics  may  help  temporarily  but  some  more  permanent 
relief  is  often  desirable. 

Sympathectomy.  Sympathectomy  has  a definite  role 
in  the  relief  of  pain.  The  treatment  of  causalgia  is  now 
recognized  to  be  sympathectomy  of  the  involved  part. 

The  results  of  this  procedure  have  been  uniformly  good, 
in  some  series  100  per  cent  of  cases  being  markedly  im- 
proved.’’ Preliminary  chemical  blocking  by  procaine  of 
the  sympathetic  rami  and  ganglia  is  a valuable  diagnostic 
and  prognostic  test.  Repeated  blocks  occasionally  will 
give  permanent  relief.  If  the  procaine  injection  does 
produce  a marked  or  complete  relief  of  pain,  good  results 
may  be  expected  from  sympathectomy. 

For  causalgia  of  the  upper  extremity  a preganglionic 
interruption  of  the  thoracic  chain  below  the  third  ganglia 
with  section  of  the  rami  communicantes  of  the  2nd  and 
3rd  ganglia  (Smithwick  procedure)  usually  gives  good 
results.  Removal  of  the  2nd  or  3rd  lumbar  ganglia  is 
adequate  to  relieve  most  cases  of  causalgia  of  the  lower 
extremity,  but  in  some  cases  the  site  of  injury  may  have 
to  be  denervated  for  relief. 

Both  experimental  and  clinical  experience  suggest  that 
resection  of  the  2nd,  3rd  and  4th  thoracic  sympathetic 
ganglia  should  relieve  anginal  pain.  Lindgren  and  Olive- 
crona''  report  that  the  best  results  are  obtained  by  uni- 
or  bi-lateral  resection  of  the  stellate  and  upper  four 
thoracic  ganglia,  complete  relief  being  obtained  in  43.7  , 
per  cent  of  cases  and  partial  in  40.8  per  cent.  Myo-  j 
cardial  infarction,  the  cause  of  death  in  most  cases, 
caused  little  or  no  pain.  i 

Abdominal  pain  may  be  relieved  by  resection  of  the 
celiac  and  superior  mesenteric  ganglia.  Presacral  neur- 
ectomy is  valuable  in  the  relief  of  pain  associated  with 
dysmenorrhea,  endometriosis,  inoperable  carcinoma  of 
the  genitalia  and  in  the  treatment  of  pelvic  pain  of  un- 
known etiology.  Presacral  neurectomy  for  dysmenorrhea 
gave  good  results  in  50  per  cent  and  some  improvement  ! 
in  29  per  cent  in  a series  of  68  cases  reported  by  Pha- 
neuf."’ 

Gardner  et  al,-  acting  on  the  hypothesis  that  some 
headaches  may  be  due  to  parasympathetic  discharges 
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passing  over  the  facial  nerve,  resected  the  greater  super- 
ficial petrosal  nerve  in  26  patients  suffering  from  uni- 
lateral facial  pain.  A temporary  facial  paralysis  compli- 
cated the  convalescence  in  seven  of  the  31  operations. 
In  13  cases  of  histamine  headache  (paroxysmal  unilateral 
head  pains,  usually  retro-orbital  or  temporal,  accompa- 
nied by  profuse  lacrimation  and  nasal  discharge)  the  re- 
sults were  classified  as  excellent  in  approximately  25  per 
cent  of  the  cases,  as  fair  in  50  per  cent,  and  as  failures 
in  25  per  cent.  In  nine  cases  of  migraine,  the  results 
I were  somewhat  better. 

I Rhizotomy.  The  best  known  and  most  satisfactory 
I rhizotomy  is  the  classic  retrogasserian  neurectomy  for 
trigeminal  neuralgia  which  is  a simple  operation,  well 
' tolerated  even  by  the  aged.  The  price  for  the  relief  of 
j pain  is  anesthesia  of  the  previously  involved  portion  of 
j the  face.  This  sensory  loss  is  usually  not  unbearable, 
j but  occasionally  paresthesias  are  quite  annoying.  For- 
tunately, this  complication  occurs  in  less  than  5 per  cent 
j of  cases.  Keratitis  is  rarely  seen,  now  that  a subtotal 
avulsion  of  the  root  has  become  standard  practice.  Facial 
paralysis,  occurring  in  about  6 per  cent  of  patients, 
usually  is  temporary  and,  unless  the  cornea  has  been 
I denervated,  not  a serious  complication.  Pain  from  ma- 
I lignancies  of  the  head  may  also  be  relieved  by  trigeminal 
; neurectomy  but  often  some  recurrence  of  pain  detracts 
from  the  result.'^ 

' Section  of  spinal  posterior  roots  for  the  relief  of  pain 
I has  not  proved  to  be  generally  satisfactory,  due  to  a 
failure  to  relieve  the  pain  and  distressing  paresthesias  in 
the  denervated  areas.  To  be  sure  of  complete  denerva- 
I tion  of  a given  dermatome  at  least  two  and  sometimes 
three  roots  above  and  below  the  dermatome  must  be  sec- 
1 tioned.  This  produces  a large  anesthetic  zone  which  is 
I often  paresthetic.  The  resulting  numbness  is  at  times 
complained  of  more  than  the  pain.  If  the  upper  extrem- 
ity is  so  denervated  the  limb  becomes  useless  and  so 
annoying  to  the  patient  that  an  amputation  is  often 
j sought. 

Section  of  the  pain  carrying  fibers — the  spino-thalamic 
i tract — leaves  intact  touch  so  that  numbness  is  not  pres- 
I ent.  This  procedure  may  be  carried  out  in  the  spinal 
cord  (chordotomy) , medulla  oblongata  (medullary  tract- 
otomy), mesencephalon  (mesencephalic  tractotomy)  or 
j thalamus  (thalamotomy). 

' Chordotomy.  Anterolateral  chordotomy  is  a standard 
and  excellent  procedure  for  the  relief  of  pain,  although 
because  of  technical  operative  difficulties  the  results  are 
1 not  always  as  good  as  desired.  The  most  common  causes 
of  failure  are  (1)  improper  position  of  the  incision, 
either  too  far  anterior  to  the  dentate  ligament  in  cases 
of  pelvic  pain  or  failure  to  carry  the  incision  far  enough 
I anteriorly  in  thoracic  pain,  (2)  improper  selection  of 
cases,  (3)  failure  to  make  a bilateral  chordotomy  for 
abdominal  malignancy  with  unilateral  pain  and  (4)  too 
great  a delay  in  performing  the  operation.'’  Unless  a 
patient  has  a life  expectancy  of  at  least  six  months,  he 
or  she  will  not  live  long  enough  to  recover  from  the  dis- 
comfort of  the  operation  and  the  annoyance  of  the  uri- 
nary incontinence  which  commonly  is  a complication. 
A progressive  cachexia  added  to  these  distressing  factors 


may  make  life  unbearable  even  though  the  pain  has 
been  eliminated. 

Medullary  tractotomy.  Relief  of  pain  in  the  upper 
chest  and  shoulder  may  be  accomplished  by  section  of 
the  spino-thalamic  tract  in  the  medulla  oblongata.  The 
operation  must  be  considered  a hazardous  procedure  in 
debilitated  patients.’  Although  cerebellar  disturbances 
may  not  be  apparent  while  the  patient  is  in  bed,  when 
ambulation  is  attempted  a severe  ataxia  may  appear  and 
be  present  for  a period  of  several  months  postoperatively. 

Mesencephalic  tractotomy.  Interruption  of  the  pain 
tracts  from  the  entire  opposite  half  of  the  body  may 
be  accomplished  by  a section  of  the  lateral  lemniscus 
at  the  level  of  the  mesencephalon.’'’  Such  an  operation 
is  somewhat  more  complicated  than  a spinal  chordotomy 
but  can  be  accomplished  with  a mortality  of  approxi- 
mately 7 per  cent.  A complete  analgesia  of  the  opposite 
side  of  the  body  results.  In  10  per  cent  of  cases  a burn- 
ing paresthesia  may  complicate  the  result.  Since  the 
operative  incision  is  well  removed  from  the  motor 
tracts  no  motor  or  urinary  disturbance  follows:  The 

procedure  cannot  be  done  bilaterally  without  producing 
complete  deafness.  In  a personal  series  of  13  cases 
(14  operations)  the  results  were  considered  good  in  six 
cases,  fair  in  three  cases  and  poor  in  one.  Two  patients 
could  not  be  traced  for  a follow-up.  One  patient  died 
postoperatvely. 

T halamotomy.  By  means  of  a stereoencephalotome 
electrolytic  lesions  may  be  placed  in  the  long  ascending 
pain-conducting  pathways  in  the  midbrain.  The  pro- 
cedure has  not  been  studied  sufficiently  to  evaluate  its 
place  in  the  treatment  of  pain.’'^ 

T rigeminal  tractotomy.  To  prevent  the  distressing 
paresthesias  which  sometimes  follow  a retrogasserian 
neurectomy  Sjbqvist’’  introduced  section  of  the  descend- 
ing root  of  the  trigeminal  nerve.  This  procedure  has  a 
definite  place  in  the  treatment  of  intractable  facial  pain, 
but  it  has  a somewhat  higher  mortality  than  the  classical 
retrogasserian  neurotomy.  Unfortunately  the  results  of 
section  are  less  certain  than  those  of  the  neurotomy  and 
not  uncomplicated  by  paresthesias. 

Cortical  resection.  In  1942  de  Gutierrez-Mahoney^ 
suggested  that  removal  of  the  postcentral  convolution 
representation  of  a phantom  limb  might  relieve  associat- 
ed pain.  However,  in  a recent  review  he  has  stated  that 
with  rare  exceptions  the  pain  returns  within  a few 
months.  ’ The  reason  may  be  found  in  the  extensive  and 
diffuse  cortical  representation  of  the  arm  and  leg  in  the 
cerebral  cortex. 

Prefrontal  lobotomy.  Considerable  emphasis  has  been 
placed  in  the  past  two  years  upon  the  value  of  bilateral 
prefrontal  lobotomy  in  the  treatment  of  intractable  pain. 
If  suffering  is  prominent  the  distress  may  be  eliminated 
temporarily  or  permanently  by  prefrontal  lobotomy.  The 
patient  still  appreciates  painful  stimuli  and,  in  fact,  may 
react  by  motor  withdrawal  to  lesser  stimuli  than  before 
lobotomy.  No  longer  does  the  patient  complain  spon- 
taneously of  his  discomfort.  In  approximately  one  third 
of  the  cases  these  excellent  results  are  uncomplicated  by 
lasting  mental  confusion  or  objectionable  personality 
change.  In  approximately  20  per  cent  of  cases  the  pa- 
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tient  is  so  confused  mentally  and  has  such  pronounced 
apathy  that  he  has  no  interest  in  his  environment.  He 
remains  vegetating  between  life  and  death.  Occasionally 
the  patient,  following  the  prefrontal  lobotomy,  becomes 
frankly  psychotic  with  severe  mental  confusion,  hallu- 
cinations and  delusions.  Another  one  third  of  the  cases 
are  not  relieved  of  their  pain  or  are  improved  only  tem- 
porarily. Some  of  these  failures  are  more  difficult  to  care 
for  after  lobotomy  on  account  of  their  mental  confusion. 
To  avoid  these  unpleasant  sequelae  two  modifications  of 
the  procedure  have  been  advocated — topectomy  and  uni- 
lateral prefrontal  lobotomy. 

Topectomy'^  has  not  been  used  extensively  enough  to 
know  its  real  value  and  limitations.  Unilateral  pre- 
frontal lobotomy,  ipsilateral  or  contralateral  to  the  pain, 
introduced  by  Koskoff,'  has  been  found  to  give  relief 
from  pain  in  25  to  35  per  cent  of  cases.  Scarff  ''  claims 
that  two-thirds  of  his  patients  were  markedly  improved 
or  free  of  pain  without  intellectual  impoverishment  or 
mental  derangement,  but  most  neurosurgeons  admit  that 
their  results  are  much  less  favorable  on  both  scores.  In 
individuals  over  50  years  of  age  at  least  a temporary 
mental  confusion  is  the  rule,  and  not  infrequently  a 
more  permanent  mental  impairment.  Moreover,  after 
three  to  four  months  75  per  cent  of  the  patients  are 
complaining  as  severely  of  pain  as  before  operation. 
However,  if  the  unilateral  is  now  converted  into  a bi- 
lateral prefrontal  lobotomy,  the  pain  may  he  relieved, 
often  with  less  mental  confusion  than  follows  a simul- 
taneous bilateral  prefrontal  lobotomy  done  in  one  stage. 
But  failures  are  not  uncommon  even  with  this  technique. 

Discussion 

The  relief  of  intractable  pain  remains  a serious  prob- 
lem. The  recognition  of  the  role  of  the  personality  in 
pain  makes  it  easier  to  understand  the  failure  of  sur- 
gical treatment  but  does  not  aid  much  in  the  relief  of 
the  distress.  The  place  and  limitations  of  prefrontal 
lobotomy  are  not  too  clearly  defined  but  it  is  evident 
that  the  first  reports  of  this  procedure  were  prematurely 
enthusiastic.  With  this  realization,  the  oft-repeated  but 
apparently  infrequently  followed  advice  that  prefrontal 
lobotomy  should  be  used  as  a last  resort  deserves  more 
serious  consideration  especially  in  patients  with  an  indefi- 
nite life  expectancy. 

What  course,  then,  should  be  followed  in  the  treat- 
ment of  intractable  pain?  In  certain  syndromes,  specific 
techniques  are  indicated  such  as  the  retrogasserian  neur- 
ectomy for  trigeminal  neuralgia,  and  sympathectomy  for 
causalgia.  In  the  more  general  pain  syndromes,  however, 
specific  measures  are  not  available.  If  the  life  expectancy 
IS  short,  not  more  than  three  to  four  months,  analgesics 
and  narcotics  are  preferable  to  any  surgical  procedure 
on  the  central  nervous  system.  An  exception  to  this 
statement  might  be  taken  in  the  case  of  a patient  who 
does  not  need  or  desire  a clear  mental  state  in  the  ter- 
minal period.  In  such  a case  a prefrontal  lobotomy  might 
well  relieve  the  suffering  and  eliminate  the  necessity  of 
constant  narcotics.  If  the  expected  life  is  six  months  or 
more  an  appropriate  section  of  the  spinothalamic  tract 
offers  the  best  chance  of  complete  relief  with  fewest 


untoward  sequelae.  Should  the  patient  present  psycho- 
neurotic trends  complicating  pain,  a prefrontal  lobotomy 
may  relieve  both  conditions.  When  a satisfactory  chord- 
otomy  has  not  been  effectual,  a unilateral  prefrontal 
lobotomy  seems  indicated  and  may  give  a good  result. 
The  second  side  may  be  done  as  a last  resort. 

It  is  then  apparent  that  the  relief  of  intractable  pain 
requires  a nicety  of  judgment  on  the  part  of  the  physi- 
cian who  must  weigh  medical,  economic  and  social  fac- 
tors in  formulating  the  best  therapy. 

Summary 

Pain  is  of  two  types — one  a sensation  and  the  other 
a feeling  tone  akin  to  the  emotions.  The  former  has  a 
constant  threshold  but  the  latter,  being  a reaction  to 
pain,  is  quite  variable.  In  treating  pain  these  two  va- 
rieties must  be  differentiated. 

Appropriate  sympathectomy  may  relieve  causalgia  and 
certain  thoracic  and  abdominal  pains. 

Rhizotomy  is  effective  in  the  treatment  of  facial  pain 
but  of  little  value  in  the  therapy  of  pain  elsewhere  in 
the  body.  For  such  pains,  interruption  of  the  spina- 
thalamic  tracts  at  the  spinal,  medullary  or  mesencephalic 
levels  is  the  therapy  of  choice. 

Prefrontal  lobotomy  may  be  of  value  in  selected  cases 
but  its  beneficial  effects  are  often  negated  by  undesirable 
mental  disturbances  especially  in  elderly  patients. 

The  therapy  of  pain  demands  an  evaluation  of  med- 
ical, economic  and  social  factors. 
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Narco- Analysis  for  Criminal  Interrogation 

A Preliminary  Report 
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The  Division  of  Anesthesiology  of  the  University  of 
Minnesota  Medical  School  presents  here  a prelim- 
inary report  of  our  experience  with  narco-analysis  for 
criminal  interrogation,  or  the  so-called  "truth  serum” 
tests.  The  report  is  based  on  ten  examinations  conducted 
during  the  past  19  months.  From  this  small  number  of 
cases,  we  have  gained  an  insight  into  the  vast  fields  of 
psychiatry  and  criminology  and  have  discovered  the 
I acute  need  for  research  development  of  an  anesthetic 
agent  and  technique  which  will  enable  these  two  forces 
to  accomplish  their  purpose.  This  is  a "new”  search  only 
in  the  sense  that  it  is  made  by  anesthesiologists  and  not 
I by  psychiatrists  or  criminologists. 

Our  attention  was  directed  to  the  problem  on  Sep- 
tember 28,  1948,  when  the  Department  of  Protection 
and  Investigation  of  the  University  requested  the  first 
examination  of  this  type  in  the  history  of  the  two  de- 
partments. Since  that  time  ten  cases  have  slowly  accumu- 
i lated.  Our  interest  and  investigation  into  the  problem 
I has  been  as  slowly  provoked.  Now  that  our  lethargy  is 
I shaken,  we  are  earnestly  trying  to  evaluate  our  experi- 
ences and  estimate  the  possibilities  for  research  from  the 
I point  of  view  of  the  anesthesiologist. 

[ Historical  Development 

The  narco-analytic  technique  was  introduced  to  psy- 
chiatry by  Bleckwenn  in  1929  when  he  reported  the  use 
of  sodium  amytal  for  the  psycho-analysis  of  patients  he 
I could  not  hypnotize.  Since  that  time  narco-analysis  has 
acquired  a respected  place  in  the  practice  of  psychiatry. 
In  1932  Lorenz  suggested  that  narco-analysis  could  be 
i used  for  criminal  interrogation.  At  the  same  time 
I House  reported  the  use  of  scopolamine  for  certain  police 
investigations.  The  interest  in  these  suggestions  and 
reports  did  not  become  evident  in  the  medical  literature 
until  the  war  years. 

The  principal  investigators  of  "truth  serums”  have 
been  psychiatrists  and  criminologists.  They  report  the 
use  of  ether,  nitrous  oxide,  scopolamine,  pentothal,  amy- 
tal, nembutal,  sonoryl,  narcomunal,  evipan,  and  somno- 
form  for  ordinary  narco-analysis.  Apparently  their  crim- 
I inal  interrogations  have  been  conducted  only  with  pen- 
I tothal,  amytal,  or  scopolamine  narcosis.  They  have  not 
i agreed  on  the  choice  of  drugs  for  either  purpose. 

Regardless  of  the  drug  or  technique  used,  they  have 
I secured  only  50  per  cent  success  in  the  detection  of  de- 
! ception  which  can  later  be  substantiated  by  facts. 

The  most  popular  technique  (using  pentothal  or  amy- 
i tal)  required  the  slow  induction  of  the  subject  to  the 
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surgical  plane  of  anesthesia.  Thereafter  he  was  allowed 
to  regain  the  senses  of  hearing  and  speech.  Questioning 
began  and  was  continued  until  the  patient  evidenced 
enough  control  of  thought-mechanisms  to  evade  or  guard 
his  answers.  This  period  lasted  for  five  to  ten  minutes, 
after  which  the  process  was  repeated,  again  and  again. 
The  average  length  of  the  examination  was  reported 
between  one  and  two  hours.  Their  recorded  incidence 
of  complication  for  all  types  of  narco-analysis  is  one  in 
3,000  cases.  No  statistics  were  available  on  the  incidence 
of  complication  in  narco-analysis  for  criminal  interro- 
gations. 

Theory 

A number  of  explanations  have  been  offered  for  the 
production  of  confessions  under  narcotic  drugs. 

The  natural  caution  of  a criminal  urges  him  to  seek 
seclusion  and  avoid  all  future  connections  with  the  crime 
he  may  have  committed,  but  his  desire  to  claim  credit 
for  the  acts,  plus  a potent  wish-for-punishment  may 
cause  him  to  neglect  his  safety  and  perform  acts  that 
may  inevitably  lead  to  his  capture.  Aside  from  the  de- 
sire to  achieve  self-aggrandizement,  recognition,  and  the 
wish-for-punishment,  confessions  may  follow  when  fears 
attendant  upon  their  declaration  are  reduced.  Fears  of 
retaliation,  social  stigma,  pecuniary  loss  and  punishment 
are  better  met  by  the  reinforced  ego  which  may  make  a 
realistic  compromise  with  the  community,  balancing  the 
precarious  safety  of  the  secret  against  the  squaring  of 
accounts  with  the  social  environment. 

Kubie,  Grinker,  Freed,  and  Barbara  have  commented 
on  this  phenomenon,  suggesting  that  narcosis  promotes 
removal  of  tension,  anxiety,  and  defense  barriers  and 
helps  the  reintegration  of  the  ego  functions.  Narcosis 
may  diminish  caution  and  restrict  the  desire  for  self- 
preservation.  Judicious  behavior  becomes  impossible, 
and  consciously  motivated  activity  is  substituted  by  fun- 
damental physiologic  drives.  In  this  state  the  demand 
of  an  intolerant  conscience  for  atonement  may  dominate 
the  content  and  direction  of  the  catharsis. 

Lorenz  implies  that  the  ideal  state  for  eliciting  a con- 
fession is  that  where  the  individual  is  "oriented  but  un- 
able to  inhibit  automatic  responses  to  stimuli.” 

It  was  suggested  by  House  that  the  patient  under 
scopolamine  "...  cannot  create  a lie  and  that  there 
is  no  power  to  think  or  reason.” 

De  River  states  that  you  cannot  confuse  the  truthful 
man  because  he  cannot  remember  what  he  said  under 
the  influence  of  the  drug.  Further,  he  asserts  that  "no 
man  can  tell  a lie,  no  matter  how  many  times  he  re- 
peats the  story,  without  thinking  the  truth  at  the  same 
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time.”  He  stresses  this  basic  principle:  "the  only  func- 
tion of  the  center  of  hearing  is  to  evoke  memory.  With 
the  abolition  of  will  power  and  the  ability  to  reason 
removed,  the  tongue  will  automatically  articulate  any 
impulse  memory  sends  to  it.  If  too  many  questions  are 
asked,  the  brain  becomes  tired,  and  the  wrong  answers 
will  be  obtained.” 

Patients  who  have  a strong  desire  to  confess,  but  who 
for  either  emotional  or  political  reasons  cannot  bring 
themselves  to  it  may  even  on  a conscious  level  welcome 
narcosis  as  an  excuse  to  inform.  Into  this  category  fall 
men  who  fear  to  violate  the  "criminal’s  code”  against 
squealers  even  when  it  is  to  their  interest  to  do  so. 
Other  patients,  who  placed  themselves  in  difficult  situa- 
tions by  malingering  amnesia,  used  the  analytic  sessions 
as  a device  to  "recover”  their  memory  without  loss  of 
"face”. 

Ethical  and  Forensic  Problems  Involved 

The  fact  that  the  doctor  can  extract  relevant  informa- 
tion from  his  patient  which  might  be  useful  to  the  prose- 
cution of  a criminal  act  imposes  an  obligation  on  the 
medical  profession  to  use  it  wisely.  The  duty  of  the 
physician  to  protect  his  community  against  the  depreda- 
tions of  criminals  is  sometimes  at  odds  with  his  oath  to 
keep  his  patient’s  secrets. 

The  law  arbitrarily  states  that  certain  secrets  cannot 
be  withheld  by  the  doctor  without  his  risking  criminal 
prosecution.  For  example,  in  1926  the  New  York  State 
Legislature  enacted  a statute  requiring  physicians  to 
report  to  the  police  all  wounds  from  firearms,  powder 
burns,  etc.  Stryker  describes  the  finding  of  the  court  in 
the  cases  of  Peo.  v.  Sliney,  137  N.\'.  570;  and  Peo.  v. 
Hock,  150  N.Y.  291,  where  it  has  been  determined  that 
a physician  who  examines  a patient  at  the  request  of  the 
district  attorney  for  the  purpose  of  giving  information 
as  to  the  prisoner’s  sanity,  was  competent  to  testify  to 
any  information  gained  as  a result  of  that  examination, 
as  "the  relationship  of  physician  and  patient  was  not 
there.” 

It  has  been  definitely  established  that  the  statutes  pro- 
tecting the  patient  by  the  recognition  of  the  concept  of 
the  privileged  communication  "cannot  be  used  to  shield 
a murderer  or  other  criminal.”  A Court  of  Appeals 
adequately  summarized  the  limitation  of  this  doctrine 
by  stating  the  statute  was  "...  to  enable  a patient 
to  make  known  his  condition  to  his  physician  without 
danger  of  any  disclosures  by  him  which  would  annoy  the 
feelings,  damage  the  character,  or  impair  the  standing 
of  the  patient  while  living,  or  disgrace  his  memory  when 
dead.” 

From  the  point  of  view  of  the  lawmakers,  the  duty  of 
the  doctor  is  clear.  When  he  is  aware  of  a criminal  act 
committed  by  a patient,  it  is  expected  that  he  will  inform 
the  authorities  concerning  the  crime. 

Although  an  individual  who  is  queried  by  an  alienist 
for  the  states  attorney  may  not  be  said  to  enjoy  the 
patient-doctor  relationship,  he  is  still  protected  by  the 
constitution  of  the  United  States.  Article  V of  the  F311I 
of  Rights  states  that  "No  person  . . . shall  be  com- 
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pelled  in  any  criminal  case  to  be  a witness  against  him- 
self ...” 

The  alienist  must,  therefore,  decline  to  preform  narco- 
analysis on  a patient  who  does  not  relinquish  his  rights 
or  understand  that  anything  the  interrogation  may  re- 
veal may  very  well  be  brought  up  in  court  and  charged 
against  him.  Yet  the  doctor  performing  narco-analysis 
has  at  his  service  a procedure  which  is  kinder  and  more 
humane  than  so-called  "third-degree”  methods. 

Application  and  Utility 

Should  the  patient  sign  a release,  narco-analysis  might 
be  useful  to  the  courts.  We  suggest  the  following  in- 
stances: 

1.  Where  an  individual  is  gudty  of  crime  and  be- 
lieves he  can  conceal  his  guilt  even  if  subjected  to  ^druth 
serutn”:  His  motive  for  submitting  to  the  test  might  be 
to  strengthen  his  defense  in  court.  He  might,  by  the 
terms  of  his  agreement,  be  able  to  call  the  doctor  who 
conducted  the  analysis  as  a defense  witness,  and  bring 
up  the  transcript  indicating  his  "innocence”  in  open 
court.  On  the  other  hand,  refusal  to  submit  to  narco- 
analysis might  be  mentioned  by  the  prosecution  in  an 
effort  to  undermine  his  defense  and  prejudice  the  jury 
against  him.  This  tactic  might  be  used  in  forcing  the 
patient  to  submit  in  the  hope  that  he  could  avoid  in- 
criminating himself.  Ludwig’s  experience  with  malinger- 
ers bears  out  the  possibility  that  he  might  be  successful 
in  refraining  from  answering  by  a complete  negativistic 
attitude.  De  River  substantiates  this  with  the  statement 
that  a subject  who  has  been  administered  drugs  to  a 
sufficient  amount  and  who  continued  to  fight  the  effects 
of  the  drugs,  demonstrates  his  guilt.  However,  it  is 
probable  that  he  would  only  succeed  in  trapping  himself 
if  he  tried  to  maintain  an  alibi  with  the  assumption  that 
he  would  be  able  to  use  his  wits  and  reasoning  power 
to  ward  off  incriminating  questions  while  drugged. 

2.  The  suspect  who  is  innocent:  A man  who  has  dif- 
ficulty in  establishing  his  innocence  would  make  a strong 
mark  in  his  own  defense  by  submitting  to  lie  detection 
or  narco-analysis.  His  attitude  while  under  the  influence 
of  the  drug  would  indicate  whether  his  cooperation  was 
simulated  or  real,  entirely  apart  from  the  actual  tran- 
script and  answers  to  questions.  The  material  developed 
during  his  analysis  could  probably  be  substantiated  by 
facts  sufficient  to  effect  his  release. 

3.  The  suspect  who  has  lost  his  memory  for  the  event 

and  cannot  say  whether  he  is  innocent  or  guilty:  An 

individual  may  become  implicated  in  a criminal  action 
while  under  the  influence  of  drugs,  liquor,  or  while  suf- 
fering a genuine  fugue  state  or  amnestic  attack.  Under 
narcosis  he  might  divulge  facts  which  would  indicate  his 
unconscious  retention  of  memories  relative  to  the  events 
m question,  and  these  in  turn  could  clear  or  incriminate 
him.  Perhaps  too  often  the  police  authorities  decline  to 
investigate  the  validity  of  such  assertions. 

4.  The  false  avowers  of  guilt:  These  are  the  publicity- 
con.scious  exhibitionists,  the  neurotic,  morbid-minded 
individuals,  the  pranksters,  and  the  prepsychotic  in- 
dividuals who  always  crop  up  after  an  infamous  crime 
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and  must  be  weeded  out  by  the  police  at  considerable 
expense  and  with  difficulty.  Narco-analysis  might  quickly 
determine  not  only  their  innocence  but  their  basic  motive 
in  falsely  confessing.  The  fact  that  they  have  signed 
releases  would  make  it  possible  to  prosecute  them  for 
obstructing  the  course  of  justice  should  this  be  necessary 
to  discourage  recurrence  of  such  behavior. 

5.  Establishing  the  innocence  or  complicity  of  asso- 
ciates and  friends  of  the  criminal  or  patient:  The  impli- 
cation of  friends  and  accomplices  is  refused  for  fear 
that  if  he  submitted  to  narco-analysis  he  might  be  able 
to  give  us  the  name  of  the  actual  thief  and  be  absolved 
of  being  an  informer.  No  less  important  is  the  testi- 
mony of  a subject  who  absolves  a friend  suspected  of 
I being  an  accomplice  or  whose  alibi  can  be  substantiated. 

The  Department  of  Protection  and 
Investigation 

1 Not  only  was  our  study  of  narco-analysis  for  crim- 
inal interrogation  inspired  by  the  Department  of  Pro- 
tection and  Investigation,  but  its  success  and  continua- 
tion is  dependent  upon  their  splendid  cooperation.  These 
I examinations  were  conducted  as  a joint  project;  and  any 

i interpretation  of  facts  garnered  from  this  series  is  made 

with  their  tireless  effort  and  whole-hearted  participation 
in  mind. 

Tlie  requests  for  criminal  interrogation  by  narco- 
analysis were  initiated  in  the  offices  of  the  county  attor- 
ney, or  the  states  attorney  when  the  crimes  investigated 
occurred  outside  the  borders  of  Minnesota.  Because  of 
I the  legal  position  of  the  Department  of  Protection  and 
Investigation,  the  requests  were  routinely  passed  through 
the  officials  of  the  Minnesota  State  Bureau  of  Criminal 
Apprehension. 

At  the  initial  appointment,  a brief  of  the  entire  case 
j was  presented  by  the  authorities  requesting  the  examina- 
tion. This  usually  included  all  statements  made  by  the 
subject,  witnesses,  investigating  officers,  criminologists, 

< crime  laboratory  technicians,  and  any  others  having 
I knowledge  pertinent  to  the  crime.  Maps  and  drawings 
later  served  as  an  invaluable  aid  to  the  staff  conducting 
the  actual  interrogation.  Only  after  a thorough  working 
knowledge  of  the  crime  had  been  assimilated  was  the 
! subject  interviewed  by  members  of  the  Department. 
Their  attitude  toward  the  patient  was  of  a friendly  un- 
biased character  designed  to  gain  his  confidence  and 
i cooperation.  Caution  was  exercised  to  avoid  antagoniz- 
ing him,  regardless  of  his  attitude. 

During  the  course  of  that  interview,  one  or  more 
examinations  were  conducted  with  the  Keeler  Polygraph, 
a lie  detector  apparatus  which  has  been  found  96  per 
cent  accurate  in  over  500  cases  investigated  at  this  in- 
stitution. (The  Department  is  nationally  recognized  as 
one  of  the  most  reliable  centers  for  the  detection  of 
deception  with  the  Keeler  Polygraph.)  As  a rule  the 
results  of  the  test  were  not  discussed  with  the  subject, 
although  in  every  case  the  conclusions  drawn  from  the 
' lie  detector  examinations  substantiated  those  later  ar- 
rived at  from  narco-analysis. 


When  the  circumstances  permitted,  the  Department 
of  Protection  and  Investigation  secured  psychiatric  eval- 
uation tests  for  the  patients.  Because  we  were  unable 
to  secure  the  tests  in  every  patient  of  this  series,  we  have 
declined  to  report  their  results.  Perhaps  more  study  will 
enable  us  to  utilize  these  tests  as  an  additional  guide 
to  the  correct  technique  of  interrogation  for  the  indi- 
vidual patient. 

The  interview  with  the  subject  was  concluded  with  a 
discussion  of  the  written  release  and  hospital  operating 
room  permit  he  was  requested  to  sign  at  that  time.  Ev- 
ery precaution  was  taken  to  explain  the  possible  conse- 
quences of  his  waiver  of  rights,  and  to  specifically  im- 
press him  with  the  fact  that  the  transcription  of  the 
interrogation  could  be  used  for  or  against  him  in  a court 
of  law. 

Ten  patients  studied  by  narco-analysis,  according  to 
the  technique  described  below,  gave  us  varying  amounts 
of  information  which  had  been  withheld  from  other  in- 
vestigators. Eight  of  the  subjects  were  under  arrest  on 
suspicion  of  murder.  Three  of  these  were  also  suspected 
of  or  charged  with  sex  offenses,  and  two  other  subjects 
were  accused  of  armed  robbery.  The  age  of  the  patients 
ranged  from  18  years  to  72  years;  there  was  only  one 
woman  in  the  group.  The  crimes  under  investigation 
were  committed  from  four  days  to  twenty-eight  years 
prior  to  their  admission  here.  All  of  the  subjects  stead- 
fastly insisted  they  were  completely  innocent  of  the 
charges  or  offenses,  or  denied  knowledge  which  could 
have  been  of  help  to  the  authorities. 

Techniques  and  Observations 

Prior  to  actual  induction  of  the  medication,  the  pa- 
tients were  interviewed  by  the  anesthesiologist.  The 
patient-doctor  relationship  was  maintained  and  the  fact 
that  the  patient  was  a prisoner,  under  police  security, 
was  quietly  accepted  but  not  stressed.  It  was  established 
at  the  outset  that  everything  the  examination  revealed 
was  confidential,  and  that  the  audience  to  his  interroga- 
tion would  be  limited  to  certain  hospital  personnel,  the 
members  of  the  Department  of  Protection  and  Investi- 
gation, and  the  police  authorities  who  accompanied  him. 
(Perhaps  a second  legal  safeguard  is  contained  in  the 
fact  that  all  those  who  participated  in  the  examination, 
including  the  physician,  were  fully  authorized  police 
officials.) 

Much  of  the  suspicion  against  the  doctor  was  lessened 
when  his  interest  in  the  patient’s  "nervousness,”  "irrita- 
bility,” "tendency  to  get  into  trouble,”  and  "bad  breaks” 
was  expressed  and  an  investigation  of  medical  problems 
was  pursued.  A history  of  his  medical  symptoms  and 
systems  was  reviewed  at  this  time.  A brief  and  simple 
explanation  of  the  action  of  the  drugs,  and  the  tech- 
nique of  their  administration  was  made  clear  to  the 
patient.  It  was  emphasized  that  the  drug  would  make 
him  feel  sleepy,  and  encourage  him  to  discuss  things 
with  the  doctor  that  might  enable  everyone  to  gain  a 
better  understanding  of  the  case.  Patients  who  had 
claimed  to  suffer  amnesia  were  told  that  the  drug  would 
help  restore  their  memory  for  the  forgotten  episodes. 
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The  attitude  was  positive,  forthright,  but  considerate. 
Seven  patients  obeyed  without  temporizing  and  accepted 
the  doctor’s  explanation;  three  were  suspicious  and  wary 
but  offered  no  protests.  Finally,  a verbal  confirmation 
of  their  written  permission  was  obtained. 

The  patients  were  theri  led  to  a dressing  room  where 
they  relieved  themselves  and  exchanged  their  upper 
clothing  for  a scrub  suit  jacket.  The  examinations  were 
all  conducted  in  the  operating  room  suite,  with  the  pa- 
tient comfortably  reclining  on  the  operating  table.  Care 
was  taken  to  temove  most  of  the  usual  operating  room 
apparatus  and  reduce  the  apprehension  caused  by  such 
an  atmosphere  as  much  as  possible.  (A  search  through 
the  hospital  failed  to  reveal  a room  satisfactorily  equip- 
ped and  conditioned  for  narco-analysis.)  In  compliance 
with  previous  promises  made  to  every  patient  they  were 
given  a thorough  physical  examination,  and  it  was  pos- 
sible to  inform  them  that  there  was  no  contraindication 
to  the  administration  of  the  anesthetic  agents  chosen  for 
their  case.  A nurse  was  present  in  the  room  throughout 
the  entire  narco-analysis  of  the  one  woman  interrogated. 

We  reasoned  that  adequate  premedication  would  serve 
the  same  protective  functions  for  narco-analysis  as  for 
general  anesthesia,  and  it  was  used  in  the  present  seties 
when  there  were  no  contraindications.  Six  of  the  pa- 
tients were  given  oral  premedication  of  seconal  grs.  1 Y2 
one  to  two  hours  prior  to  induction.  One  patient  was 
given  intravenous  premedication  of  seconal  grs. 
fifteen  minutes  prior  to  induction.  This  change  in  the 
routine  occurred  when  the  intravenous  form  of  seconal 
was  recently  introduced  to  the  Division  of  Anesthesiol- 
ogy for  the  first  time.  The  other  three  patients  were 
unpremedicated.  We  are  impressed  with  the  fact  that 
the  amount  of  pentothal  required  to  secure  initial  rap- 
port m the  subjects  was  reduced  in  those  cases  premedi- 
cated with  seconal,  particularly  in  the  one  case  given 
intravenous  seconal.  We  could  ascribe  no  untoward  re- 
actions to  the  dose  or  route  of  administration  of  seconal 
in  the.se  cases. 

The  technique  of  administration  of  the  three  agents 
employed  in  this  series,  morphine,  scopolamine,  and  so- 
dium pentothal  was  varied  with  each  case  as  we  strove 
for  proper  rapport  with  the  patient.  Morphine  and 
scopolamine  alone  were  used  in  one  interrogation;  pento- 
thal alone  was  used  in  a second  case.  Morphine,  scopola- 
mine, and  pentothal  were  used  in  three  examinations; 
and  a combination  of  pentothal  and  scopolamine  was 
used  in  five  cases.  It  is  our  impression  that  the  case 
in  which  the  latter  two  combinations  of  drugs  were  em- 
ployed (a)  required  much  smaller  doses  of  each  drug, 
(b)  were  of  shorter  duration;  and  (c)  demonstrated  the 
most  favorable  levels  of  anesthesia  for  narco-analysis. 
Note  at  this  point  that  these  combinations  are  more 
closely  similar  to  those  employed  for  general  anesthesia 
than  morphine  and  scopolamine  when  used  alone  or  in 
combination.  The  technique  we  have  found  most  often 
successful  will  be  described. 

A vein  on  the  forearm  was  selected  for  venipuncture 
with  a No.  D gauge  needle,  and  a Gilson  apparatus 


was  attached  and  firmly  taped  in  place.  It  was  advisable 
to  use  a large  gauge  needle  to  avoid  clotting  of  the 
smaller  needle  in  the  prolonged  examinations.  The  Gil- 
son apparatus  enabled  us  to  maneuver  the  patient  and 
the  syringe  with  freedom.  At  the  time  of  venipuncture 
the  level  of  sedation  obtained  from  the  premedication, 
the  patient’s  age,  weight,  habitus,  and  degree  of  emo- 
tional unrest  was  evaluated  to  determine  the  correct 
dosage  of  intravenous  morphine  and  scopolamine.  This 
was  found  to  vary  through  the  entire  series  from  mor- 
phine grs.  1 12th  to  grs.  1/4;  and  for  scopolamine  from 
grs.  1 300  grs.  1 100.  The  proportion  between  mor- 
phine and  scopolamine  was  maintained  in  the  ratio  of 
1:25.  An  interval  of  from  five  to  fifteen  minutes  was 
consumed  in  evaluating  the  effect  of  these  medications 
on  the  patient.  A solution  of  21/2  per  cent  sodium  pen- 
tothal m distilled  water  was  available,  and  was  then  in- 
jected at  the  rate  of  1 to  2 cc.  per  minute  while  the 
patient  was  engaged  in  constant  conversation  on  totally 
itrelevant  topics. 

It  was  found  necessary  to  bring  the  patient  through 
the  stages  of  light  sleepiness,  mild  disorientation  with  a 
tendency  toward  euphoria,  to  confusion  and  somnolence, 
with  irritability  if  roused  by  painful  stimuli.  The  slow 
descent  to  this  plane  of  the  first  stage  in  anesthesia 
required  between  15  cc.  and  25  cc.  of  pentothal,  and 
was  accomplished  after  10  to  15  minutes  in  the  robust 
patients.  We  found  it  unnecessary  to  allow  the  patients 
to  recover  gradually  as  recommended  by  many  authors, 
but  instead  were  able  to  stimulate  the  patient  sufficiently 
to  engage  him  in  conversation  immediately.  The  out- 
standing exception  to  this  observation  will  be  discussed 
later.  With  repeated  stimulation  and  the  judicious  ad- 
ministration of  from  1 to  4 cc.  of  pentothal  at  intervals 
varying  from  5 to  30  minutes,  the  patient  could  be  held 
in  this  stage  while  criminal  interrogation  proceeded. 
Almost  uniformly  the  most  incriminating  statements 
were  obtained  at  that  level  of  anesthesia  just  before  un- 
consciousness in  which  the  patient  required  strong  stim- 
uli and  loud,  repeated  questioning  to  affect  the  sense 
of  hearing  and  speech.  At  that  plane  the  speech  was 
thick,  mumbling,  disconnected,  and  characterized  by 
echolalia  and  paralogia.  No  other  reflex  or  sign  was 
constant  for  the  group  or  for  the  same  patient  through- 
out the  same  examination. 

As  the  interrogation  progressed  over  a period  of  from 
two  to  three  hours  the  patients  were  given  additional 
amounts  of  morphine  .and  scopolamine.  The  various  eye 
signs,  the  subjective  and  objective  symptoms  of  scopola- 
mine administration,  and  the  accumulated  dose  of  pen- 
tothal usually  indicated  the  need  for  about  one-half  the 
quantity  of  morphine  and  scopolamine  originally  in- 
jected. The  intramuscular  or  intravenous  route  was 
chosen  according  to  the  rapidity  of  onset  of  effect,  and 
duration  of  effect  desired  from  these  drugs.  Their  seda- 
tive action  was  immediately  reflected  in  the  decreased  need 
for  additional  pentothal.  When  the  examinations  extend- 
ed past  the  fifth  and  sixth  hours,  it  was  occasionally 
necessary  to  repeat  the  medications  employing  the  same 
criteria  to  determine  the  agent,  quantity,  and  route. 
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The  total  amount  of  pentothal  administered  varied 
between  48  cc.  and  79  cc.,  while  the  total  dose  of  mor- 
phine was  from  grs.  1/2  to  grs.  3/4  and  scopolamine 
doses  ranged  between  grs.  1/75  and  1/100.  The  exam- 
inations lasted  between  2 14  and  1 1 14  hours.  The  larger 
amounts  of  drugs  were  required  during  the  more  ex- 
tended procedures.  There  were  no  frank  complications 
encountered  in  the  series,  although  two  subjects  exhib- 
ited what  might  have  been  the  early  signs  of  scopola- 
mine overdosage.  The  anesthetic  equipment  and  appa- 
ratus, as  well  as  alaleptic  drugs,  were  constantly  within 
arm’s  reach,  but  were  never  required. 

In  the  last  subject  examined,  a 58-year-old  male,  pre- 
medication with  Seconal  was  omitted  because  of  a ques- 
tionable history  of  pulmonary  pathology.  Induction 
medication  consisted  of  intravenous  morphine  grs.  1/6 
and  scopolamine  grs.  1/ 100.  (The  ratio  was  altered  for 
the  same  reason.)  As  an  attempt  was  made  to  engage 
the  subject  in  conversation,  6 cc.  of  2(4  per  cent  sodium 
pentothal  was  slowly  injected.  It  soon  became  apparent 
that  the  patient  had  become  negativistic,  but  not  until 
approximately  15  cc.  of  pentothal  had  been  injected. 
His  response  to  stimuli  was  characteristic  of  a light 
plane  of  anesthesia,  but  he  could  not  be  induced  to  give 
voice  to  obvious  pain.  During  the  next  hour  and  a half, 
additional  pentothal  was  administered  in  the  hope  that 
a depth  of  anesthesia  could  be  achieved  which  would 
abolish  the  protective  mechanism.  After  a total  of  28  cc. 
of  pentothal  had  been  injected,  over  two  and  a half 
hours  time,  the  realization  that  he  was  then  too  deeply 
narcotized  dawned  upon  us.  As  a rapid  solution,  we 
chose  to  administer  a solution  of  picrotoxin  containing 
3 mg.  per  cc.  Five  minute  intervals  elapsed  between  the 
injection  of  each  cc.  until  9 mg.  had  been  administered. 
The  patient’s  sleep  was  undisturbed  except  for  taking 
blood  pressure  recordings  (which  did  not  change)  and 
an  examination  of  the  pupillary  reflexes.  After  fifteen 
minutes  he  responded  instantly  to  stimulation  and  began 
to  reveal  incriminating  evidence  against  himself  within 
an  hour. 

Reports  on  the  use  of  coramine,  ephedrine,  caflPeine 
and  methedrin  for  cerebral  stimulation  in  narco-analysis 
had  gone  unnoticed  in  our  review  of  the  literature  until 
we  accidentally  discovered  similarity  in  the  action  of 
picrotoxin  and  these  agents  already  described  by  several 
authors.  Perhaps  we  will  find  the  drugs  a beneficial 
addition  to  our  technique.  We  are  certainly  eager  to 
investigate  their  use  in  narco-analysis. 

In  addition  to  the  physical  characteristics  of  speech 
and  body  enumerated  above,  the  content  and  quality  of 
the  replies  obtained  from  the  patients  was  a fairly  con- 
sistent guide  to  the  depth  of  narcosis  and  the  success 
of  the  examination.  The  modification  of  consciousness 
by  the  narcotics  was  characterized  by  confusion,  bewil- 
derment, inability  to  assay  and  select  thought,  impover- 
ishment of  vocabulary,  automatic  rather  than  reasoned 
responses,  disturbed  memory,  expanded  or  contracted 
sequency  of  chronology,  and  the  loss  of  discrimination 
between  what  was  real  and  what  was  illusory. 


The  interrogation  during  narco-analysis  was  per- 
formed almost  exclusively  by  members  of  the  Depart- 
ment of  Protection  and  Investigation.  Their  skill  in 
phrasing  the  questions  and  evading  the  ego  protective 
mechanisms  of  the  subconscious  mind  was  necessary  to 
secure  a complete  examination.  At  this  time  we  have  no 
means  of  evaluating  to  what  degree  the  drug  or  drug 
technique  influenced  the  success  of  the  tests  and  to  what 
degree  the  psychology  of  interrogation  was  responsible 
for  the  end  result. 

The  technique  of  questioning  varied  in  each  case  ac- 
cording to  what  was  known  about  the  patient’s  person- 
ality through  history  and  interview,  the  seriousness  of 
the  legal  charges,  the  patient’s  attitude  under  narco- 
analysis and  his  rapport  with  the  investigators.  In  the 
beginning  the  questions  were  directed  at  establishing  the 
identity  of  the  patient  and  associating  him  with  the 
scene  of  the  crime  and  the  space  of  time  involved.  As 
the  desired  plane  of  anesthesia  was  approached,  the  ques- 
tions were  more  skillfully  worded  and  pointed.  Key 
questions  were  reworded  when  it  was  obvious  that  the 
patient  was  withholding  the  truth,  and  the  fact  of  a 
given  denial  was  quickly  passed  over  and  ignored.  At 
times  it  was  necessary  to  check  the  facts  obtained  by  ref- 
erence to  the  police  authorities  who  accompanied  the 
patient,  because  there  was  no  other  way  for  the  exam- 
iner to  distinguish  truth  from  fantasy.  Persistent  care- 
ful questioning  reduced  the  ambiguities,  but  did  not 
eliminate  them  entirely.  We  must  indicate  that  our  ex- 
perience with  pentothal  and  scopolamine  did  not  bear 
out  the  conclusions  of  House  and  De  River  in  that  our 
patients  could  sometimes  lie  and  their  reasoning  powers 
were  sometimes  present  though  much  distorted.  When 
the  examination  followed  many  weeks,  sometimes  years, 
of  intensive  questioning  and  investigation,  it  was  much 
more  difficult  to  evade  the  defenses.  The  best  results 
were  obtained  when  the  narco-analysis  occurred  early  in 
the  investigation,  prior  to  repeated  and  severe  question- 
ing. 

The  most  valuable  interrogation  period  lasted  from 
five  minutes  to  one  hour,  after  which  unless  more  pento- 
thal or  scopolamine  was  injected  and  the  patient  deep- 
ened in  anesthesia,  he  rapidly  recovered,  and  became 
aware  that  he  had  been  questioned  about  his  secrets. 
Depending  upon  his  underlying  personality  structure, 
his  fear  of  discovery,  or  his  degree  of  disillusion  in  the 
interrogators,  he  became  negativistic,  hostile,  or  com- 
pletely assaultive.  Some  patients  had  to  be  forcibly  re- 
strained during  this  period  to  prevent  them  from  injur- 
ing themselves  or  others.  The  police  authorities  con- 
tinued questioning  and  sometimes,  because  of  the  pa- 
tient’s regressive,  diffused  anger,  the  assumption  that  he 
had  already  been  "tricked”  into  confession,  and  his  still 
limited  sense  of  discretion,  he  defiantly  acknowledged 
his  guilt.  As  the  excitement  stage  passed,  the  patient 
either  fell  back  on  his  original  story  or  verified  the  con- 
fessed material. 

The  decision  to  continue  or  terminate  the  narco-analy- 
sis was  shared  with  the  Department  of  Protection  and 
Investigation,  although  it  was  modified  by  the  Division 
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of  Anesthesiology  only  when  we  felt  that  a more  effec- 
tive state  of  narcosis  could  he  or  could  not  be  achieved 
or  was  contraindicated  by  the  patient’s  physical  condi- 
tion. It  was  necessary  to  carefully  guard  against  mental 
fatigue  and  heightened  suggestibility  during  the  last 
hours  of  the  lengthy  e.xaminations.  In  the  final  stages 
of  narco-analysis  an  attempt  to  assuage  the  guilt  feelings 
that  arose  out  of  recollection  of  the  offense  was  made 
by  indicating  that  the  confession  may  well  have  been 
an  indication  that  the  patient  was  ready  to  make  amends, 
was  remorseful,  and  had  "learned  his  lesson.” 

In  our  series  of  ten  cases  confessions  of  guilt  were 
obtained  from  three.  These  were  fully  acknowledged 
and  elaborated  upon  by  the  subjects  the  following  day. 
The  other  seven  subjects  divulged  a sufficient  amount 
of  new  material  withheld  from  previous  investigators, 
and  conducted  themselves  in  a manner  to  convince  the 
authorities  of  their  innocence.  In  most  of  these  cases 
subsequent  police  investigation  has  now  substantiated 
their  claim. 

Tape  recordings  of  the  entire  conversation  during  the 
interrogation  were  made  by  the  Department  of  Protec- 
tion and  Investigation.  They  remain  in  the  custody  of 
the  Department  as  an  integral  portion  of  their  report 
to  the  authorities  requesting  the  investigation.  It  is  im- 
portant to  remember  that  although  the  recordings  of 
these  investigations  have  been  admitted  to  the  court 
records,  they  are  valuable  only  when  they  reveal  convict- 
ing facts  or  clues  leading  to  facts.  Thus,  even  the  inno- 
cent who  might  have  been  induced  to  give  incriminating 
answers  under  narco-analysis  are  protected  by  the  ab- 
sence of  substantiating  facts  and  evidence.  Until  the 
legal  test  of  the  so-called  "truth  serums”  has  been  thor- 
oughly established,  they  will  not  stand  alone  as  convict- 
ing evidence. 

Comment 

The  narco-analytical  experience  obtained  in  the  crim- 
inal interrogation  of  these  ten  cases  cannot  be  deemed 
sufficient  to  warrant  the  postulation  of  recommendations, 
of  theory,  or  dogma.  Outstanding  among  the  impres- 
sions obtained  was  the  realization  that  a thorough  clin- 
ical investigation  of  the  anesthetic  agents,  and  the  tech- 
niques of  their  administration  for  this  purpose  has  never 
been  made  under  critical  conditions. 

Two  major  differences  from  ordinary  narco-analysis 
and  the  method  described  above  must  be  stressed.  First 
the  obliviscence  of  consciousness  was  invariably  longer 
than  average,  sometimes  requiring  maximum  tolerated 
doses  of  the  agent  employed.  Second,  the  patient  was 
maintained  in  a plane  of  anesthesia  seldom  required  for 
so  long  in  simple  narco-analysis. 

The  anesthesiologist  can  be  of  assistance  to  the  crim- 
inologist and  the  psychiatrist  in  evaluating  the  anesthetic 
agents,  in  recommending  the  technique  of  their  admin- 
istration, in  preventing,  recognizing,  and  caring  for  the 
complications  which  might  ensue  from  their  use.  From 
our  experience  it  is  obvious  that  narco-analysis  is  the 
utilization  of  a plane  of  anesthesia  for  probing  of  the 
mind,  and  that  it  is  difficult  to  maintain  that  plane  of 
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anesthesia  for  prolonged  periods  with  such  agents  as 
pentothal  and  scopolamine. 

This  is  a preliminary  report;  we  feel  that  our  work 
has  only  begun.  The  most  ideal  facilities  are  close  at 
hand  for  us  to  employ  all  of  the  anesthetic  agents,  ex- 
periment with  the  techniques  of  administration,  and  to 
utilize  them  in  all  types  of  crime  regardless  of  the  mod- 
eration. With  the  full  support  and  cooperation  of  the 
law  enforcement  agencies  of  this  state,  which  we  appear 
to  have,  such  an  investigation  is  possible. 

Trial  and  error  may  dull  our  enthusiasm,  but  these 
first  ten  cases  have  not.  We  must  claim  100  per  cent 
success  in  the  detection  of  deception. 

Summary 

1.  A short  review  of  the  historical  development  and 
the  various  hypotheses  relating  to  narco-analysis  for 
criminal  interrogation  is  presented. 

2.  Various  ethical  and  forensic  problems  which  may 
arise  with  the  use  of  this  technique  are  described. 

3.  With  the  signing  of  a release  by  the  patient  per- 
mitting use  of  his  testimony  derived  in  drug  narcosis, 
the  technique  may  have  limited  value  in  courts  of  law 
to  aid  establishing  guilt  or  innocence;  weeding  out  false 
avowers  of  guilt,  and  exposing  malingerers. 

4.  The  vital  participation  of  the  Department  of  Pro- 
tection and  Investigation  in  this  joint  project  is  outlined. 

5.  Narco-analysis  with  pentothal,  scopolamine,  and 
morphine  was  utilized  for  the  successful  criminal  inter- 
rogation of  ten  subjects.  The  techniques  and  observa- 
tions from  our  experience  are  presented. 

6.  Thorough  knowledge  of  the  patient’s  background 
and  personality,  as  well  as  the  events  leading  up  to  the 
imprisonment  or  investigation  were  necessary  in  devis- 
ing an  approach  to  questioning  unique  for  each  patient. 

7.  Prolonged,  deep  narcosis  exceeding  the  limits 
usually  employed  with  narco-analysis  and  persistence  in 
questioning  had  to  be  employed  in  the  technique  of  in- 
terrogation. 

8.  The  possibilities  for  research  effort  on  the  part  of 
the  anesthesiologist  have  been  outlined. 
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MEDICAL  HISTORY  DEPARTMENT  ESTABLISHED 

University  of  Wisconsin  regents  recently  voted  to  set  up  a separate  department  of  the 
history  of  medicine  in  the  University  Medical  school  at  Madison.  The  new  department  will 
be  headed  by  Dr.  Erwin  H.  Ackerknecht,  who  came  to  the  University  in  January,  1947, 
as  its  first  professor  of  the  history  of  medicine.  Dr.  Ackerknecht  contributed  the  paper 
"Medical  History  of  Wisconsin”  that  appeared  in  the  February  (80th  Anniversary)  issue 
of  The  Journal-Lancet. 

Dr.  Ackerknecht,  at  one  time  the  only  full  professor  of  medical  history  in  the  nation, 
was  born  in  Germany  and  received  his  medical  degree  at  the  University  of  Leipzig  in  1931. 
From  1933  to  1939  he  studied  at  the  Sorbonne  in  Paris  to  receive  a degree  of  diplomate  of 
ethnology.  He  came  to  the  United  States  in  1941  after  a stint  in  the  French  army.  In  this 
country  he  was  associated  with  the  Museum  of  Natural  History  in  New  York  and  Johns 
Hopkins  university  prior  to  coming  to  Wisconsin. 


CANCER  RESEARCH  GRANTS  ANNOUNCED 

Among  the  recent  public  health  service  grants  totaling  ^1,160,818  for  cancer  research 
in  the  various  institutions  throughout  the  country  were  several  allocated  to  the  University 
of  Minnesota.  These  four  grants  include:  ^8,023  to  Dr.  Edward  Eaton  Mason  for  his 
project  on  gastric  secretion  and  stomach  cancer;  ^3,978  to  Dr.  Sheldon  C.  Reed  for  study  of 
the  biology  of  human  breast  cancer  with  particular  emphasis  upon  heredity;  ^7,685  to  Dr. 
Claude  R.  Hitchcock  for  research  into  the  chemical  induction  of  cancer  in  inbred  strains  of 
mice;  and  ^14,040  to  Dr.  John  J.  Wild  for  investigation  of  normal  and  malignant  tissues 
studied  by  the  use  of  ultrasound. 

Teaching  grants  of  ^5,000  were  also  awarded  to  Dr.  W.  F.  Potter  of  the  University  of 
North  Dakota  and  Dr.  David  F.  Mitchell  of  the  University  of  Minnesota. 
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Group  Therapy  in  a Child  Guidance  Clinic* 

William  Fleeson,  M.D.f  Eric  Kent  Clarke,  M.D.t  and  John  D.  Foleyt 
Minneapolis,  Minnesota 


IN  recent  years  there  has  been  an  increasing  volume  of 
literature  reporting  the  application  of  group  tech- 
niques to  the  problems  of  individuals  with  rather  serious 
personality  problems.  During  the  war,  psychiatrists,  so- 
cial workers  and  psychologists  tried  to  adapt  their  thera- 
peutic skills  to  deal  with  case  loads  which  became  astro- 
nomical in  number  by  comparison  with  the  number  of 
clients  that  could  he  seen  individually.  Slavson,'  Clarke 
and  Law,-  Moreno,'*  Bion,^  Lippitt,’’  Lewin  and  his  stu- 
dents,'' Konopka,'  Axline''  and  many  others  have  written 
about  various  forms  of  group  therapy.  This  term  came 
to  mean  anything  that  was  done  in  the  presence  of  more 
than  three  persons  with  the  aim  of  altering  the  reaction 
patterns  of  the  subjects.  Efforts  ranged  from  a series 
of  lectures  by  the  leader  with  no  audience  participation 
to  mobilizations  of  individual  feelings  into  a dynamic 
emotional  experience  with  real  therapeutic  value. 

In  child  guidance  there  has  been  considerable  work 
with  groups  of  children  and  some  scattered  reports  have 
been  made  of  attempts  to  work  with  parents  in  groups. 
After  an  exploratory  series  of  group  interviews  in  1948, 
the  authors  decided  to  organize  two  groups  of  parents 
and  two  groups  of  children  early  in  1949.t  From  about 
2‘5  cases  referred  by  the  Child  Study  Department  of  the 
Minneapolis  school  system,  eleven  children  and  their 
mothers  were  .selected  after  a preliminary  interview  with 
the  parent  to  explain  the  procedure  and  estimate  the 
suitability  of  the  child  and  the  parent  for  group  work. 
It  was  decided  to  keep  the  children’s  groups  somewhat 
homogeneous  both  as  to  age  and  sex.  In  general  the 
behavior  disorders  were  also  similar.  There  were  two 
groups:  five  boys  five  and  six  years  of  age  were  seen 
together;  six  others,  also  boys  but  ranging  in  age  from 
eight  to  11,  were  seen  by  another  staff  member.  Not 
enough  girls  were  included  in  the  referrals  to  form  a 
group  at  that  time.  The  mothers  of  the  younger  boys 
met  with  one  staff  member  and  the  older  boys’  mothers 
with  another.  All  groups  met  at  the  same  time  for  an 
hour  and  a half  each  week  for  about  three  months.  For 
various  rea.sons  the  sessions  were  terminated  at  the  end 
of  the  school  year. 

All  of  the  boys  had  difficulty  in  adjusting  to  social 
situations.  They  either  withdrew  from  group  activities 
at  .school  or  demanded  individual  attention  from  their 
teachers  and  in  that  way  demonstrated  their  inability  to 

*Presentecl  to  the  Northwestern  Pediatric  Society,  September 
29,  1949.  Dr.  S.  Ci.  Law,  I9r.  George  M.  Cowan,  Mrs.  Janet 
Wood  and  Miss  Barbara  Hall  participated  m this  study,  and 
assisted  in  preparation  of  the  report. 

'Minnesota  P,sychiatric  Institute,  Minneapolis,  Minnesota. 
;The  project  was  supported  in  part  hy  a grant  from  the 
Board  of  Directors  of  the  Stevens  Avenue  Home  for  Children 
and  Aged  Women  in  Minneapolis. 


participate  in  the  classroom  situation.  Their  needs  for 
attention  were  such  that  they  disrupted  the  class  rooms. 
The  teachers  described  individual  boys  with  phrases 
such  as  these:  "Fde  can’t  play  with  the  other  children 
without  fighting”  . . . "He  is  always  very  submissive 
except  when  crossed  and  then  he  loses  control  of  him- 
self” ...  or,  "His  mother  says  he  is  all  right  at  home 
but  in  school  he  can’t  get  along  with  anyone.”  The  par- 
ents gave  descriptions  which  were  pretty  much  variations 
on  the  theme  that  they  could  not  understand  their  chil- 
dren, that  they  were  unpredictable,  self-centered,  played 
alone  or  had  to  dominate  other  children.  If  they  could 
not  dominate  they  withdrew  or  flew  into  a rage.  Our 
observations  indicated  that  the  boys  were  insecure,  in- 
hibited and  fearful  children  whose  hostile  and  aggressive 
impulses  sometimes  burst  out  in  rage  reactions.  All 
seemed  quite  unsocialized. 


I 


The  interviews  with  the  boys  were  relatively  unstruc-  ! 
tured.  They  met  with  the  staff  member  in  an  ordinary  ’ 
office  from  which  most  breakable  objects  had  been  re- 
moved. They  were  given  simple  toys:  water  was  avail-  j 
able  as  were  clay,  paper  and  crayons.  They  were  encour- 
aged to  initiate  play  of  their  own  choosing.  Group  activ- 
ities were  encouraged  hut  were  not  obligatory.  The  i 
therapist’s  function  was  complex.  Primarily  his  job  was 
to  facilitate  in  every  way  possible  the  emotional  growth  j 
of  the  child  so  that  the  child  could  express  and  come  i 
to  terms  with  himself  and  his  problems.  The  child 
could  then  carry  over  into  school  and  home  new,  and  i 
presumably  better,  means  of  dealing  with  his  peers  and  ' 
contemporaries.  In  the  group  he  could  expose  his  old 
and  unsatisfactory  behavior  patterns  without  too  much  i 
danger  of  being  hurt  as  he  could  depend  on  the  ther-  j 
apist  for  support  and  understanding.  The  group  also  j 
provided  a social  situation  for  the  children  to  try  out  ' 
new  response  patterns  in  a permissive  atmosphere.  Be-  i 
cause  of  the  office  setting,  the  therapist  was  sometimes  ; 
forced  to  exert  controls  in  addition  to  those  which  are  i 
normally  part  of  any  therapeutic  situation. 

The  therapist-leader  of  the  older  boys  made  the  fol-  ' 
lowing  note:  "This  group  found  release  for  its  collective  I 
hostilities  very  soon  after  its  first  meeting.  The  boys  set  ^ 
about  destroying  systematically  everything  that  was  not  | 
forbidden  (and  some  things  were)  . . . There  were  I 
numerous  interruptions  of  otherwise  constructive  activi-  | 
ties.  Almost  spontaneously  the  whole  group  would  cease  | 
working  with  clay  or  making  model  planes  and  make  | 
the  building  ring  with  ear-splitting  shrieks,  accompanied  | 
by  hammering  on  a metal  desk  to  rhumba  rhythms  . . . | 

There  were  occasional  forays  into  nearby  offices  . . . A , 
streak  (like  Superman  in  a hurry)  would  materialize  | 
into  a grimy  little  boy  hiding  under  a table  or  chair  as  i 
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often  as  not  hurling  imprecations  at  startled  bystanders 
or  at  some  small  hellion  who  was  in  hot  pursuit.  . . . 

I Once  or  twice  a boy  or  two  came  in,  paid  his  respects, 
and  then  departed  to  play  in  the  park  across  the  street.” 
These  notes  conclude  with  the  therapist’s  comment:  "It 
is  scarcely  necessary  to  add  that  these  variations  were 
neither  planned  by  the  therapist  nor  particularly  satisfy- 
ing to  him.” 

The  boys  soon  found  their  own  leader  not  so  much 
because  of  his  size  as  on  the  basis  of  his  ability  to  dom- 
inate and  control  the  others.  Johnny  became  the  tacitly 
I acknowledged  leader,  most  of  the  time.  Bobby,  on  the 
I other  hand,  was  the  butt  of  practical  jokes  and  had  the 
least  prestige.  This  group  structure  was  not  rigid,  how- 
ever, and  sub-groups  formed  and  dissolved  with  great 
I rapidity  depending  on  the  activity  of  the  moment. 

Bobby  would  ally  himself  with  a stronger  and  more  ag- 
I gressive  boy  who  could,  for  a time,  then  displace  Johnny 
from  his  position  of  dominance.  Or  others  would  band 
together  to  "get”  another  individual  whose  behavior  in- 
terfered with  group  activity.  The  therapist  tried  to  pro- 
tect Bobby  or  the  other  victims  from  too  severe  man- 
handling and  would,  at  times,  arbitrate  disputes.  He 
would  try  to  encourage  verbal  expressions  as  substitutes 
for  behavioral  aggression.  Occasionally  some  interpreta- 
tion could  be  given  to  the  group  though  this  had  limited 
value.  The  boys  did  discuss  each  other’s  behavior  and 
remarks  both  among  themselves  and  with  the  therapist. 
Towards  the  end  of  the  sessions  there  was  more  group 
cohesion  and  a less  rigid  social  structure.  John  was  able 
to  allow  others  to  lead  in  some  forms  of  activity  and 
Bobby  became  an  actively  participating  member  of  the 
group.  (Bobby  had  been  provoking  a good  deal  of  the 
aggression  the  other  boys  heaped  upon  him  because  of 
his  need  to  be  punished.) 

I On  the  whole  we  concluded  that  the  11  boys,  espe- 
cially the  older  ones,  were  able  to  release  many  of  their 
hostile  and  aggressive  impulses.  Whether  or  not  this 
was  sufficiently  therapeutic  to  warrant  the  conclusion 
that  they  were  "cured”  we  are  hesitant  to  say.  The 
therapists  felt  that  progress  was  not  as  great  as  they  had 
expected,  though  both  were  judging  by  standards  worked 
out  from  experience  in  individual  sessions.  Reports  from 
the  parents  and  the  schools  were  that  the  behavior  of 
most  of  the  boys  had  improved.  We  accepted  these  re- 
ports with  many  reservations  as  changed  behavior  does 
not  necessarily  mean  better  adjustment.  It  was  true  that 
the  parents,  and  perhaps  the  teachers,  were  eventually 
better  able  to  understand  their  children  and  were  more 
accepting  of  their  behavior.  As  the  parents  became  more 
tolerant  the  boys  had  less  need  to  rebel. 

The  sessions  with  the  mothers  were  also  quite  permis- 
sive. At  the  time  of  the  preliminary  interview  they  were 
told  that  their  problems  were  like  those  of  manv  mothers 
and  that  we  believed  mutual  discussion  of  these  prob- 
lems could  be  helpful.  This  was  repeated  and  amplified 
when  the  mothers  met  for  the  first  time  as  a group.  The 
leader  or  therapist  then  invited  comment  from  anyone 
and  waited  for  discussion  to  begin.  There  was  no  sched- 
ule of  topics  to  be  covered  and  the  sessions  were  not  of 


lecture  type.  The  therapist  remained  in  the  background 
as  much  as  possible.  His  function  was  to  observe  and 
clarify  expressed  or  implied  attitudes  and  feelings.  In 
answer  to  direct  questions  he  would  try  to  turn  discus- 
sion back  to  the  group  rather  than  give  advice  or  a 
direct  answer  whenever  this  seemed  possible.  Questions 
of  fact  could,  of  course,  be  handled  directly  and  as  sim- 
ply as  possible  without  elaborate  discussion  of  the  dy- 
namics of  behavior. 

In  the  first  meeting  several  of  the  women  expressed 
resentment  towards  the  schools  as  they  felt  that  they  had 
been  more  or  less  forced  to  come  for  help.  This  feeling 
of  hostility  seemed  to  be  the  common  ground  on  which 
they  could  all  meet.  The  mothers  came  gradually  to  the 
realization  that  they  were  projecting  their  own  inadequa- 
cies onto  the  schools  and  that  their  complaints  were  un- 
founded. Once  a common  ground  was  established  the 
mothers  were  all  eager  to  have  help  and  to  talk  about 
their  problems.  All  had  the  goal  of  being  good  parents; 
all  wanted  to  be  told  what  was  the  "right”  way  to  handle 
their  children.  They  were  all  confused  between  what 
they  felt  was  right  and  what  they  had  been  told  was 
right.  Very  soon  the  mothers  brought  their  therapist- 
leader  face  to  face  with  the  dilemma  which  exists  in  the 
field  of  child  guidance:  we  can  recognize  pathological 
factors  in  a child’s  emotional  life,  but  we  are  far  from 
clear  when  we  discuss  or  try  to  describe  ways  to  provide 
the  milieu  for  healthy  growth.  A recurring  problem 
with  which  the  group  and  the  therapist  struggled  con- 
stantly and  which  was  never  completely  resolved  was 
why  we  could  not  "do  anything”  to  their  children  to 
make  them  behave  better  or  tell  parents  what  to  do. 
The  mothers  all  participated  in  threshing  out  various 
theories  for  meeting  life  situations.  Throughout  the  dis- 
cussions they  were  concerned  primarily  with  the  prob- 
lems of  their  children  as  those  problems  affected  them. 
There  was  little  in  the  interviews  which  would  indicate 
that  the  women  saw  their  own  personality  adjustment 
as  in  need  of  overhauling.  They  did  not  come  to  us  for 
help  in  solving  their  own  problems  although  we  felt  that 
some  of  them  did  have  the  strength  necessary  to  face 
and  resolve  their  own  unconscious  conflicts.  Our  ap- 
proach was  on  a superficial  level  similar  to  "attitude 
therapy.”  Whether  more  basic  solutions  at  a subcon- 
scious level  would  have  been  possible  in  additional  group 
sessions  was  debatable. 

What  the  mothers  got  from  the  group  sessions  in 
terms  of  actual  change  in  their  ability  to  handle  prob- 
lems it  is  difficult  to  know.  They  did  become  more  tol- 
erant of  the  children.  Certainly  there  was  catharsis,  but 
from  the  verbalization  there  was  little  indication  of 
meaningful  modification  of  basic  attitudes.  However, 
a value,  which  we  think  was  clearly  shown  and  not  to 
be  minimized  was  the  enjoyment  of  the  session.  An 
esprit  de  corps  was  developed  quickly  and  it  was  very 
clear  that  the  group  had  meaning  on  this  level  for  the 
mothers.  For  an  hour  and  a half  each  week  their  chil- 
dren were  the  complete  responsibility  of  someone  else. 
Their  enjoyment  was  shown  by  the  manner  in  which 
they  turned  the  boys  over  to  the  child  therapists,  the 
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attitudes  of  relief  when  the  door  closed,  and  their  sur- 
prise at  the  passage  of  time  when  the  period  was  over. 

Their  group  discussions  revealed  them  as  women  with 
limited  social  contacts  or  those  who  were  socially  uncom- 
fortable. This  was  a group  in  which  they  could  easily 
find  a place  as  they  all  shared  the  knowledge  that  each 
of  the  others  had  problems,  too.  In  one  group,  two 
women  definitely  dominated  the  discussions  and  there 
was  frequently  rivalry  between  them  for  control.  On 
one  occasion  when  one  of  the  rivals  for  dominance  had 
succeeded  in  almost  controlling  the  session,  the  second 
woman  had  a temper  tantrum  with  her  child  on  the  way 
out  of  the  office,  a tantrum  like  the  tantrums  she  de- 
scribed in  her  child.  Another  woman  contributed  almost 
nothing  to  the  discussions  but  she  attended  regularly. 

One  young  mother  had  been  remarried  to  her  husband 
three  times.  The  final  marriage  came  because  at  the 
time  of  the  most  recent  divorce  the  Court  had  awarded 
custody  of  the  children  to  her  husband.  The  wife  frank- 
ly remarried  as  the  only  way  of  getting  her  children 
back,  although  she  knew  that  her  husband  would  con- 
tinue to  punish  her  for  her  indiscretions  while  he  was 
away  from  home  in  military  service. 

Another  woman  was  divorced  and  had  married  a sec- 
ond time  but  to  a different  man.  He  rejected  her  chil- 
dren completely  so  that  she  divided  her  time  between 
the  children  who  were  with  her  mother,  and  her  hus- 
band, living  alternate  weeks  with  each. 

One  mother  was  an  invalid  and  found  herself  unable 
to  cope  with  a hyperactive  son.  Another  had  an  illegiti- 
mate child  and  feared  disgrace  when  her  child  discov- 
ered the  facts  of  his  paternity. 

The  husband  of  another  was  in  a mental  hospital  but 
he  was  expected  home  shortly,  improved  but  not  cured. 
There  was  very  real  fear  of  him  as  a result  of  the  phys- 
ical and  verbal  abuse  she  suffered  prior  to  his  committ- 
ment. 

Anyone  of  these  environmental  situations  were  severe 
enough  to  call  for  prolonged  intensive  therapy  for  a 
person  of  average  integration  and  ability  to  cope  with 
life.  That  these  women  were  maladjusted  must  be  evi- 
dent from  the  descriptions  we  have  given  of  them  and 
their  children.  In  a sense,  however,  they  were  adjusted 
to  their  maladjustment.  As  they  projected  their  feelings 
of  inadequacy  onto  the  school  system  toward  which  they 
felt  hostile,  so  did  they  project  their  feelings  about  their 
children  onto  the  children.  It  is  diagnostic  of  insecurity 
and  deep  unconscious  feelings  of  inadequacy  when  par- 
ents ask,  "how  do  I make  my  boy  behave?”,  as  these 


mothers  did.  He  who  answers  such  a question  lightly 
does  so  at  his  own  peril  for  the  parent  who  asks  is  say- 
ing by  the  very  question  that  he  or  she  is  incapable  of 
following  the  advice.  The  parent  is  seeking  an  answer 
outside  of  himself  and  the  ability  to  apply  the  sugges- 
tion is  not  present.  There  are  no  blue-prints  for  the 
arduous  task  of  rearing  children;  each  parent  must  even- 
tually find  within  himself  a solution  with  which  he  can 
be  comfortable. 

We  felt  that  these  mothers  were  for  the  most  part 
still  in  the  stage  of  settling  into  therapy  when  the  ses- 
sions were  discontinued.  They  were  offered  individual 
interviews,  but  this  was  too  threatening  for  most  of  them 
to  accept,  probably  because  this  move  was  premature. 
However,  two  women  did  return  later  and  professed  to 
get  considerable  help.  The  bright  side  of  the  picture  is 
that  these  women  managed  to  come  for  help  if  only 
on  the  pretext  of  bringing  their  children  and  that  they 
were  able  to  discuss  their  problems.  There  is  every  rea- 
son to  suspect  that  most  of  them  would  have  rejected 
individual  therapy  at  first,  as  most  of  them  did  later. 

Our  conclusions  were  (1)  that  group  therapy  may 
offer  a means  of  reaching  mothers  who  are  otherwise 
inaccessible  to  treatment;  (2)  that  some  mothers  derive 
definite  benefits  from  group  therapy,  albeit  on  a super- 
ficial level;  (3)  that  no  definite  time  limits  should  be  set 
for  a group  of  mothers  (or  youngsters) ; (4)  as  yet  we 
have  no  opinion  as  to  whether  group  or  individual  ther- 
apy is  more  efficient  or  economical;  (5)  criteria  for  selec- 
tion of  both  children  and  parents  for  group  treatment 
as  described  here  needs  to  be  re-evaluated. 
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ARCTIC  HEALTH  STATION 

The  Ala,ska  field  station  of  the  Rtiblic  Health  Service  has  been  officially  named  the 
Arctic  Health  Re.search  Center,  and  from  its  headquarters  at  Anchorage  will  make  further 
development  of  basic  research  in  health  and  related  problems  which  are  peculiar  to  low- 
temperature  environments.  The  program  includes  both  long  and  short  term  studies  in  envi- 
ronmental sanitation,  bacteriology,  physiology,  biochemistry,  entomology  and  studies  in 
animal-borne  disea.ses. 

A scientific  research  library,  the  first  of  its  kind  in  the  North  American  Arctic,  has  been 
established  and  is  already  providing  reference  and  other  services  for  the  Research  Center 
staff  and  other  professional  workers  in  arctic  areas. 
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Antihistaminic  Prophylaxis  and  Treatment 
of  Respiratory  Infections 

Spencer  F.  Brown,  M.D, 

Minneapolis,  Minnesota 


IN  January,  1949,  Brewster"  reported  excellent  results 
in  the  treatment  of  common  colds  with  several  dif- 
ferent antihistaminic  drugs.  The  percentage  of  patients 
whose  colds  were  aborted  varied  inversely  with  the  inter- 
val between  onset  of  symptoms  and  the  beginning  of 
antihistaminic  treatment.  Arminio  and  Sweet^  reported 
on  the  use  of  an  antihistaminic  drug  in  the  prophylaxis 
of  colds.  They  used  thonzylamine  hydrochloride,  which 
is  sold  under  the  trade  name  of  Neohetramine,  and  gave 
one  50  mg.  tablet  daily  to  one  group  of  subjects,  two 
50  mg.  tablets  daily  to  a second  group,  and  three  tablets 
daily  to  a third.  There  were  100  subjects  in  each  group, 
and  300  other  subjects  who  received  placebos  were  used 
as  controls.  Only  20  per  cent  of  the  controls  remained 
free  of  symptoms  of  colds  over  a five-month  period, 
whereas  over  80  per  cent  of  the  group  of  subjects  receiv- 
ing one  tablet  daily  presented  no  symptoms  of  colds  dur- 
ing the  same  period.  Over  90  per  cent  of  the  other  two 
experimental  groups  had  no  colds. 

During  the  winter  of  1949-50  a unique  opportunity 
presented  itself  of  studying  the  effects  of  antihistaminic 
medication  on  colds  in  the  Elizabeth  Kenny  Institute  in 
Minneapolis.  Any  reduction  in  the  frequency  or  dura- 
tion of  colds  would  be  of  great  importance  at  the  Insti- 
tute, for  a cold  usually  causes  at  least  a few  days’  inter- 
ruption of  a patient’s  packs,  stretching,  and  other  ther- 
apy. Thus,  rehabilitation  is  delayed,  hospitalization  and 
resulting  costs  are  raised.  Accordingly,  a study  was  set 
up  which  utilized  all  the  Institute  patients  15  years  of 
age  or  younger.  Thonzylamine  HCl  was  chosen  as  the 
antihistaminic  drug  to  be  used,  since  Arminio  and  Sweet 
had  reported  such  great  success  in  prophylaxis  of  colds 
with  it,  and  since  it  is  known'*  to  have  few  and  mild 
side  effects.  Syrup  of  Neohetramine  was  the  particular 
preparation  employed,  since  by  using  a liquid  the  re- 
duced doses  for  the  pediatric  age  group  could  easily  be 
obtained. 

Procedure 

All  patients  in  the  pediatric  age  group  were  assigned 
to  either  the  experimental  or  the  control  group.  The 
groups  were  selected  by  taking  the  patients  in  alphabeti- 
cal order  and  placing  them  alternately  in  the  two  groups. 
The  groups  did  not  remain  of  the  same  size,  for  patients 
were  discharged  from  the  Institute  throughout  the  period 
of  this  study,  and  the  two  groups  were  not  always 
equally  affected.  As  new  patients  were  admitted,  they 
likewise  were  assigned  to  one  group  or  the  other.  Pa- 
tients who  had  any  infection  of  the  respiratory  tract  at 
the  outset  of  the  study  were  not  included,  but  they  were 


added  to  one  group  or  the  other  as  soon  as  they  were 
judged  to  have  recovered. 

Patients  in  the  experimental  group  were  given  Syrup 
of  Neohetramine  twice  daily  in  the  first  period  of  the 
study.  The  dosage  was  based  on  weight.  The  adult  dose 
used  by  Arminio  and  Sweet  is  50  mg.;  on  this  basis  the 
following  schedule  was  worked  out:  Patients  up  to  25 
pounds  in  weight  received  12.5  mg.  in  each  dose;  between 
25  and  40  pounds,  the  dose  was  19  mg.,  and  over  40 
pounds  25  mg.  was  given  each  time.  No  placebo  medi- 
cation was  given  to  the  control  group,  inasmuch  as  none 
of  the  patients  were  told  of  the  purpose  of  the  study 
or  knew  what  the  medication  was.  All  patients  received 
some  sort  of  medication  daily  — vitamins  if  nothing 
else  — and  the  addition  of  the  antihistaminic  to  the 
routines  of  some  of  the  patients  was  scarcely  noticed. 

Each  subject  was  seen  on  rounds  every  day.  In  addi- 
tion, the  nursing  staff  was  asked  to  call  to  the  attention 
of  the  intern  or  resident  all  patients  who  had  any  eleva- 
tion of  temperature,  sneezing,  coughing,  or  nasal  dis- 
charge. Those  patients  who  developed  respiratory  infec- 
tions were  checked  daily  until  they  were  judged  to  have 
recovered  completely. 

Some  of  the  patients  developed  more  than  the  rela- 
tively mild  symptoms  of  the  common  cold — nasal  dis- 
charge, sneezing,  coughing,  low-grade  fever,  mild  mal- 
aise. A few  developed  otitis  media,  bronchitis,  or  bron- 
cho-pneumonia. In  all  instances,  the  first  signs  noted 
were  those  of  an  uncomplicated  common  cold,  and  hence 
data  regarding  all  such  patients  are  included  in  the  tab- 
ulations to  be  presented. 

After  the  study  had  been  carried  on  for  31  days,  it 
was  obvious  that  some  patients  in  both  groups  were  hav- 
ing colds.  No  tabulation  or  analysis  of  data  was  made 
at  that  time,  and  it  was  not  known  whether  any  differ- 
ence existed  between  the  two  groups.  However,  the  oc- 
currence of  any  colds  at  all  in  the  experimental  group 
suggested  that  perhaps  the  frequency  of  medication 
should  be  raised.  Therefore,  for  a period  of  35  days, 
the  doses  described  previously  were  given  three  times 
daily  instead  of  two. 

Results 

The  data  are  summarized  in  Tables  I and  II.  It  will 
be  seen  that  a significant  proportion  of  patients  in  both 
experimental  and  control  groups  had  colds  during  both 
periods  of  the  study.  In  the  first  period,  when  Neo- 
hetramine was  given  b.  i.  d.,  48  per  cent  of  the  experi- 
mental group  had  colds  as  compared  with  69  per  cent  of 
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the  controls.  This  difference  of  21  per  cent  in  favor  of 
the  experimental  group  fails  to  meet  even  the  10  per 
cent  level  of  confidence  on  the  chi-squared  test  of  sig- 
nificance. It  would  therefore  not  be  regarded  as  a re- 
liable difference.  During  the  second  period  of  the  study 
there  was  again  a 21  per  cent  difference  in  the  propor- 
tion of  subjects  having  colds.  This  time,  however,  it  was 
the  control  group  which  had  the  lower  incidence.  This 
difference  also  fails  to  meet  the  10  per  cent  level  of  con- 
fidence. Since  neither  difference  is  in  the  range  gen- 
erally regarded  as  significant  and  since  the  differences 
are  in  opposite  directions,  it  seems  safe  to  assume  that 
chance  factors  account  for  both  differences. 


Table  I 

Results  of  First  Period,  31  Days. 
Experimental  group  received  Neohetramine  b.  i.  d. 


Experimental 

Control 

Total  number  of  subjects 

25 

26 

Number  and  per  cent 
having  URI's 

12—48'  , 

18— eo'/, 

Number  and  per  cent 
free  from  LJRI  s 

13—52'/, 

8—3  1 ' , 

Average  duration  of  URI’s 

8.7  days 

9.4  days 

Average  number  of  days  of 
rectal  temperature  over  100 

2.2  days 

1.5  days 

Average  age  of  subjects 

7.5  years 

6.4  years 

Average  age  of  URI  patients 

5.4  years 

5.2  years 

Average  age  of  well  subjects 

9.5  years 

8.9  years 

There  were  differences  noted  in  the  duration  of  the 

respiratory  infections  in  the 

two  groups,  but  because  of 

Tabl 

E II 

Results  of  Second  Period,  35  days. 

Experimental  Group  Received  Neohetramine 

t.  i,  d. 

Experimental 

Control 

Total  number  of  subjects 

24 

34 

Number  and  per  cent 
having  URI's 

12—50'  , 

10—29'  , 

Number  and  per  cent 
free  from  URI 

12— 50'j 

24—71'/ 

Average  duration  of  URI  s 

8.0  days 

13.0  days 

Average  number  of  days  of 
rectal  temperature  over  100 

1.8  days 

2.2  days 

Average  age  of  all  subjects 

7.2  years 

6.0  years 

Average  age  of  URI  patients 

3.5  years 

2.7  years 

Average  age  of  well  patients 

10.9  years 

7.4  years 

the  great  amount  of  variability,  the  differences  found 

are  not  statistically  significant,  using  the  t 

test. 

In  both  groups  the  patients  who  developed  colds  had 
an  average  age  lower  than  that  of  the  patients  who 
remained  free  from  colds.  Although  the  differences 

are  consistent,  none  is  statistically  significant. 

Dlscussion 

The  results  of  this  study  are  in  direct  contradiction 
to  the  published  results  of  Brewster  and  of  Arminio 
and  Sweet,  for  no  evidence  was  found  to  support  the 
thesis  that  the  antihistaminic  medication  either  prevented 


colds  or  shortened  their  duration.  The  number  of  sub- 
jects used  in  the  present  study  is  far  less  than  the  num- 
bers used  in  either  of  the  other  investigations.  It  is  also 
true  that  the  length  of  time  the  patients  were  observed — 
a total  of  66  days — is  less  than  half  the  period  covered 
by  Arminio  and  Sweet.  These  circumstances  must  be 
taken  into  account  in  evaluating  the  present  study. 

Against  these  admitted  weaknesses  should  be  set  cer- 
tain other  facts.  The  patients  in  the  present  study  were 
all  housed  under  one  roof  for  the  period  of  observation. 
They  were  examined  daily  by  members  of  the  house  and 
visiting  staffs  and  by  the  nurses.  This  degree  of  control 
of  the  environment  and  this  amount  of  medical  evalua- 
tion of  the  subjects  is  not  equalled  in  any  previously 
reported  study. 

No  previously  reported  study  has  used  subjects  in  the 
pediatric  age  range.  It  seems  unlikely  that  this  fact  ex- 
plains the  lack  of  agreement  between  the  studies  alteady 
referred  to  and  the  present  investigation.  The  possi- 
bility must  be  considered,  however,  that  differences  be- 
tween children  and  adults  in  allergic  manifestations  and 
in  response  to  antihistaminic  medication  account  for  the 
contradictory  results. 

Summary 

A study  was  made  of  the  effect  of  thonzylamine  HCl 
(Neohetramine)  in  preventing  and  aborting  common 
respiratory  infections  in  pediatric  patients  at  the  Eliza- 
beth Kenny  Institute.  For  a period  of  31  days,  26  con- 
trols receiving  no  medication  were  compared  with  25 
patients  receiving  thonzylamine  twice  daily.  Doses 
ranged  from  12.5  mg.  (25  mg.  daily)  for  patients  under 
25  lb.  to  25  mg.  (50  mg.  daily)  for  patients  over  40  lb. 

During  a second  period  of  35  days,  34  controls  were 
compared  with  24  patients  receiving  the  same  doses  of 
thonzylamine  three  times  daily. 

No  reliable  differences  were  found  in  the  incidence 
of  respiratory  infections  in  the  two  groups,  in  the  aver- 
age duration  of  the  colds,  or  in  the  average  number  of 
days  of  fever. 

Thonzylamine  in  the  doses  used  is  ineffective  either 
in  prophylaxis  or  in  treatment  of  common  colds  in 
children. 

* * * * 

The  author  wishes  to  express  thanks  to  Dr.  E.  ].  H iienekens, 
Medical  Director  of  the  Elizabeth  Kenny  Institute  and  Dr.  For- 
rest H.  Adams,  Chief  of  Pediatrics  at  the  Institute  for  their 
support  of  this  research.  Grateful  acknowledgment  is  also  made 
to  Drs.  DeWitt  Baldwin,  George  Lund  and  William  Bevis,  the 
interns  who  did  much  of  the  examining  of  the  patients  and  the 
tabulation  of  the  data.  Prof.  A.  E.  Treloar  of  the  University 
of  Minnesota  Medical  School  gave  valuable  help  in  statistical 
analysis. 
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Madura  Foot  or  Mycetoma  Pedis 

R.  F.  Nuessle,  M.D.,  F.A.C.S.* 

Bismarck,  North  Dakota 


Madura  foot  is  a condition  which,  although  rela- 
tively rare  in  this  country,  is,  nevertheless,  of  im- 
portance because  of  the  disability  its  causes. 

First  described  by  Gill  in  1842  as  a disease  endemic 
in  Madura,  India,  it  has  since  been  reported  from  many 
arid,  sub-tropical  and  tropical  regions,  and  from  tem- 
perate regions  as  far  north  as  Canada.^  An  excellent 
account  of  the  history  of  the  disease  can  be  found  in  a 
recent  report  by  Reilly  and  Steel,"  who  emphasize  that 
the  condition  is  not  entirely  foreign  to  the  United 
States,  occasional  cases  having  been  reported  since  1896. 
These  authors  have  collected  from  the  literature  49  cases 
originating  in  the  United  States.  An  additional  three 
cases  of  mycetoma  of  the  foot  and  one  case  of  the  hand 
were  reported  by  Meyerding  and  Evert'^  in  1944. 

Case  Report 

The  following  case  report  is  typical  of  the  disease: 

A 36-year  old  farm  housewife  was  seen  in  August,  1934  be- 
cause of  swelling  and  lesions  of  the  left  foot  which  had  been 
discharging  pus  at  varied  intervals  for  about  five  years.  She 
believed  the  trouble  had  begun  when  she  broke  the  foot  in  an 
accident,  the  nature  of  which  she  did  not  recall.  For  three 
months  previous  to  admission,  there  had  been  marked  increase 
in  the  swelling  which  had  not  been  relieved  by  manipulation 
by  a local  "bone  setter,”  There  were  no  other  complaints. 

The  patient’s  temperature  was  normal  and  the  general  exam- 
ination revealed  nothing  unusual,  except  the  left  foot  which 
was  moderately  swollen  and  tender.  There  was  no  limitation 
of  motion.  Several  small  crusted  areas  were  noted  on  the  medial 
aspect  of  the  foot  and  healed  scars  of  older  lesions  were  tender. 
X-rays  of  the  foot  and  ankle  showed  no  evidence  of  bony  path- 
ology. A tentative  diagnosis  of  tuberculosis  was  made  and  the 
extremity  was  immobilized  in  a cast. 

Two  months  later  when  the  cast  was  removed,  numerous 
granulating  areas  and  draining  sinuses  were  found  to  be  pres- 
ent. The  character  of  the  drainage  was  not  noted.  The  patient 
was  instructed  to  continue  on  crutches  and  local  treatment  with 
Beck’s  bismuth  paste  was  instituted.  Six  months  later  the 
sinuses  were  healed;  there  was  only  slight  swelling  of  the  foot 
and  the  patient  was  able  to  bear  weight  without  pain.  In 
August,  1935,  one  year  after  the  first  visit,  there  was  still  slight 
swelling  of  the  foot,  but  all  the  sinuses  were  healed.  There 
was  no  drainage  and  the  patient  walked  well,  although  with 
some  discomfort  in  the  longitudinal  arch.  Approximately  ten 
years  later,  in  October,  1945,  the  patient  returned  again.  She 
stated  that  the  foot  had  remained  healed  until  six  months 
before  when  it  had  again  begun  to  drain  thin  pus  through 
several  openings. 

Examination  at  this  time  revealed  the  patient’s  general  con- 
dition to  be  good.  Her  temperature  was  normal.  In  general, 
the  examination  was  not  remarkable.  The  left  foot  was  swollen 
and  was  spotted  by  many  granulating  lesions  which  marked  the 
opening  of  draining  sinuses.  Examination  of  the  blood  and 
urine  revealed  no  abnormality.  The  Wassermann  was  negative. 
X-ray  of  the  chest  was  normal. 

She  was  again  seen  in  February,  1946.  The  wounds  of  the 
foot  had  failed  to  heal  in  spite  of  local  application  of  bismuth 


’’’From  the  Department  of  Surgery,  Quain  and  Ramstad 
Clinic,  Bismarck,  North  Dakota. 


paste.  The  foot  was  markedly  swollen;  there  was  moderate 
limitation  of  motion  of  the  ankle;  there  were  several  small 
draining  sinuses;  no  granules  were  noted  in  the  discharge.  X-ray 
examination  showed  no  involvement  of  the  bone.  The  patient 
was  treated  in  the  hospital  for  three  weeks  receiving  50,000 
units  of  penicillin  every  four  hours.  During  this  time,  the 
drainage  from  the  sinuses  persisted,  but  became  much  decreased. 
Re-examination  by  x-ray,  however,  showed  decrease  in  density 
in  the  lower  portion  of  the  tibia  with  some  periosteal  new  bone 
formation.  A biopsy  was  made  by  a curettage  of  a sinus,  and 
the  pathologist  reported  a granuloma  of  undetermined  type. 
Cultures  failed  to  demonstrate  fungi. 

After  leaving  the  hospital,  the  patient  got  about  on  crutches, 
but  the  foot  continued  swollen  and  draining.  There  was,  how- 
ever very  little  pain  and  the  patient’s  general  condition  remained 
good.  Local  treatment  at  this  time  consisted  of  the  application 
of  bismuth  paste  and  sulfathiazole  ointment.  A saturated  solu- 
tion of  potassium  iodide,  seven  drops  three  times  daily,  was 
given  for  several  months  without  apparent  benefit.  The  condi- 
tion continued  to  progress  gradually,  the  sinuses  healing  occa- 
sionally, only  to  reopen  and  drain  again  after  a short  interval. 
The  patient  continued  without  weight-bearing  and  began  to 
have  some  pain  at  times.  Ultraviolet  therapy  was  without 
benefit. 

In  August,  1948,  she  was  having  pain  at  rest,  made  worse 
by  weight-bearing,  the  pain  at  times  being  severe  enough  to 
interfere  with  rest.  The  foot  and  ankle  were  markedly  swollen 
throughout,  especially  across  the  dorsum  of  the  foot  which  was 
held  in  equinus.  The  skin  was  markedly  discolored  and  was 
pox-marked  throughout  almost  its  entire  surface  by  small,  ele- 
vated, granulating  areas  which  marked  the  opening  of  sinuses 
from  which  seropurulent  fluid  drained  in  moderate  amounts. 
Occasionally,  new  abscesses  formed,  broke  and  drained  to  consti- 
tute new  sinuses.  The  patient’s  general  condition  was  good, 
except  for  the  debility  caused  by  continuous  and  increasingly 
severe  pain  in  the  foot.  X-rays  showed  increased  density  in  the 
lower  tibia,  osteoporosis  of  the  lower  tibia  and  fibula,  and  scler- 
otic changes  about  the  astragalocalcaneal  joint.  The  other  joints 
appeared  normal.  A tuberculosis  patch  test  was  negative.  The 
patient  was  hospitalized  and  given  streptomycin,  one  gram  daily 
for  two  months.  No  local  treatment  was  given  during  this 
period,  except  for  frequent  change  of  dressings.  After  three 
weeks  under  this  treatment,  x-ray  examination  demonstrated 
multiple  areas  of  bone  necrosis  in  the  os  calcis.  At  the  end  of 
two  months,  a cast  was  applied  to  the  foot  and  the  patient  was 
discharged  from  the  hospital  on  crutches. 

She  remained  comfortable  until  February,  1949,  when  the 
foot  again  became  painful.  The  cast  was  removed.  The  foot 
was  found  to  be  markedly  swollen  and  draining  from  the  many 
sinuses.  X-ray  examination  showed  almost  complete  involvement 
of  the  left  os  calcis  without  any  sequestration,  a definite  exten- 
sion of  the  process  since  the  previous  examination.  Amputation 
was  advised,  but  refused. 

On  February  27,  1949,  the  os  calcis  was  thoroughly  curetted 
as  were  several  of  the  sinus  tracts  which  were  found  to  form  a 
complicated  network  among  the  bones  and  tendons  of  the  foot. 

The  report  of  the  pathological  examination  was  as  follows: 
"There  is  a granulomatous  and  suppurative  inflammation.  One 
area  contains  tubercles  consisting  of  epithelioid  cells  bounded 
by  a zone  of  lymphocytes  and  containing  necrotic  centers.  Giant 
cells  are  present.  The  specimen  removed  from  the  bone  showed 
no  evidence  of  tumor  or  inflammation.”  No  colonies  of  fungus 
could  be  found. 

The  patient  again  wished  to  defer  amputation  and  she  was 
discharged  from  the  hospital  wearing  a cast.  A month  later  she 
was  still  having  considerable  pain  and  examination  of  the  foot 
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on  removal  of  the  cast  showed  no  improvement.  No  granules 
were  nored  in  the  discharge  from  many  sinuses. 

Amputation  was  finally  agreed  upon  and  was  performed  at 
the  site  of  election  below  the  knee  on  March  26,  1949.  The 
wound  healed  by  first  intention.  The  patient  was  discharged 
from  the  hospital  on  April  11,  1949  entirely  comfortable  except 
for  slight  phantom  pain  at  times.  By  June,  1949,  she  was  able 
to  get  around  well  with  a temporary  plaster  pylon,  and  in 
October,  1949,  she  was  walking  well  with  a regular  prosthesis, 
entirely  free  from  pain.  There  was  no  evidence  of  recurrence 
anywhere  in  the  body.  Her  general  health  was  markedly  im- 
proved. 

The  pathological  report  of  the  amputated  extremity  was  as 
follows:  "The  specimen  consists  of  the  left  foot,  ankle,  and  17 
centimeters  of  the  distal  leg.  There  are  numerous  sinus  open- 
ings in  the  skin  on  the  medial,  posterior  and  lateral  surfaces  of 
the  ankle  and  lower  leg.  There  is  a postoperative  wound  on  the 
lateral  surface  of  the  heel  measuring  5 centimeters  in  length. 
There  is  almost  complete  ankylosis  of  the  ankle  joint.  There 
are  multiple  areas  of  softening  in  the  os  calcis. 

"Histologic  examination  shows  a chronic  granulomatous  in- 
flammation with  suppuration  in  the  soft  parts  and  also  in  the 
os  calcis.  One  tubercle,  indistinguishable  from  tuberculosis,  is 
present  in  a section  taken  from  the  wall  of  one  of  the  sinuses. 
It  contains  epithelioid  cells,  giant  cells,  and  a small  central  area 
of  necrosis.  Areas  of  fibrosis  are  prominent  and  infiltrations 
with  lymphocytes  and  plasma  cells  are  a prominent  feature. 
Typical  actinomycotic  ray  fungi  can  be  demonstrated  in  the 
sections.  Diagnosis:  Actinomycosis  of  foot,  ankle,  and  os  calcis 
left.  " 

Discussion 

Mycetoma  is  a clironic  granulomatous  lesion  caused 
by  fungi  and  characterized  by  indolent,  inflammatory 
swellings  which  gradually  soften  and  break  down  to 
form  sinuses  which  discharge  seropurulent  or  bloody 
fluid  containing  granules  of  various  colors.  The  lesion 
is  the  most  common  in  the  foot.  It  occurs  occasionally 
in  the  hands  and  may  be  seen  more  rarely  in  the  leg, 
knee,  neck  and  trunk.  Most  of  the  cases  reported  have 
occurred  in  male  agricultural  workers  of  the  active  age 
groups.  It  has  been  noted  by  a number  of  authors  that 
the  victims  are  usually  those  who  habitually  go  barefoot 
about  their  work,  and  it  is  not  surprising  that  most  cases 
in  the  United  States  have  been  reported  from  south- 
western areas.  However,  several  cases  have  been  reported 
from  the  central  northwest. 

The  mode  of  inoculation  is  not  known,  but  it  is  not 
unlikely  that  the  fungus  enters  through  a wound.  In  a 
majority  of  cases,  the  patient  has  recalled  some  trauma 
to  the  foot,  such  as  a laceration  or  contusion  occurring 
several  months  prior  to  the  onset  of  symptoms.  The  vic- 
tims frequently  give  a history  of  having  worked  barefoot 
in  an  agricultural  region. 

The  causative  fungi  may  be  any  of  a variety  of  species 
of  actinomycoses  and  maduromycoses,  both  of  which  are 
embraced  by  the  term  mycetoma  or  Madura  foot.  Al- 
though actinomycosis  is  frequently  found  in  certain  do- 
mestic animals,  maduromycosis  is  apparently  found  only 
in  man.  Since  the  symptomatology  and  pathology  of 
the  disease  are  practically  the  same,  regardless  of  the 
type  of  fungus  present,  the  differentiation  between  these 
two  types  of  fungi  is  not  essential  to  the  diagnosis  of  the 
condition.  It  is  of  interest  to  note,  however,  that  while 
actinomycosis  occurs  more  frequently  in  other  parts  of 
the  body,  maduromycosis,  as  a rule,  is  .seen  only  in  the 
extremities. 


The  clinical  course  of  the  disease  is  characterized  by 
its  unusually  slow  and  relatively  painless  course  which 
may  extend  over  many  months  or  even  years.  Although 
it  may  so  extensively  involve  a certain  region  as  to  pro- 
duce almost  complete  destruction,  it  seldom  spreads  to 
other  parts.  The  first  evidence  of  the  disease  may  be  a 
granulating  lesion  of  the  skin  or  subcutaneous  tissue, 
or  there  may  be  a papule,  or  a nodule,  with  little  pain 
or  local  heat.  Although  there  is  little  disability  at  first, 
the  lesion  is  always  progressive.  The  nodule  becomes 
somewhat  tender  and  fixed.  Finally,  sometimes  after  a 
considerable  time,  softening  occurs  and  the  nodule  de- 
generates to  an  abscess  which  breaks  down  to  discharge 
the  seropurulent  granule  containing  fluid  which  is  char- 
acteristic of  the  condition. Through  the  repeated  heal- 
ing and  breaking  down  of  the  draining  points,  sinuses 
are  formed  which  come  into  elaborate  intercommunica- 
tion with  other  sinuses  deep  within  the  part.  The  foot 
may  become  swollen  to  two  or  three  times  its  normal 
size  and  talipes  equinus  deformity  may  occur.  Scattered 
over  the  surface  of  the  skin  are  many  ulcers  and  nod- 
ules. These  openings  lead  to  a complicated  anastomosis 
of  sinuses  with  eventually  extensive  destruction  of  all  the 
tissues,  even  the  bones  and  joints,  of  the  region  involved. 
In  spite  of  this  intensive  local  destruction,  the  general 
systemic  reaction  and  pain  are  usually  relatively  slight, 
unless  secondary  infection  occurs.  In  advanced  cases  of 
the  disease,  the  x-ray  films  show  various  degrees  of  in- 
volvement of  the  bone'  with  periostitis,  all  stages  of 
osteomyelitis,  and  an  ankylosis  of  the  joints. 

Microscopically,  the  lesion  is  characteristic  of  an  in- 
fectious granuloma  and  the  specific  fungus  can  usually 
be  demonstrated  in  properly  prepared  sections  of  the 
lesion.  Surrounding  the  fungus  there  is  a local  tissue 
reaction  with  round-cell  infiltration  and  the  formation 
of  giant  cells;  eosinophils  may  be  found  as  well  as  lipoid 
and  pigment-bearing  macrophages. 

The  diagnosis  of  the  condition  should  not  be  difficult. 
Smith''  has  pointed  out  that  a mycotic  infection  should 
always  be  suspected  in  every  patient  who  has  a chronic 
draining  sinus,  even  though  the  clinical  appearance  of 
the  lesion  may  he  identical  with  those  produced  by  a 
tubercle  bacillus  or  by  certain  anterobic  streptococci. 
Microscopic  examination  of  the  granules  from  the  dis- 
charging sinuses  shows  the  mycella  of  actinomycosis  or 
of  maduromycosis.  The  latter  can  also  be  demonstrated 
in  cultures,  although  examination  of  the  pus  from  the 
discharging  sinus  or  a biopsy  from  the  wall  of  the  sinus 
may  be  more  effective  in  demonstrating  actinomycosis. 
The  absence  of  a general  systemic  reaction  or  guinea 
pig  inoculation  will  exclude  tuberculosis. 

The  course  is  chronic  and  progressive,  and  a spontane- 
ous cure  does  not  occur.  However,  because  discomfort 
is  not  marked  and  the  patient’s  general  health,  as  a rule, 
remains  good,  radical  methods  of  cure  are  usually  not 
resorted  to  until  the  disease  is  far-advanced.  Potassium 
iodide  in  large  doses  is  usually  advised.  Local  treatment 
with  iodide,  two  per  cent  copper  sulfate,  potassium  per- 
manganate, cautery  and  curettement  have  been  u,sed. 
Systemic  treatment  with  iodine,  bismuth,  sodium  tar- 
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trate,  copper  citrate,  thyroid,  oil  of  cinnamon,  arsphena- 
mine,  and  mercurochrome  have  been  used.  But  in  most 
cases  reported,  the  disease  has  continued  to  progress  in 
spite  of  these  treatments.  X-ray  therapy  and  the  admin- 
istration of  sulfonamides,  penicillin  and  streptomycin 
have  likewise  failed  to  halt  the  progressive  advance  of 
the  disease.  No  treatment  except  surgery  has  proved 
satisfactory.  Local  excision  of  the  infected  tissue  may 
be  tried  in  early  cases,  but  sooner  or  later  the  patient 
comes  to  amputation  of  the  extremity.  This  results  in 
a rapid  recovery.  There  seems  to  be  no  tendency  to  re- 
currence in  other  parts  of  the  body. 

Summary 

Mycetoma  is  a chronic,  progressive,  granulomatous, 
destructive  lesion,  most  commonly  of  the  foot.  It  oc- 
curs sporadically,  even  in  the  northern  sections  of  the 
United  States.  A diagnosis  of  mycetoma  must  be  con- 
sidered in  any  such  granulomatous  condition,  and  is  con- 
firmed by  finding  the  characteristic  fungi  in  smears,  cul- 
tures or  biopsies  from  the  affected  part.  Treatment  by 


drugs  and  antibiotics  has  proved  unsatisfactory.  In  early 
cases,  wide  excision  of  the  involved  tissue  may  be  suc- 
cessful, but  in  most  cases,  amputation  will  finally  be 
necessary  and  will  result  in  rapid  cure. 
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Book  Reviews 


Medical  Management  of  Gastrointestinal  Disorders,  by 
Garnett  Cherry,  M.D.  Chicago:  Year  Book  Publishers, 

Inc.,  1950.  Price,  ^6.75. 


This  is  one  of  the  publishers’  manuals,  designed  to  inform 
the  physician  in  general  practice  on  special  subjects.  Diseases 
of  the  gastrointestinal  tract  are  expounded  in  terms  of  common 
complaints;  symptoms  and  associated  physical  finding  are  con- 
sidered as  diagnostic  clues  and  as  guides  to  plan  the  search  for 
contributing  information.  Interpolated  chapters  deal  with  lab- 
oratory and  roentgenographic  procedures,  with  management  of 
peptic  ulcer,  liver  and  gallbladder  disease,  gastric  cancer  and 
food  allergies.  Psychoneurotic  manifestations  and  origin  of  gas- 
trointestinal disturbances  are  stressed.  Emphasis  is  given  to  diag- 
nostic and  therapeutic  methods  which  have  been  proved,  but 
are  contemporary. 

The  charge  of  bias  and  dogmatism  is  anticipated  and  refuted 
on  the  ground  that  the  statement  of  an  individual  opinion  about 
a particular  matter  is  less  confusing  and  consequently  more 
help*^ul  than  the  discussion  of  several  divergent  concepts.  That 
is,  the  author  chooses  diagnostic  performance,  interprets  signs 
or  propounds  therapy  without  submitting  supporting  evidence. 
In  most  instances  his  declarations  arc  sound  and  sensible;  on 
some  points,  valid  objections  may  be  raised. 

The  book  is  a convenient  size,  well  printed  and  easy  to  read. 
The  index  is  good.  Diet  lists  are  suitable  for  patients’  use. 

J.B.C. 


Electrocardiography,  Fundamentals  and  Clinical  Applica- 
tion, by  Louis  Wolff,  M.D.  Philadelphia  & London:  W.  B. 
Saunders  Co.,  187  pages,  1950.  ^4.50. 


In  this  book  the  author  presents  the  subject  of  electrocardiog- 
raphy in  a somewhat  different  manner  than  most  texts.  The 
basic  principles  of  electrocardiography  and  their  application  to 
the  cl  inical  interpretation  of  electrocardiograms  are  presented  in 
a simple  and  easily  understandable  way. 

The  work  is  divided  into  two  parts,  the  first  discussing  the 
basic  principles  of  electrocardiography;  the  second  devoted  to 
clinical  electrocardiography.  The  discussion  of  unipolar  and 


multiple  chest  leads  is  clearly  presented,  and  other  subjects  are 
fully  covered. 

This  text  should  be  of  great  value  to  physicians  and  students 
who  desire  a simple  practical  presentation  of  the  intricacies  of 
present  day  electrocardiography.  T.Z. 


Proceedings  of  the  First  Clinical  ACTH  Conference, 
edited  by  John  R.  Mote.  624  pages.  Philadelphia:  The 

Blakiston  Company,  1950.  Price,  ^5.50. 


This  book  is  the  most  complete  account  of  the  adrenal- 
controlling functions  of  the  pituitary  which  has  appeared  in 
print.  It  has  the  further  virtue  of  being  strictly  current  in  its 
treatment.  It  consists  of  52  papers  by  as  many  groups  of  authors 
covering  biochemical,  physiological  and  clinical  aspects  of  the 
role  of  ACTH  in  the  total  organism.  The  book  is  packed  with 
new  and  classical  observations  and  is  a source  work  of  unique 
value  for  all  investigators  in  the  field,  especially  for  clinical  in- 
vestigators. For  physicians  interested  in  the  application  of 
ACTH  to  specific  clinical  problems  the  volume  will  be  very 
useful.  M.B.V. 


Sex  Without  Fear,  by  S.  A.  Lewin,  M.D.  and  John  Gil- 
more,  Ph.D.  121  pages.  New  York  City:  Lear  Publishers, 
1950.  ^3.00. 


This  book  was  written  by  two  physicians  for  the  layman  in 
response  to  a need  for  sound  sex  education.  Terminology  and 
phrasing  are  simple;  explanations  are  clear  and  adequate;  the 
illustrations  are  well  executed  and  precise. 

Various  chapters  deal  with  the  male  and  female  reproductive 
systems,  the  endocrine  glands,  the  art  of  intercourse,  sex  desire 
and  frigidity,  pregnancy,  "as  the  twig  is  bent’’  (how  to  tell  your 
children  about  sex) , sterility,  the  menopause  and  the  male  cli- 
macteric aphrodisiacs,  contraception,  abortion  and  venereal  dis- 
eases. A 4')  page  glossary  explains  unfamiliar  terms. 

According  to  a statement  at  the  front  of  the  book,  it  ".  . . is 
distributed  ethically  within  the  medical  profession  and  its  allied 
branches.  Available  to  the  public  on  physician’s  prescription.” 

E.B.B. 
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Clinical  Use  of  a New  Subcutaneous 
Mercurial  Diuretic,  Thiomerin'' 

Robert  J.  Brimi,  M.D.i 
Minneapolis,  Minnesota 


WITHIN  the  past  year  and  a half  several  favorable 
reports  on  the  new  mercurial  diuretic  for  sub- 
cutaneous injection,  Thiomerin,  have  appeared.' ' 
This  new  drug  was  developed  to  reduce  the  cardiac  tox- 
icity associated  with  the  older  mercurial  diuretic  com- 
pounds and  to  provide  a potent  diuretic  agent  that  is 
easily  administered. 

ThiomerinJ  is  the  disodium  salt  of  N-T  (carboxy- 
methyl  mercaptomercuri-B-methoxy ) propyl  camphoramic 
acid  which  is  chemically  similar  to  mercurophylline 
U.S.P.  XIII  (mercuzanthin)  but  the  theophylline  has 
been  replaced  by  sodium  mercaptacetate  with  the  forma- 
tion of  a mercaptide.  Lehman''  has  reported  the  cardiac 
toxicity  of  this  compound  given  intravenously  to  anes- 
thetized cats  to  be  1 160th  that  of  other  mercurials. 
Thiomerin  is  supplied  in  powder  form  with  an  ampule 
of  distilled  water.  It  dissolves  readily  in  water  and, 
when  kept  refrigerated,  stability  is  maintained  for  sev- 
eral months.  At  room  temperatures,  breakdowns  of 
solutions  may  occur  at  the  end  of  three  weeks.  The 
appearance  of  cloudiness  or  color  changes  indicates 
breakdown  and  such  solutions  should  be  discarded.  As 
now  supplied,  each  cubic  centimeter  of  solution  contains 
0.040  gm.  of  mercury. 

This  paper  is  a report  of  our  experiences  with  Thio- 
merin based  on  a study  of  204  cases  of  cardiac  failure 
with  edema. 

Method  of  Study 

Sixty-six  hospitalized  patients  were  observed  under 
rigid  conditions  to  exclude  all  extraneous  factors  that 
affect  diuresis.  All  cases  were  stabilized  on  a regular 
sodium  content  diet  averaging  10  gm.  of  NaCl  per  day. 
No  ammonium  chloride  nor  xanthine  drugs  were  given. 
All  cases  were  either  not  digitalized  or  were  stabilized 
on  maintenance  doses  of  digitalis.  The  diuretic  effect 
of  bed  rest  was  avoided  by  giving  the  diuretic  either  on 
admission  or  after  the  fifth  hospital  day.  The  patients 
were  weighed  on  admission  and  again  at  12  and  24  hour 
periods  thereafter  with  the  same  set  of  scales.  The 
urinary  intakes  were  charted  daily  and  the  outputs  were 
collected  and  measured  at  12,  24,  and  48  hours  after 
administration  of  the  diuretic  agent.  The  weighing  of 
the  patients  and  their  urinary  output  measurements  were 
personally  supervised  by  the  author.  In  addition,  the 
sites  of  all  injections  given  were  recorded  on  a form 
containing  a figure  of  a human  being. 

One  hundred  thirty-eight  clinic  patients  were  followed 
at  intervals  of  one  to  six  weeks  in  the  out-patient  depart- 

*From  the  LJniver.sity  of  Minnesota  Medical  School  Depart- 
ment of  Medicine,  Minneapolis  General  Hospital. 

i Medical  hellow,  University  of  Minnesota  Medical  School. 
ISiipphed  by  Campbell  Products,  Inc.,  New  York. 


ments  of  the  Minneapolis  General  and  University  of 
Minnesota  hospitals. 

Both  groups  received  Thiomerin  subcutaneously  in  one 
and  two  cc.  doses.  A total  of  1,026  injections  were  re- 
corded; of  this  total,  506  were  one  cc.  and  520  two  cc. 
doses.  The  hospitalized  cases  received  one  to  44  injec- 
tions at  intervals  of  one  to  seven  days,  the  clinic  patients 
one  to  30  injections  at  one  to  six  week  intervals. 

Diuretic  Effect 

Thirteen  of  the  hospitalized  patients  received  equal 
doses  of  subcutaneous  Thiomerin  and  intravenous  mercu- 
zanthin  at  suitable  intervals  to  compare  their  respective 
effects.  Under  the  conditions  listed  above,  in  this  small 
series,  no  significant  differences  in  the  diuretic  effective- 
ness of  the  two  drugs  was  observed. 

The  remaining  53  cases  in  the  hospitalized  group  were 
divided  into  those  patients  (19)  receiving  one  cc.  and 
those  (34)  getting  two  cc.  doses  of  Thiomerin  subcu- 
taneously. The  first  group  averaged  3.8  lbs.  and  the 
second  group  6.2  lbs.  loss  in  weight  per  dose  respectively 
until  dry  weight  was  attained.  A small  number  of  addi- 
tional cases  received  Thiomerin  intramuscularly  and  intra- 
venously. No  significant  differences  in  total  diuretic  re- 
sponse occurred  with  these  various  routes  of  administra- 
tion. This  suggests  that  complete  absorption  of  the  drug 
usually  results  from  subcutaneous  injection  sites. 

The  onset  of  diuresis  occurred  in  two  to  four  hours 
and  the  maximum  diuretic  effect  was  reached  within  12 
hours  following  subcutaneous  administration  of  Thio- 
merin. In  six  cases,  however,  the  diuresis  continued  for 
48  hours;  two  of  these  cases  had  their  greatest  loss  in 
weight  in  the  second  24  hour  period  of  study. 

Criteria  of  satisfactory  diuretic  response  in  the  hos- 
pitalized group  when  edematous  was  established  as  fol- 
lows: For  two  cc.  doses  a weight  loss  of  five  lbs.  or  over 
per  dose  was  called  a good  response;  fair  and  poor  re- 
sults were  indicated  by  losses  in  weight  of  three  to  five 
lbs.  and  under  three  lbs.  respectively.  Likewise,  for  one 
cc.  doses,  a weight  loss  per  injection  of  three  to  five  lbs. 
was  considered  good,  one  to  three  lbs.  fair,  and  one  lb. 
or  less,  poor.  Under  these  criteria,  41  patients  experi- 
enced a good  diuretic  result,  18  cases  responded  fairly 
well,  and  seven  cases  poorly  to  Thiomerin.  The  greatest 
weight  loss  recorded  for  a two  cc.  dose  was  20  pounds 
(with  no  ammonium  chloride  nor  xanthine  supplement) 
and  several  patients  lost  10  to  12  lbs.  of  weight  after 
a single  one  cc.  dose.  High  venous  pressures  (20  to  27 
cm.  citrate)  observed  in  some  cases  did  not  reduce  the 
diuretic  effectiveness  of  subcutaneous  doses  of  Thiomerin. 

Of  the  138  cases  followed  in  the  outpatient  depart- 
ment, nearly  all  were  maintained  edema  free  with 
rhiomerin. 
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Table  I 

Summary  of  Results 


Total 

Number  of 
Injections 

Total 

Number  of 
Patients 

Diuresis 

Number  of  Patients 

Reactions 

Number  of  Patients 

Good  Fair  Poor 

Local  Systemic 

Hospitalized  Patients 
Clinic  Patients 

407 

619 

66 

138 

41  18  7 

Generally  satisfactory 

9 2(?) 

11  0 

Total 

1026 

204 

20  2(?) 

Toxic  Reactions 

Over  the  past  ten  months  we  have  seen  no  evidence 
of  irritation  at  the  site  of  injection  such  as  lumps  or 
discoloration  of  the  skin.  This  is  partly  due  to  the  much 
greater  stability  of  the  Thiomerin  which  is  currently 
available  and  partly  to  adequate  instruction  of  nurses 
and  patients  on  the  technique  of  subcutaneous  injection. 
We  have  found  it  desirable  to  use  relatively  fresh  or 
refrigerated  solutions  of  the  drug,  to  knead  the  injec- 
tion site  after  administration,  to  avoid  injection  into 
edematous  or  excessively  fatty  areas,  and  to  use  a needle 
at  least  2.5  cm.  in  length  to  insure  penetration  of  the 
subcutaneous  fat. 

Various  local  reactions  were  observed  with  the  early 
lots  of  Thiomerin  which  were  used  in  this  study.  These 
consisted  in  temporary  mild  soreness  (usually  brought 
out  only  in  direct  questioning  of  the  patients)  and  small 
subcutaneous  lumps  less  than  one  cm.  in  diameter.  These 
lumps  disappeared  within  24  to  48  hours  as  a rule.  Ten 
cases  had  small  tender  lumps  which  lasted  from  two  to 
three  weeks.  In  the  entire  series,  three  cases  developed 
tender  subcutanous  lumps  which  persisted  for  three 
months.  Biopsy  of  two  of  these  lumps  revealed  a typical 
foreign  body  reaction  (giant  cells  surrounded  by  lymph- 
ocytes and  fibrosis) . Four  patients  developed  ecchymoses 
and  several  instances  of  yellowish  discoloration  of  the 
skin  over  the  injection  site  were  observed  but  these  dis- 
appeared in  a few  days  and  caused  no  ill  effects.  In 
three  cases,  the  drug  was  given  intradermally  by  error 
and  sloughing  of  the  skin  took  place.  Sloughing  also 
occurred  in  one  case  that  received  mercuzanthin  intra- 
dermally by  mistake.  One  of  these  sloughs  resulted  from 
the  use  of  a stubby  needle  by  a relative  of  the  patient. 

For  all  practical  purposes,  systemic  reactions  to  thio- 
merin do  not  exist.  Occasional  instances  of  nausea, 
muscle  cramps,  and  weakness  secondary  to  rapid  electro- 
lyte loss  occurred.  In  two  cases,  diarrhea  of  unknown 
etiology  but  possibly  related  to  mercurial  administration 
was  noted.  Repeated  urinalyses  failed  to  reveal  the 
presence  of  renal  irritation  in  the  hospitalized  group. 

Discussion 

Now  that  Thiomerin  has  been  relatively  stabilized  and 
the  technique  of  subcutaneous  injection  standardized, 
local  reactions  are  minimal.  Many  patients  specifically 
request  Thiomerin  in  preference  to  the  other  mercurial 


diuretics.  A few  tolerated  thiomerin  well  when  they 
could  not,  because  of  associated  pain,  bear  intramuscular 
injection  of  other  mercurials.  Obese  patients  tolerate  the 
drug  best  intramuscularly  or  intravenously.  The  chief 
advantage  of  Thiomerin  over  other  mercurial  diuretics  is 
its  versatility;  it  can  be  given  intravenously,  intramus- 
cularly, and  subcutaneously.  It  is  the  most  easily  admin- 
istered mercurial  diuretic  available  today  and  patients 
appear  to  tolerate  it  better  than  the  other  preparations. 
Patients  can  be  taught  to  administer  the  drug  to  them- 
selves in  maintenance  doses  with  their  weight  as  a guide 
thus  saving  time  for  themselves  and  for  hospital  per- 
sonnel. 

Summary 

1.  Thiomerin  is  a potent  mercurial  diuretic  that  is  as 
effective  subcutaneously  as  other  mercurial  diuretics 
given  intravenously.  Results  have  been  reported  above 
for  204  patients  who  received  1026  injections. 

2.  Local  and  systemic  toxicity  has  been  reduced  to  a 
minimum  in  this  mercurial  preparation. 

3.  Self  administration  by  patients  under  the  physi- 
cian’s direction  is  practical. 

The  author  wishes  to  express  his  appreciation  to  George 
Fahr,  professor  of  medicine  in  the  University  of  Minnesota 
Medical  School  for  his  advice  on  the  method  of  study,  and  to 
the  medical  fellows  and  the  nurses  on  the  wards  and  in  the 
Cardiac  Clinics  of  the  Minneapolis  General  and  University  of 
Minnesota  Hospitals  for  their  assistance  in  preparing  this  report. 
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Relief  of  Anal  Pain 

A Preliminary  Report 


David  Miller,  M.D. 
Los  Angeles,  California 


Many  ointments  and  suppositories  are  available  for 
the  specific  purpose  of  relieving  anal  pain,  and 
many  of  these  do  give  some  degree  of  the  promised 
relief.  All  of  these  preparations  owe  their  pain-relieving 
effect  to  some  anesthetic  ingredient  and  the  bland,  sooth- 
ing action  of  an  oleaginous  substance,  usually  cocoa 
butter.  Ointments  act  by  coating  the  lesxon  with  these 
ingredients;  suppositories,  however,  act  either  by  absorp- 
tion of  the  anesthetic  agent  (and  its  effect  through  the 
central  nervous  system)  or  by  a topical  effect,  after 
liquefaction  and  oozing  of  the  effective  agent  from  the 
rectum  back  on  to  the  lesion.  Some  of  the  ointments 
act  rather  rapidly;  others  more  slowly  because  of  the 
time  required  for  the  basic  vehicle  of  the  ointment  to 
melt  and  liberate  the  effective  ingredient.  Among  the 
prime  disadvantages  inherent  in  many  of  these  prepara- 
tions are  allergic  manifestations  of  some  patients  to 
certain  of  the  ingredients;  the  use  of  narcotics  in  many 
of  these  preparations;  awkwardness  of  the  application 
of  ointment  with  a tube,  and  the  slow  melting  time  of 
most  suppositories. 

A new  type  of  suppository  has  been  used  for  the  relief 
of  anal  pain  in  approximately  7^  selected  cases.  This 
new  suppository  is  actually  a double  suppository  consist- 
ing of  an  outer  coating  and  an  inner  core,  and  which 
contains  propyl  bara  amino  benzoate  as  the  anesthetic 
agent.'  The  prime  physical  characteristic  of  the  outer 
coating  is  such  that  it  disperses  very  rapidly,  leaving  a 
coating  in  the  anal  canal  as  it  is  inserted.  This  coating 
is  extremely  water  soluble,  has  its  anesthetic  ingredient 
well  dispersed,  and  is  not  dependent  upon  a low  melting 
point.  A coating  of  its  anesthetic-acting  ingredient  is 
left  on  the  surface  with  which  it  comes  in  contact  in  its 

'The  formula  is  as  follows: 

OUTER  COATING 

N-lauryl  colamino  formyl-methyl-pyridineum  chloride 
Propyl  para  amino  benzoate 
Urea 

[fismuth  sub  gallate 
Zinc  oxide 

Polyethylene  glycol  stearate 

INNER  CORE 

Polyethylene  glycol  stearate 
Cod  liver  oil 
Balsam  pern 
fieeswax 
Cocoa  butter 


passage  through  the  anal  canal,  producing  rapid  topical 
anesthesia.  Anal  sphincter  spasm  is  also  lessened  by  this 
effect,  thus  adding  to  the  patient’s  comfort.  The  inner 
core  having  a lower  melting  point  than  the  conventional 
suppository  melts  rapidly  freeing  its  content,  which  in 
turn,  also  acts  topically  by  oozing  back  over  the  affected 
area  and  helps  to  prolong  the  soothing  effect. 

The  early  use  of  this  type  of  suppository  was  confined 
to  selected  patients  whose  pain  resulted  from  simple 
trauma  of  the  anal  canal.  Because  of  its  effectiveness, 
its  use  was  then  extended  to  ano-rectal  postoperative 
patients  on  their  first  visit  to  the  office.  In  some  in- 
stances a supply  was  given  to  the  patient  with  instruc- 
tions to  insert  one  about  five  minutes  before  having  a 
stool.  The  patient  was  also  instructed  to  hold  the  sup-  ! 
pository  for  a few  seconds  against  the  anal  orifice  before 
allowing  it  to  slip  into  the  rectum.  By  so  doing  the  | 

topical  deposit  of  the  anesthetic  preparation  in  the  anal  | ] 

canal  was  assured.  Passage  of  the  stool  was  made  easier  ' 

and  post  evacuatory  anal  discomfort  was  lessened.  This 
suppository  is  now  being  used  almost  routinely  in  the 
described  type  of  cases  and  also  for  its  topical  anesthetic  j | 
effect  prior  to  an  examination  of  a painful  anal  condi-  j 

tion  and  upon  the  completion  of  an  examination  to  re-  I 

lieve  any  anal  discomfort  that  might  have  arisen  after  1 

the  use  of  the  examining  instruments.  I 

It  was  found  to  give  as  much,  or  more,  relief  from 
pain  as  other  commonly  used  preparations  and  the  relief 
from  pain  in  most  cases  was  more  rapid  and  insertion 
was  easier  and  less  painful  than  insertion  of  a nozzle  for 
injection  of  ointments.  j 

Conclusions  i 

1.  A new  type  of  rectal  suppository,  for  tlie  relief  of  j 
anal  pain,  has  been  evaluated  clinically. 

2.  This  type  of  suppository  overcomes  many  of  the 

disadvantages  inherent  in  most  preparations  designed  for  i 

such  use. 

3.  This  therapy  has  been  found  useful  as  adjunct 
treatment  particularly  prior  to  examination  of  many 
painful  anal  conditions  and  also  to  relieve  discomfort 
that  might  arise  after  the  use  of  examining  instruments. 

I am  indebted  to  the  Harrower  Laboratory,  Jersey  City,  New  | 

jersey,  who  made  available  adequate  quantities  of  these  sup-  ; I 

positories  for  this  study.  i 
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Metastatic  Renal  Malignancy 

Louis  F.  Pine,  M.D.* 

Devils  Lake,  North  Dakota 


The  occurrence  of  a clinical  case  of  metastatic  renal 
malignancy  stimulated  a review  of  the  American 
literature  on  the  subject  and  the  autopsy  records  at  the 
Worcester  City  Hospital. f 

The  theories  of  metastasis  in  cancer,  including  inva- 
sion of  tissue  spaces,  and  lymphatic  or  hematogenous 
spread  are  well  known.  That  some  tumors  have  a pre- 
dilection for  one  method  over  another  has  been  pointed 
out  by  Ewing.  Sarcomas  spread  to  regional  lymphatics 
whereby  the  regional  nodes  become  amalgamated,  with 
a marked  tendency  to  necrosis  and  later  hematogenous 
spread.  Paradoxic  embolism  has  been  mentioned  by 
Zahn,  one  in  a case  of  sarcoma  of  the  seminal  vesicle, 
the  other  in  cancer  of  the  thyroid.  Roger  describes  the 
case  of  a primary  cancer  of  the  rectum  with  metastasis 
to  the  pelvic  ureter  and  to  the  kidney  on  the  left  side. 
The  lesions  in  the  kidney  replaced  two  or  three  of  the 
pyramids  in  the  lower  pole.  In  view  of  the  fact  that 
no  evidence  of  tumor  cells  could  be  found  in  the  blood 
vessels  or  lymphatics  of  the  ureter,  he  concluded  that 
the  kidney  lesions  were  in  the  nature  of  implants  from 
cells  being  carried  into  the  kidney  from  the  growth  be- 
low in  the  ureter.  It  is  well  known  that  primary  renal 
malignancy  has  the  greatest  incidence  of  spread  to  the 
other  kidney,  be  it  lymphatic  spread  or  retrograde  ven- 
ous embolic  phenomena. 

Two  thousand,  nine  hundred  and  fourteen  autopsy 
records  were  reviewed  and  407  cases  of  malignancy  were 
found.  The  systemic  distribution  of  malignancies  was 
as  follows:  34  per  cent  occurred  in  the  G.I.  tract; 

22.8  per  cent  in  the  G.U.  tract;  7.8  per  cent  in  the 
respiratory  system,  and  sarcomas  in  general  had  an  in- 
cidence of  8 per  cent.  Of  the  407  cases  of  cancer 
19  had  renal  metastases,  both  kidneys  being  involved 
in  9 instances  (47  per  cent),  and  in  10  (53  per  cent) 
only  one  side. 

Analyzing  the  19  cases  which  had  metastatic  renal 
disease,  other  organs  involved  were  as  follows:  liver  9, 
adrenal  7,  lungs  6,  spleen  5,  mediastinum  5,  bones  and 
mesentery  3,  brain  2,  pericardium,  heart,  ileum,  colon, 
peritoneum,  omentum  and  pancreas,  one  each.  Regional 
lymph  glands  were  involved  in  all  cases,  but  undoubtedly 
distant  lymphatic  involvement  must  also  have  been 
present. 

It  was  evident  that  the  nature  of  the  metastatic 
lesions  found  at  autopsy  was  such  as  to  preclude  diag- 
nosis clinically.  The  lesions  were  cortical  and  not  ex- 
tensive enough  to  produce  any  defect  of  the  pelvis  or 
calyceal  system,  the  size  of  the  lesions  varying  from 
2.5  mm.  to  9 mm.  in  diameter. 

*Lake  Region  Clinic,  Devils  Lake,  North  Dakota. 
tDr.  Pine  was  formerly  a resident  in  urology,  Worcester  City 
Hospital,  Worcester,  Massachusetts. 


The  incidence  of  metastatic  renal  malignancy  in  this 
series  as  compared  with  that  of  Abeshouse  and  Gold- 
stein are  shown  in  Table  I: 

Table  I 

Incidence , 


Cancer: 

Autopsies 

Metastases 

Our 

Series 

Abraham  & 
Goldstein 
Series 

Esophagus 

13 

1 

7.6% 

6.0% 

Stomach 

60 

1 

1.6 

2.3 

Large  intestine 

52 

1 

1.9 

0.25 

Breast 

19 

2 

10.5 

5.8 

Kidney 

7 

2 

28.5 

26.5 

Lung 

24 

5 

20.8 

15.6 

Sarcoma  all  types 

33 

5 

15.1 

To  date  there  have  been  1481  cases  of  metastatic  renal 
malignancy  reported  in  the  literature,  in  which  are  in- 
cluded four  clinical  cases. 

Case  Reports* 

Mrs.  S.  K.,  a housewife  aged  44,  entered  the  Worcester  City 
Hospital  September  15,  1948,  complaining  of  hematuria  of  one 
week’s  duration  accompanied  by  occasional  attacks  of  severe 
sharp  pain  in  the  right  lower  quadrant  lasting  about  an  hour. 
Two  days  prior  to  admission  a constant  severe  pain  developed  in 
the  right  flank  radiating  down  into  the  right  groin.  She  also  had 
hourly  diuria  and  nocturia.  During  the  present  illness  she  had 
some  nausea,  vomiting,  and  postprandial  gaseous  distress.  A 
cough  productive  of  brownish  sputum  had  been  present  for  the 
past  three  weeks. 

Past  history:  Cholecystectomy  and  appendectomy  had  been 
performed  in  1932  and  a radical  Wertheim  operation  for  car- 
cinoma of  the  cervix  in  July  1947.  A left  upper  lobectomy, 
performed  in  July  1948  was  diagnosed  as  metastatic  epidermoid 
carcinoma. 

On  physical  examination  there  was  moderate  rigidity  of  the 
muscles  in  the  right  flank  and  right  lower  quadrant.  There  was 
slight  generalized  abdominal  tenderness,  with  marked  tenderness 
at  McBurncy’s  point.  No  masses  could  be  delineated. 

Temperature,  pulse  and  respiration  were  normal.  N.P.N. 
was  45,  white  blood  cell  count  was  13,000,  hemoglobin  was 
75  per  cent. 

On  September  15th  she  was  cystoscoped  and  a worm-like  clot 
observed  in  the  right  ureteral  orifice.  A 5Fr  catheter  was  passed 
up  the  right  ureter,  at  20  cm.  blood  spurted  around  the  cath- 
eter, at  25  cm,  the  catheter  was  pushed  back  to  22  cm.  On  the 
left  a 5 Fr.  catheter  was  passed  27  cm.  with  ease.  Indigo  car- 
mine excretion  showed:  right,  none;  left,  4 min.,  good  concen- 
tration. Retrograde  pyelography:  on  the  flat  film  the  renal 
shadows  were  not  well  outlined.  Tip  of  the  right  catheter  was 
present  at  the  lower  aspect  of  L3,  and  catheter  was  displaced 
medially  to  within  5 mm.  of  the  midline.  Left  catheter  was 
present  at  tip  LI.  In  the  left  upper  ureter,  kidney  pelvis  and 
upper  calices  filled.  Two  small  middle  calices  also  filled  on  the 
left.  On  the  right  side  upper  half  of  ureter  was  filled,  extend- 
ing not  higher  than  the  lower  aspect  of  L3.  A right  oblique 
revealed  the  outline  of  right  kidney  better,  but  no  filling  was 
observed.  The  conclusion  was  that  a tumor  of  right  kidney 
was  present,  but  that  possibility  of  metastatic  lesion  cannot  be 
excluded  in  view  of  past  history. 

*Casc  courtesy  of  Dr.  G.  C.  Tally,  Urologist,  Worcester  City 
Hospital,  Worcester,  Massachusetts. 
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Table  II 
Autopsy  Review 


Type  and  Site 
Primary  Neoplasm 

Number 

of 

Cases 

Number 
of  Renal 
Metastases 

Percent. 

A.  Carcinoma 

(374) 

Mouth 

2 

Nasopharynx 

1 

Antrum 

1 

Lungs 

24 

5 

20.8 

Bronchus 

1 

Larynx 

6 

Auditory  canal 

1 

Esophagus 

13 

1 

7.6 

Stomach 

60 

1 

1.6 

Pylorus 

1 

Ileum 

1 

Cecum 

7 

Colon 

21 

Sigmoid 

20 

1 

5.0 

Recto-sigmoid 

4 

Rectum 

12 

Anus 

1 

Liver 

15 

Gallbladder 

8 

Common  bile  duct 

1 

Pancreas 

29 

1 

3.4 

Cervix 

21 

Uterus 

6 

Breast 

19 

2 

10.5 

Ovary 

7 

Adrenal 

5 

1 

20.0 

Kidney 

7 

T 

28.8 

Prostate 

30 

Testicle 

2 

Bladder 

18 

Penis 

2 

Skin 

1 

General  carcinomatosis 

2 

Primary  site  unknown 

3 

Brain 

22 

Number  Number 
Type  and  Site  of  of  Renal 

Primary  Neoplasm  Cases  Metastases  Percent. 


B. 

Sarcoma 

(3) 

Lung 

1 

Uterus 

1 

Brain  (metastatic) 

I 

C. 

Lymphosarcoma 

(6) 

Generalized 

3 1 

33.3 

Thymoma 

1 

Liver 

1 

Retroperitoneal 

1 1 

100.0 

D. 

Lymphoblastoma 

(3) 

Retroperitoneal 

2 

Spleen 

1 

E. 

Osteogenic  sarcoma 

3 1 

33.3 

F. 

Reticulum  cell  sarcoma 

(8) 

Ascending  colon 

1 

Abdomen 

1 

Cervical  glands 

1 

Spleen 

1 

Generalized 

4 1 

12.5 

G. 

Myxosarcoma 

(4) 

Mesentery 

1 

Left  groin 

1 

Left  shoulder 

1 

Right  arm 

1 

H. 

Malignant  melanoma 

6 1 

16.5 

Total  number  of  autopsies 

2914 

Total  number  of  malignancies 

407 

Total  number  of  malignancies 

With 

renal  metastases 

19 

Percentage  of  malignancies  in 

entire  series 

13.9 

Percentage  of  malignancies  in 

entire  series 

with  renal  metastases 

0.65 

Percentage  of  renal  metastases 

m 

malignancy  series 

4.66 

On  September  18  a right  nephrectomy  was  performed  easily 
through  the  usual  lumbar  incision.  Postoperative  course  was 
uneventful  and  patient  was  discharged  1 1 days  later. 

Pathological  report  by  Dr.  Raymond  H.  Goodale;  "Speci- 
men: Kidney,  right.  Gross:  Specimen  consists  of  a kidney 
weighing  211  gm.  and  measuring  13x6x5cm.  The  capsule  strips 
with  moderate  difficulty  leaving  a pale  brown  surface.  There 
are  present  on  the  surface  two  elevated  nodules  which  are  yel 
low-white  in  color.  The  larger  of  these  measures  3'i  cm.  in 
diameter.  Cut  surface  of  the  kidney  reveals  a pale  yellow-brown 
surface,  and  one  is  unable  to  find  medulla-cortex  demarcations. 
The  nodules  have  a firm,  white  surface,  the  larger  one  extend- 
ing to  the  pelvis  where  a small  ulcerated  area  was  observed.  The 
pelvis  is  not  dilated  and  part  of  the  attached  ureter,  measuring 
SIX  cm.  in  length  is  normal.  Microscopic  description:  Section 
of  kidney  shows  islands  of  epithelial  cells  with  very  little 
stroma.  The  neoplastic  tissue  is  characterized  by  epithelial  pearls 
of  various  sizes.  The  individual  tumor  cells  have  vesicular 
nuclei  with  small  nucleoli.  The  tumor  does  not  originate  from 
the  pelvis  where  an  epidermoid  carcinoma  is  possible.  The 
kidney  tissue  in  the  section  is  negative  except  for  dilatation  of 
tubules.  Microscopic  diagnosis:  Metastatic  epidermoid  car- 

cinoma." 


Summary  and  Conclusions 

1.  Statistical  report  on  a study  of  2914  necropsies 
with  an  incidence  of  13.9  per  cent  (407  cases)  of  car- 
cinoma. 

2.  To  the  1481  cases  of  metastatic  renal  malignancy 
reported  in  the  literature  we  are  adding  19  cases  found 
at  autopsy  and  one  clinical  case. 

3.  The  incidence  of  renal  metastasis  was  the  highest 
with  primary  malignancy  of  the  kidney. 

4.  Clinical  cases  of  metastatic  renal  malignancy  are 
rare  because  of  the  nature  of  the  metastatic  lesions. 
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The  Use  of  Penicillin  in  the  Management  of 
Chickenpox  at  the  College  Age  LeveP 

A Preliminary  Report 

E.  S.  Krug,  M.D.  and  H.  R.  Glenn,  M.D. 

State  College,  Pennsylvania 


Chickenpox  has  been  recognized  for  many  years  as  a 
mild  childhood  disease  generally  without  any  serious 
complications.  The  main  concern  of  the  attending  phy- 
sician has  been  to  prevent  itching  with  its  resultant  scar- 
ring from  scratching,  and  secondary  infection.  Cicatri- 
cial disfigurement  has  been  of  concern  especially  in  girls 
in  the  constantly  exposed  areas  of  the  face,  neck,  arms 
and  hands. 

There  has  been  a relative  increase  in  the  number  of 
these  diseases  seen  in  the  adolescent  and  early  adult 
periods  of  life  in  which  most  college  students  are  in- 
cluded. The  older  the  individual,  generally  speaking, 
the  more  prolonged  and  severe  clinical  picture  he  pre- 
sents when  suffering  from  these  diseases.  Therefore,  the 
treatment  of  the  disease  is  more  serious  in  college  stu- 
dents than  in  a younger  age  group. 

Because  of  these  considerations,  we  began  in  early 
1948  to  treat  our  cases  of  chickenpox  with  penicillin. 
We  hoped  that  we  would  be  able,  by  its  use,  to  reduce 
the  period  of  convalescence  and  consequent  class  room 
time  loss.  We  also  felt  that  by  reducing  the  secondary 
infections  of  the  pox  lesions  as  well  as  the  skin  irritation 
and  itching,  we  would  be  able  to  materially  control  any 
scarring  in  these  people  at  a period  in  their  lives  when 
personal  appearances  were  of  maximum  importance. 

Unfortunately,  we  do  not  have  sufficient  clinical  ma- 
terial to  draw  any  statistical  conclusions,  but  we  do  feel 
that  we  have  a sufficient  number  to  indicate  to  health 
services  and  to  other  interested  medical  groups  that  peni- 
cillin is  useful  in  the  treatment  of  chickenpox. 

In  the  following  chart  we  have  compared  the  febrile 
days  before  and  after  the  use  of  penicillin  in  our 
chickenpox  cases.  Also,  in  this  chart  we  have  indicated 
the  hospital  days  involved  before  and  after  the  penicillin 
routine.  Each  solid  dot  represents  a case  before  the  use 
of  penicillin  and  each  circle  after  the  use  of  this  anti- 
biotic. 

*From  The  College  Health  Service,  The  Pennsylvania  State 
College,  State  College,  Pennsylvania. 
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Fig.  I.  Chart  showing  results  of  using  penicillin  in  chicken- 
pox  cases. 

Summary 

As  will  be  noted  from  the  above  comparisons,  we  feel 
that  we  can  draw  the  following  conclusions  in  this  small 
number  of  cases  from  the  use  of  penicillin  in  chickenpox 
at  the  late  adolescent  and  early  adult  age  levels. 

1.  That  the  average  period  of  fever  is  reduced  by 
about  50  per  cent. 

2.  That  the  average  hospital  days  are  materially  re- 
duced— about  33  per  cent  as  indicated  in  the  chart. 
This  reduction  in  class  time  loss  is  important  to  college 
students  and  fits  well  into  one  of  the  major  missions  of 
any  health  service. 

3.  Clinically,  there  was  a marked  reduction  in  the  itch- 
ing and  a remarkable  increase  in  the  comfort  of  the  pa- 
tient, as  well  as  an  absence  of  scarring  in  the  group. 


CANCER  FILM  AVAILABLE 

"Self  Examination  of  the  Breast”  is  the  name  of  a new  sound,  color,  16  mm.  film  that 
has  been  produced  by  the  Cancer  Institute  and  the  American  Cancer  Society.  This  film 
demonstrates  how  women  can  and  should  systematically  examine  their  breasts  to  detect 
changes  that  may  be  due  to  early  cancer. 

The  Minnesota  Division  of  the  American  Cancer  Society  and  the  Minnesota  Depart- 
ment of  Health  have  prints  of  the  film,  and  arrangements  can  be  made  to  show  it  at  county 
medical  society  meetings  or  hospital  staff  meetings. 
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Important  Factors  in  the  Epidemiology 
of  Tuberculosis 

H.  A.  Burns,  M.D.* 

Anoka,  Minnesota 


Much  has  been  claimed  during  the  past  80  years 
relative  to  the  value  of  various  remedial  and  social 
measures  m the  control  of  tuberculosis.  With  the  or- 
ganization of  State  Boards  of  Health  and  recognition 
of  the  contagiousness  of  certain  bacterial  diseases,  tuber- 
culosis could  not  escape  being  recognized  as  belonging 
to  the  group  of  diseases  depending  upon  the  laboratory 
for  diagnosis  and  control.  The  epidemiologist  has  unfor- 
tunately never  been  assigned  the  important  role  in  the 
tuberculosis  control  program  which  should  be  his.  The 
factors  limiting  his  usefulness  in  this  field  have  been 
many  and  varied  from  time  to  time,  and  have  usually 
been  due  to  the  introduction  of  "panaceas”  (short-cut 
methods  of  examination,  immunizing  agents,  etc.,  etc.), 
which  promised  to  solve  quickly  the  entire  problem  with- 
out the  laborious  work  of  epidemiologists  and  other  fun- 
damental procedures.  Such  "panaceas”  have  always  re- 
tarded progress  in  every  phase  of  tuberculosis  control. 
It  has  been  unfortunate  throughout  the  years  that  this 
one  contagious  disease  has  been  the  least  influenced  by 
epidemiological  investigation. 

Now  with  decreasing  mortality,  morbidity  and  infec- 
tion attack  rates  that  can  mean  the  complete  control  of 
tuberculosis  in  America  and  eradication  in  some  areas 
within  the  life  span  of  many  of  us,  we  are  still  being 
offered  "panaceas”  as  promiscuously  as  when  tuberculosis 
was  of  epidemic  proportions  and  when  it  constituted  a 
major  cause  of  death.  Some  of  the  changes  affecting 
the  epidemiology  of  tuberculosis  were  planned  for  by 
individuals  or  agencies  closely  associated  with  and  in- 
terested m the  control  of  this  disease.  Others  closely 
associated  with  the  control  of  tuberculosis  were  made  to 
apply  to  the  improvement  of  public  health  on  a state 
or  national  scale.  Still  other  measures  came  about 
through  social  changes  whose  immediate  objectives  were 
not  concerned  in  public  health,  much  less  the  control  of 
any  single  contagious  disease  such  as  tuberculosis.  It  is 
apparent  that  by  introducing  "panaceas”  at  any  point 
on  a declining  graph  they  may  be  erroneously  interpret- 
ed in  the  future  and  their  use  justified  by  the  still  further 
decline  of  the  death  rate  on  the  extended  graph  due  to 
other  factors. 

It  is  probable  that  all  efforts  to  approach  the  problem 
of  control  have  had  some  influence;  however,  there  are 
certain  factors  which  appeared  .soon  after  the  period  of 
early  decline  to  be  present,  that  seem  to  be  of  permanent 
significance.  The  first  may  well  include  recognized  con- 

*Iormer Head,  Tuberculosis  Control  Unit,  State  of  Minne- 
sota Division  of  l^lblic  Institutions.  Dr.  f3urns  died  July  9, 
1949.  For  biography  see  "Herbert  Arthur  fbirns,  M.D.,”  by 
J.  A.  Myers,  M.D.,  JoLiitNAi.-I.ANCE r,  page  122,  April,  1950. 


trol  methods  common  in  all  of  the  programs  of  the  many 
agencies  and  individuals  who  have  worked  in  this  field 
during  the  past  60  years.  A factor  of  great  importance 
is  the  rise  in  the  index  of  real  wages  in  the  United 
States.  The  incidence  of  tuberculosis  as  a family  or  com- 
munity infection  changes  quite  drastically  as  the  value 
of  wages  increases.  This  single  element  is  probably  the 
most  potent  factor  involved  in  our  tuberculosis  decline. 

The  second  factor,  which  to  some  extent  is  related 
to  the  first,  is  the  complete  control  of  tuberculosis  in 
cattle.  Both  these  factors  have  covered  the  period  of  our 
decline  and  both  from  an  epidemiological  point  of  view 
have  made  many  valuable  contributions.  Certainly  social 
values  which  have  become  an  integral  part  of  our  way 
of  life  in  America  have  given  us,  according  to  vital 
statistics,  the  lowest  incidence  of  contagious  disease  in 
history.  Such  values  must  be  continued  on  even  higher 
levels  so  that  we  may  take  advantage  of  further  improve- 
ments to  our  present  way  of  life. 

There  are  few  control  techniques  available  that  could 
add  further  to  the  decline  than  have  already  become  a 
part  of  our  control  experience,  but  it  is  quite  possible 
that  the  use  of  antibiotics  will  achieve  this  effect. 

Techniques  involving  the  search  for  tuberculosis  in 
the  masses  or  the  protection  of  the  masses  through  gen- 
erally applied  therapeutic  agents  are  of  permanent  im- 
portance as  an  essential  part  of  the  epidemiological  con- 
trol and  early  elimination  of  this  disease.  Any  such  tech- 
nique dependent  largely  upon  creating  fear  is  not  found- 
ed on  experience  or  known  and  approved  facts.  Tuber- 
culosis has  been  a disease  notorious  for  its  record  of 
chronicity  with  periods  of  reactivation  followed  by  in- 
activity with  intervals  of  months  or  years.  Because  of 
this  uncertainty  in  evaluating  recovery,  the  physician 
has  always  suftered  a severe  handicap  in  his  advice  to 
patients  in  the  later  days  of  convalescence.  Much  has 
been  done  to  place  convalescence  on  a calendar  basis 
and  in  no  instance  have  such  ideas  been  wholly  satisfac- 
tory. One  reason  for  the  failure  of  our  late  guidance 
in  the  treatment  of  active  tuberculosis  has  been  largely 
due  to  certain  conditions  that  we  well  understand  but 
over  which  at  this  time  we  have  little  control. 

The  survival  of  the  tubercle  bacillus  must  depend  upon 
its  ability  to  use  the  respiratory  tract  as  a sinus  for  the 
forcible  escape  of  organisms  to  the  outside.  All  therapy 
is  designed  primarily  to  free  the  pulmonary  discharges 
of  tubercle  bacilli.  It  has  been  assumed  that  a negative 
sputum  report  is  sufficient  to  determine  whether  tubercle 
bacilli  do  or  do  not  exist  in  the  pulmonary  discharges 
examined.  It  is  further  assumed  that  because  of  one  or 
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more  laboratory  examinations  together  with  clinical  find- 
ings that  the  individual  is  inactive  and  no  longer  a pos- 
sible danger  to  others.  A study  of  the  use  of  laboratory 
methods  as  applied  to  tuberculosis  control  based  on  spu- 
tum leads  one  to  question  the  accuracy  of  such  conclu- 
sions. 

The  Gaffky  count  has  been  used  for  many  years  in 
an  attempt  to  clarify  the  incidence  of  organisms  dis- 
charged daily.  The  following  table  shows  the  number 
of  organisms  per  field  based  on  this  count. 

Gaffky  1=1  to  4 bacilli  in  entire  preparation 

” II  = 1 bacillus  to  every  few  oil  immersion  fields 
” III  = about  1 bacillus  in  every  field 

” IV  = 2 or  3 bacilli  in  every  field 

” V = 4 to  6 bacilli  in  every  field 

” VI  7 or  8 bacilli  in  every  field 

” VII  = numerous  bacilli  in  every  field 
” VIII  = still  more  numerous  bacilli  in  every  field 
” IX  = large  numbers  of  bacilli  in  every  field 
” X = enormous  uncountable  number  of  bacilli  in 
every  field. 

The  specimen  examined  must  show  from  one  to  four 
bacilli  as  a result  of  the  examination  of  the  entire  speci- 
men to  be  classed  as  Gaffky  I.  This  examination  must 
be  carefully  carried  out  over  a period  of  at  least  eight 
to  ten  minutes. 

The  Gaffky  I count  must  at  times  fail  to  find  many 
more  organisms  because  the  more  concentrated  fields 
were  missed  or  that  the  specimen  of  sputum  from  which 
the  slide  was  made  did  not  include  the  much  higher 
counts  that  might  have  been  found  if  other  samples  had 
been  examined. 

Frequently  the  laboratory  worker  examining  sputum 
does  not  spend  over  four  minutes  per  specimen  before 
reporting  it  as  negative.  Many  cases  are  discharged  from 
sanatoria  and  from  medical  observation  and  follow-up 
as  a result  of  such  reports.  Some  of  those  who  have 
reduced  the  incidence  of  tubercle  bacilli  in  their  dis- 
charges have  recovered  in  other  ways  and  because  of  less- 
ened cough  and  expectoration  there  is  much  less  oppor- 
tunity for  dispersal  of  viable  tubercle  bacilli  to  contacts; 
however,  these  cases  that  expel  tubercle  bacilli  at  lower 
levels  not  recognized  by  microscopic  examination  are  still 
virulent  and  under  favorable  circumstances  may  well  ex- 
plain later  contact  infections. 

In  a personal  communication  Sweany  said,  "We 
weighed  the  smear  on  a slide,  estimated  the  amount  of 
sputum  from  the  weight  of  dry  sputum,  determined  the 
number  of  bacilli  per  slide,  the  time  it  took  to  examine 
the  slide,  and  the  area  of  the  field.  I remember  one  speci- 
men where  one  of  our  able  technicians  worked  for  five 
hours  and  practically  covered  the  whole  slide  and  found 
five  bacilli.  The  size  of  that  smear  was  perhaps  not  over 
one-tenth  of  a cubic  centimeter,  so  in  that  specimen  there 
were  less  than  100  bacilli  per  cubic  centimeter.  I should 
say  roughly  that  around  1,000  bacilli  per  cubic  centimeter 
would  be  a Gaffky  I and  a Gaffky  II  would  be  many 
times  that  amount,  perhaps  50,000  or  100,000.” 

The  significant  fact  is  that  we  are  declaring  cases 
ready  for  reclassification  as  quiescent,  apparently  arrested, 
or  arrested  and  we  may  even  recommend  various  types 
of  vocational  training  and  re-establishment  in  the  later 


positive  sputum  phase  of  their  disease,  while  we  marvel 
at  the  tendency  of  tuberculosis  to  reactivate  and  break- 
down when  we  have  never  been  away  from  the  active 
phase  of  the  disease.  There  is  no  advantage  from  an 
epidemiological  point  of  view  in  recommending  activities 
and  freedoms  to  a patient  who  has  had  only  cursory 
evaluations  of  his  pulmonary  discharges. 

Gaffky  I is  the  minimal  concentration  that  becomes  of 
microscopic  importance  and  only  then  as  a result  of  con- 
siderable industry  in  search  for  organisms  for  a period 
of  10  minutes  or  longer  will  one  find  more  than  three 
or  four  organisms  in  the  whole  field.  The  incidence  of 
tubercle  bacilli  occurring  below  the  Gaffky  I count  may 
be  further  found  through  culturing  and  guinea  pig  inoc- 
ulation. However,  even  these  sources,  if  they  could  be 
economically  utilized,  would  not  identify  all  cases  that 
still  have  acid-fast  organisms  in  their  sputa. 

It  is  of  utmost  importance  that  the  public  health  lab- 
oratory give  the  epidemiologist  much  more  cooperation 
and  research  in  the  field  of  tuberculosis  control  by  spu- 
tum examination.  We  have  done  much  to  place  recovery 
on  a mechanical  basis  (collapse  therapy,  sanatorium  care 
and  bed  rest) , but  we  have  accomplished  little  in  deter- 
mining the  time  when  such  mechanical  factors  might 
safely  be  permitted  to  begin  or  cease  operation.  Surely 
the  reduction  of  organisms  below  Gaffky  I is  a public 
health  accomplishment  of  real  importance.  The  individ- 
ual may  and  often  does  have  relapses  and  spreads  which 
might  easily  have  been  prevented  if  we  knew  more  about 
his  pulmonary  discharges  in  the  interim. 

In  the  area  between  Gaffky  I-IV  there  occurs  an  av- 
erage of  one  bacillus  to  many  fields  examined,  to  an 
average  of  two  to  three  per  field.  The  results  occurring 
in  this  area  are  frequently  disappointing  through  lack 
of  time  spent  in  the  examination  or  eye  fatigue  of  the 
examiner.  Sometimes  through  no  fault  of  the  examiner 
such  cases  fall  into  the  negative  group  to  be  correctly 
evaluated  only  by  culture  or  inoculation. 

The  only  possibility  of  determining  the  complete  dis- 
appearance of  acid-fast  organisms  must  depend  at  the 
present  time  on  examinations  of  pulmonary  discharges 
by  culture  methods  or  preferably  by  guinea  pig  inocula- 
tion under  conditions  that  seriously  attempt  to  determine 
the  bacteriology.  As  soon  as  the  Gaffky  count  falls  below 
II,  gastric  cultures  should  be  substituted  for  sputum  and 
they  should  be  taken  in  series  of  three,  two  or  three  days 
apart  at  intervals  of  one  or  two  months. 

The  total  amount  of  laboratory  work  must  vary  but 
if  we  are  to  prepare  an  effective  approach  to  recovery 
we  must  consider  the  bacteriological  examination  of  the 
pulmonary  discharge  of  major  importance.  Because  of 
lack  of  space  and  the  demands  upon  the  time  of  the 
technicians  the  laboratory  has  often  failed  in  giving  the 
epidemiologist  the  data  he  must  have  to  protect  contacts 
and  to  guide  the  patient  through  the  later  phases  of  his 
tuberculosis  to  a state  of  recovery. 

When  the  cultures  become  consistently  negative, 
guinea  pig  inoculations  should  be  attempted.  Frequently 
during  this  period  the  patient  will  have  an  increase  in 
the  incidence  of  organisms  following  minor  respiratory 
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infections.  At  such  times  special  search  should  be  made 
for  tubercle  bacilli.  It  is  only  after  the  sinus  tracts  have 
been  closed  and  the  organisms  have  become  completely 
encased  that  recovery  can  be  assured  the  patient. 

Much  effort  has  been  expended  in  the  rehabilitation 
of  the  tuberculous  under  the  present  standards  denning 
recovery  from  the  disease  and  eligibility  for  training. 
We  find  much  work  yet  to  be  accomplished  before  satis- 
factory adjudication  of  these  cases  may  be  had.  Surely 
we  cannot  recommend  for  post-sanatorium  training  and 
rehabilitation  cases  that  we  have  not  every  reason  to  feel 


no  longer  have  tubercle  bacilli  in  their  sputa.  The  lab- 
oratory must  give  us  the  necessary  routine  which  in  turn 
must  be  improved  with  continued  experience  upon  which 
to  evaluate  our  tuberculous  cases  during  the  later  part 
of  their  treatment  and  their  preparation  for  training. 
If  we  fail  in  improving  this  particular  phase  of  handling 
the  tuberculosis  problem  we  most  assuredly  will  continue 
to  encourage  reactivation  which  is  not  so  much  due  to 
the  patient  as  the  medical  advisor.  The  epidemiologist 
must  have  this  factor  under  control  if  he  is  to  have  a 
follow-up  program  of  value. 
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Editorially  Speaking 


MEDICAL  PROGRESS  THROUGH 
RESEARCH 

Research  is  the  life-line  of  progress  in  every  under- 
taking which  has  as  its  objective  betterment  of  the  con- 
dition of  man.  Scientific  research  has  opened  up  new 
vistas  of  life  and  has  recreated  our  entire  manner  of 
living.  Today,  the  pauper  enjoys  luxuries  denied  kings 
of  half  a century  age,  because  of  the  contributions  of 
science  and  research  to  the  conveniences  of  life  which 
most  of  us  are  quick  to  regard  as  necessities.  However 
much  all  these  gams  have  improved  the  condition  of 
man,  there  is  little  evidence  that  they  have  made  him 
happier.  A capacity  for  happiness  is  something  which 
each  man  must  cultivate  within  himself. 

Contemplation  of  the  great  advances  which  have  come 
through  medical  research  during  the  past  hundred  years 
suggests  that  hope  and  confidence  have  replaced  despair 
in  many  diseases.  Were  it  not  that  an  inscrutable  aura 
of  ignorance  surrounds  so  many  problems  in  medicine, 
we  might  well  share  a feeling  of  complacent  satisfaction 
for  what  has  been  accomplished.  With  reference  to 
many  illnesses  which  affect  man,  there  is  good  reason  for 
rejoicing  over  what  research  has  accomplished;  no  one 
has  ever  sensed  real  pleasure  who  has  not,  in  its  enjoy- 
ment, experienced  a feeling  of  gratitude.  Let  us  be 
grateful  for  what  has  been  done;  at  the  same  time  our 
faces  must  be  turned  with  determination  toward  the 
large  tasks  of  bringing  light  into  those  areas  now  per- 
vaded by  darkness. 

Research  in  medicine  is  a field  of  endeavor  which 
touches  the  life  of  every  person  many  times  during  his 
journey  from  the  cradle  to  the  grave.  Yet  there  are 
some  among  us  who  affect  no  interest  in  medical  re- 
search; in  fact,  a few  even  oppose  animal  experimenta- 
tion. The  day  of  hypotheses,  postulations,  and  theories 
unverified  by  experimentation  in  medicine  is  past.  And 
the  only  effective  manner  in  which  the  shackles  of  specu- 
lative rationalization  can  be  severed  in  the  pursuit  of 
biologic  knowledge  is  through  the  testing  of  ideas  by 
experimentation  upon  animals.  Medical  research  has 
saved  more  lives  than  have  been  lost  in  all  the  wars 
since  the  beginning  of  time.  When  man  no  longer  slays 
animals  for  food  or  clothing  or  holds  them  subservient 
to  his  will,  the  significant  evidence  learned  in  experi- 
ments upon  animals  will  fully  justify  their  performance 
for  the  protection  and  prolongation  of  human  life. 

Our  legislative  body  in  Minnesota  recognized  the  inti- 
mate dependence  of  medical  progress  upon  medical  re- 
search m the  recent  enactment  of  a law  making  it  pos- 
sible for  educational  institutions  prosecuting  medical  re- 
search to  obtain  animals  from  pounds  for  purposes  of 
experimentation,  where  such  animals  previously  were 
destroyed. 

The  rise  of  the  University  of  Minnesota  Medical 
School  from  mediocrity  to  recognition  as  a true  center 
of  learning  is  owing  largely  to  a growing  Interest  in 


research.  Teaching  which  fails  to  instill  into  the  minds 
of  young  learners  the  hopeful  prospects  of  research  leads 
to  intellectual  starvation.  It  is  the  function  of  universi- 
ties not  only  to  teach  what  is  known  but  to  strive  to  give 
accelerated  momentum  to  the  enlargement  of  knowledge. 
Only  since  the  members  of  the  faculty  of  this  medical 
school  have  looked  upon  this  function  as  an  important 
duty  and  a privilege  has  this  school  grown  to  full 
stature,  reawakened  by  the  animated  and  refreshing 
spirit  of  research  which  breathed  new  and  invigorated 
life  into  Its  being. 

The  fundamental  studies  on  factors  underlying  growth 
processes  initiated  in  the  department  of  anatomy  in  this 
school  more  than  30  years  ago  helped  to  earn  it  the  rep- 
utation of  being  one  of  the  outstanding  faculties  of 
anatomy  in  the  world.  The  teaching  was  of  a high 
order,  made  so  in  part  by  the  captivating  spirit  of  en- 
thusiasm of  teachers  intent  upon  contributing  to  the 
patrimony  of  knowledge.  The  contagion  of  that  influ- 
ence broadened  the  vision  and  the  horizon  of  the  stu- 
dents as  well  as  colleagues  in  other  departments.  Today, 
active  research  is  in  progress  in  every  major  teaching 
division  of  the  medical  school.  Transmitting  passively 
the  lifeless  body  of  knowledge  of  the  past  to  students 
of  succeeding  generations  is  not  enough.  The  leaders  in 
medicine  of  the  future  must  receive  the  nurture  of  stim- 
ulating instruction  at  the  hands  of  teachers  whose  think- 
ing is  being  sharpened  by  active  conflict  with  medical 
problems,  crying  out  for  solution.  Students  who  have 
had  first  hand  training  in  this  type  of  discipline  learn 
early  to  ask:  what  is  the  evidence?  They  are  not  likely 
to  confound  dogmatism  with  fact  or  empiricism  with 
proof. 

Studies  prosecuted  in  various  departments  of  the  med- 
ical school  upon  the  nature  of  fatigue,  the  heart  and  the 
circulation  in  health  as  well  as  in  disease,  disturbances  of 
respiration,  cancer  biology,  nutritional  disorders,  metab- 
olism in  its  broad  aspects,  endocrine  disorders,  diseases 
of  the  nervous  system,  fevers  and  infectious  diseases, 
affections  of  the  kidney,  liver  and  bile  passages  as  well 
as  those  of  the  alimentary  tract — such  studies  have 
played  an  integral  part  in  shedding  additional  light  upon 
many  important  problems.  In  many  areas  still,  there  is 
need  for  more  luminous  light  which  will  permit  clearer 
vision  and  a more  intelligent  comprehension. 

Understanding  the  nature  of  a difficult  problem  comes 
rarely,  if  ever,  all  at  once.  The  luminescent  flash  of  a 
firefly,  the  dimness  of  candlelight,  and  the  incandescence 
of  the  electric  light  reflect  relative  differences  in  the  lu- 
minosity of  our  present  understanding  of  many  pressing 
problems.  Persistent  fact-gathering  through  research  is 
the  only  instrument  which  can  dispel  the  veil  of  dark- 
ness which  obscures  our  vision  and  defies  our  under- 
standing of  perplexing  medical  enigmas.  Institutions 
which  count  among  their  faculties  ardent  seekers  after 
(C'ontiniiod  on  page  310) 
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liglit  — such  institutions  will  he  bringers  of  the  light. 
In  universities,  where  the  lamp  of  learning  burns  bright- 
ly, and  the  fervor  of  enthusiastic  interest  at  the  forge 
of  its  workers  does  not  go  out — such  institutions  irra- 
diate an  influence  which  brightens  the  lives  of  all  who 
live  within  its  shadow.  Into  the  lives  of  those  who  be- 
come completely  absorbed  in  its  work  and  life,  a flame 
is  lit,  which  like  the  after-glow  of  sunset  in  the  western 
sky  brings  brief  light  again  to  a dying  day.  And  long 
after  the  feverish  activity  of  such  participation  is  past, 
the  memory  is  easily  stirred  to  recollection  of  pleasant 
labors,  which  can  bring  comfort  and  joy  into  distant 
cheerless  days. 

Research  exerts  a catalytic  effect  upon  the  growth  of 
knowledge;  in  no  small  measure  that  result  is  owing  in 
part  to  the  side  chain  reactions  of  an  augmented  student 
interest  and  the  enlarged  perspective  of  an  institution, 
sensitive  and  alert  to  its  responsibilities.  The  people  of 
Minnesota  has  an  important  stake  in  its  institutions. 
Let  us,  who  enjoy  the  opportunity  which  their  struggles 
and  wise  planning  have  provided,  strive  to  have  our  insti- 
tutions merit  the  great  pride  with  which  the  democratic 
people  of  Minnesota  regard  them. 

The  faculty  of  the  Medical  School,  mindful  of  its 
great  trust,  is  endeavoring  to  justify  the  faith  of  the 
people  of  Minnesota  in  their  assurance  that  medical 
research  brings  better  medicine  to  them  and  added  luster 
to  their  Medical  School  and  University. 

Ten  years  ago,  on  the  occasion  of  the  celebration  of 
the  fiftieth  anniversary  of  the  founding  of  the  Medical 
School,  the  Minnesota  Medical  Foundation  was  organ- 
ized by  members  of  the  Medical  Alumni  As.sociation  in 
the  firm  belief  that  the  future  of  the  school  was  linked 
directly  with  the  character  of  the  support  given  medical 
research,  within  and  without  the  walls  of  the  University. 
With  the  years,  that  belief  has  crystallized  into  convic- 
tion. As  long  as  research  is  regarded  by  the  faculty  as 
one  of  its  important  functions,  the  future  of  the  med- 
ical school  of  the  University  of  Minnesota  is  secure. 
In  the  final  analysis,  adequate  support  of  research  be- 
comes the  responsibility  of  those  who  are  the  recipients 
of  its  benefactions.  Medical  research  has  returned  usur- 
ious dividends  to  society.  We  can  well  afford  to  support 
It  generously. 

Owen  H.  Wangensteen,  M.D., 

Department  of  Surgery,  University  of 

Minnesota  Medical  School. 
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A*  C.  H.  A*  News 


The  University  of  Florida  has  a vacancy  for  a Director 
of  Student  Health.  The  infirmary  is  a modern,  well-  ^ j 
equipped  unit  of  seventy-five  beds  with  a nurse’s  home 
attached.  The  student  body  numbers  approximately  ten 
thousand,  with  about  ninety  per  cent  male  students. 
Contact  Dean  D.  K.  Stanley,  University  of  Florida, 
Gainesville,  Florida,  for  further  information. 

* * 

Dr.  George  T.  Wilhelm  has  resigned  from  his  posi- 
tion at  the  University  of  Tennessee  Hospital  and  Clinic 
at  Knoxville  because  of  illness.  Dr.  A.  F.  Miller  has  I 
become  the  Acting  Director. 

^ ^ * 

The  University  of  Tennessee  needs  two  full-time  stu-  | 
dent  health  physicians  for  hospital  and  clinic  work.  ' 

Preference  will  be  given  to  male  physicians,  although  i 
consideration  will  also  he  given  to  one  woman.  For 
further  information  write  to  Dr.  A.  F.  Miller,  Acting  ^ 
Director,  The  University  of  Tennessee  Hospital,  Knox-  ; 
ville,  Tennessee.  * * ' 

Dr.  Hilde  M.  Siering,  resident  physician,  Russell  Sage 
College,  Troy,  New  York,  is  looking  for  a resident  i 

nurse.  The  college  has  an  enrollment  of  about  450  dor- 
mitory students.  The  salary  is  ^1,900,  including  room 
and  hoard. 

!(:  * % ! 

Dr.  C.  D.  Gossage,  Director  of  University  Health 
Service,  University  of  Toronto,  has  resigned  to  accept 
a position  as  Assistant  Medical  Director  for  the  Con- 
federation Life  Association. 

* 

The  Michigan  Section  has  elected  Mr.  Melbourne  ' 
Murphy  as  its  new  president.  The  other  officers  are: 
Gayle  Pond,  R.N.,  secretary-treasurer,  and  Dr.  V.  L. 

Van  Duzen,  vice-president. 

i{t  >}c 

We  are  happy  to  announce  that  the  application  for 
membership  of  Cottey  Junior  College,  Nevada,  Mis-  j 
souri,  has  been  approved  by  the  Executive  Committee. 

Miss  Carin  H.  Degermark  is  the  Health  Director  of 
the  student  health  service.  The  final  acceptance  for 
membership  in  the  Association  will  be  by  approval  of 
the  membership  at  the  next  annual  meeting. 


Notices 


The  University  of  Minnesota  announces  a continuation  course 
in  neurologic  roentgenology  to  be  held  at  the  Center  for  Con- 
tinuation Study  on  October  30  to  November  5,  1950.  Faculty 
members  include  Drs.  Arthur  E.  Childe,  Winnipeg;  Philip  J. 
F"lodcs,  Philadelphia;  Dabney  Kerr,  Iowa  City;  and  Knut  Ling- 
hrlom,  Stockholm,  Sweden. 

Female  and  male  fertility  will  he  the  subject  of  a University 
continuation  course  on  September  28  to  30,  intended  for  physi- 
cians specializing  in  obstetrics  and  gynecology.  Visiting  faculty 
members  include  Dr.  Warren  O.  Nelson,  University  of  Iowa 
College  of  Medicine;  Dr.  Isador  C.  Riihin,  Mount  Sinai  Hos- 
pital and  New  York  University  College  of  Medicine;  and  Dr. 
Fred  A.  Simmons,  Harvard  LJniversity  Medical  School. 
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more  cholesterol 


in  coronary  arteries 


postmortem  studies  reveal 

4 times  greater  cholesterol  content 
of  coronary  arteries  in  fatal  coronary  thrombosis' 


“The  average  cholesterol  content  of 
the  coronary  arteries  in  a group  of 
patients  who  died  from  an  acute  coron- 
ary artery  thrombosis  was  four  times 
as  great  as  the  average  cholesterol  con- 
tent of  the  coronary  arteries  in  a com- 
parable group  of  control  patients.” 

“Hypercholesterolemia  was  found  in 
most  of  the  patients  who  died  of  acute 
coronary  artery  thrombosis,  as  com- 
pared to  a normal  blood  cholesterol 
average  in  the  comparable  control 
group.”* 


Accumulating  evidence  shows  that 
lipotropic  therapy  will  reduce  elevated 
blood  cholesterol  levels--^  '' . . . and  even 
may  “prevent  or  mitigate”  cholesterol 
depositions  in  the  intima  of  blood  ves- 
sels in  man  and  animals. 

It  has  already  been  reported  that  in 
patients  who  have  had  acute  coronai'y 
occlusion,  lipotropic  therapy  may  sig- 
nificantly prolong  life  over  an  un- 
treated group  with  the  same  diagnosis.** 
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Some  Common  Medical  Emergencies 
and  Their  Treatment* 

Robert  B.  Radi,  M.D.t 
Bismarck,  North  Dakota 


ONE  good  definition  of  a medical  emergency  is  that 
of  a sudden  medical  condition  requiring  immediate 
action.  Limitations  of  space  require  that  the  diseases  to 
be  discussed  be  restricted  in  number  and  I have  chosen 
conditions  which  are  quite  common  and  are  definitely 
of  an  emergency  nature. 

For  the  purposes  of  this  paper,  I am  assuming  that 
the  correct  diagnosis  has  been  made  of  each  of  the  dis- 
eases or  conditions  under  discussion  and  there  will  be  but 
little  regarding  diagnosis  or  differential  diagnosis. 

Status  Asthmaticus 

This  has  been  described  as  a period  of  intense  dyspnea 
which  lasts  from  a few  days  to  a week  and  is  caused  by 
an  outpouring  of  viscid  mucus  from  the  bronchioles, 
resulting  in  a serious  loss  of  lung  capacity  with  great 
impairment  of  respiratory  function.  There  is  often,  but 
not  necessarily,  little  or  no  response  to  epinephrine  or 
aminophylline.  Death  results  more  commonly  in  this 
type  of  asthma  than  in  the  acute  bronchial  or  the  chronic 
or  intractable  types.  Whether  the  asthma  is  considered 
to  be  on  an  allergic  or  non-allergic  basis,  steps  should  be 
instituted  to  treat  it  as  though  an  allergic  factor  were 


*Read  before  the  Annual  Session  of  the  North  Dakota  State 
Medical  Association,  May  29,  1950,  Grand  Forks. 

tFrom  the  Department  of  Internal  Medicine,  Quain  and 
Ramstad  Clinic,  Bismarck,  North  Dakota. 


present.  The  patient’s  room  (preferably  in  a hospital) 
should  be  as  bare  as  possible  and  all  bed  clothes  should 
be  of  non-allergenic  material  or  in  plastic  coverings. 
Anything  to  which  the  patient  is  known  to  be  allergic 
is,  of  course,  to  be  avoided. 

Symptomatic  treatment  is  aimed  at  keeping  the  air 
passages  opened  and  liquefying  bronchial  secretions. 
While  it  often  appears  that  these  patients  are  epineph- 
rine-fast, the  administration  of  larger  doses  of  epineph- 
rine at  more  frequent  intervals  may  give  results.  Ep- 
inephrin  intravenously  in  a 0.1  cc.  dose  diluted  in  a small 
amount  of  isotonic  sodium  chloride  solution  may  be  tried 
once;  if  this  fails  to  relieve  the  patient,  epinephrine 
administration  should  be  discontinued  entirely. 

Aminophylline  should  always  be  given  a trial.  It  is 
best  to  try  3 % grains  of  aminophylline  intravenously, 
a dosage  which  may  be  repeated,  or  7J4  grains  dissolved 
in  1000  cc.  of  5 per  cent  glucose,  given  intravenously. 
Such  a preparation  will  give  sufficient  fluid  at  the  same 
time.  Aminophylline  given  orally  does  not  seem  to  help 
a great  deal  in  these  severe  cases,  but  may  be  of  value 
in  rectal  suppository  form.  Remember  that  the  effect  of 
aminophylline  is  that  of  a bronchodilator. 

Iodine  is  probably  one  of  the  best  drugs  for  liquefy- 
ing bronchial  secretions.  It  may  be  given  orally  as  a 
saturated  solution  of  potassium  iodide  in  doses  up  to 
12  to  30  minims  three  times  daily,  or  as  sodium  iodide 
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one  gram  given  intravenously  without  dilution  or  added 
to  a liter  of  glucose  and  distilled  water. 

Antihistaminic  drugs  are  definitely  indicated,  but 
which  one  or  ones  are  to  he  used  of  the  many  different 
drugs  on  the  market?  A good  answer  to  the  question, 
I believe,  can  he  found  in  the  article,  "Antihistaminic 
Drugs,”  by  Sternberg,  Perry,  and  Levan  in  the  April  1, 
19‘>0,  Volume  142,  Number  13,  issue  of  the  Joiir/ial  of 
the  American  Medical  Association. 

The  patient  in  status  asthmaticus  is  usually  physically 
tired  and  often  frightened  and  needs  physical  and  men- 
tal rest.  Barbiturates  in  fairly  small  doses  may  accom- 
plish this  and  chloral  hydrate  by  mouth  or  rectum  may 
be  of  help.  Most  authorities  believe  that  morphine  is 
definitely  contra-indicated  and  may  result  in  death  due 
to  Its  depression  reaction  on  the  respiratory  center  with 
increase  of  bronchial  spasm  in  some  cases.  I believe 
that  morphine  or  comparable  drugs,  such  as  dilaudid 
and  pantopan,  are  definitely  contra-indicated  in  any  case 
of  bronchial  asthma  of  any  type  of  severity.  Demerol, 
on  the  other  hand,  in  doses  of  ^0  milligrams  or  100 
milligrams,  is  probably  not  as  dangerous  as  morphine  and 
tends  to  give  bronchial  relaxation.  An  old  standby, 
which  gives  remarkable  results  in  .some  cases,  is  the  use 
of  ether  in  oil  in  equal  proportions  given  rectally  in  a 
dosage  of  one  ounce  of  the  mixture  to  20  pounds  of 
body  weight.  Another  good  medication  is  an  emetic  dose 
of  ipecac.  There  are  many  other  medications  which  have 
their  firm  adherents. 

Fluids  are  required  and,  if  facilities  are  available,  de- 
tailed laboratory  studies  of  the  electrolyte  balance  should 
be  made  with  attempts  to  bring  the  blood  chemistry  as 
close  to  normal  as  possible.  Three  to  five  liters  of  fluid 
daily,  by  the  intravenous  route  if  necessary,  and  pref- 
erably in  distilled  water,  apparently  does  not  increase  the 
bronchial  secretions. 

If  infection  is  not  the  cause  in  the  particular  case  of 
status  asthmaticus,  it  is  probably  present  at  least  to  some 
degree.  Therefore,  antibiotics  such  as  penicillin,  and 
other  antibiotics,  given  orally,  subcutaneously,  or  by 
aerosol  method,  are  to  be  used.  Since  there  is  no  specific 
in  these  cases  every  weapon  at  hand  should  be  employed. 

Even  if  cyanosis  is  not  present,  oxygen  is  indicated. 
Usually  masks  are  not  suitable  for  continuous  use  of 
oxygen  by  patients  with  dyspnea.  The  best  way  to  give  it 
is  by  use  of  an  oxygen  tent  or  a nasal  catheter  with  a 
flow  of  five  to  seven  liters  per  minute,  which  will  main- 
tain from  3‘)  to  '30  per  cent  of  oxygen  in  the  inspired  air. 
A mixture  of  oxygen  and  helium,  as  suggested  hy  Barach, 
IS  probably  more  efficient  than  oxygen  alone,  but  is  often 
not  available. 

Bronchoscopic  aspiration,  if  available,  may  be  life- 
saving. It  IS  a major  procedure  in  cases  of  status  asth- 
maticus,  but  it  may  be  the  only  thing  that  will  help. 

There  arc  many  other  preparations  which  give  good 
results  in  some  cases.  Ephedrine  used  alone  or  with  syner- 
gistic drugs  often  helps.  Isuprel  in  the  form  of  an  in- 
halant or  suhlingually  gives  results  in  some  cases.  ACTH 
IS  of  great  value,  but  at  this  date  is  not  generally  available. 


Coronary  Occlusion 

The  underlying  condition  here  is  myocardial  ischemia 
which  results  from  a partial  or  complete  occlusion  of  one 
of  the  coronary  arteries  or  one  of  their  branches.  The 
immediate  treatment  consists  of  the  adoption  of  all  meth- 
ods designed  to  reduce  the  work  of  the  myocardium  to 
the  absolute  minimum.  Mental  rest  is  also  extremely 
important.  The  use  of  the  bed  pan  and  the  urinal  is 
to  be  urged,  but  actually  the  use  of  the  bed  pan  may 
require  more  physical  exertion  than  the  use  of  a com- 
mode arranged  near  the  bed. 

Morphine  is  the  drug  of  choice  and  is  of  great  value 
because  it  relieves  the  agonizing  pain  which  usually  ac- 
companies the  occlusion,  and  it  reduces  the  patient’s 
oxygen  demand.  One  often  hears  the  statement  that 
sufficient  morphine  should  be  given  to  control  the  pain 
and  if  '/j  grain  subcutaneously  does  not  relieve  the  pain 
rather  promptly,  another  54  grain  should  be  given  sub- 
cutaneously. Since  this  may,  however,  depress  the  respira- 
tory center  too  much,  I urge  careful  consideration  as  to 
the  amount  of  morphine  and  the  frequency  with  which 
it  is  given.  Consider  the  use  of  morphine  intravenously. 
The  pain  is  relieved  almost  immediately  and  there  is  less 
tendency  to  overdose  the  patient.  One-quarter  grain  can 
he  given  slowly  over  a period  of  three  to  five  minutes 
intravenously  in  about  five  cc.  of  saline  or  distilled  water. 
Often  that  size  syringe  is  not  available,  but  the  two  cc. 
syringe  can  be  used  by  giving  approximately  half  of  the 
dosage  subcutaneously  and  the  other  half  intravenously, 
diluting  the  contents  of  the  syringe  by  withdrawing 
blood  into  the  syringe  at  frequent  intervals  during  the 
injection. 

Often  morphine  will  have  to  be  repeated,  depending 
upon  the  degree  and  severity  of  pain,  but  it  must  be  used 
within  physiologic  limits.  The  barbiturates  do  not  relieve 
pain,  but  they  do  help  to  relieve  the  apprehension  which 
is  so  common  in  this  disease  picture.  They  may,  of 
course,  be  given  orally,  subcutaneously  and  certain  prepa- 
rations, intravenously. 

Opinions  differ  as  to  the  value  of  aminophylline  as  a 
vasodilator  drug.  Experiments  seem  to  show  that  the 
blood  flow  through  the  normal  coronary  arteries  in  ani- 
mals is  increased  up  to  100  per  cent  when  the  drug  is 
given  intravenously.  This  may  not,  of  course,  apply  to 
diseased  coronary  arteries,  or  even  in  normal  coronary 
arteries,  in  the  human.  If  aminophylline  is  used,  it 
should  be  given  in  doses  of  3%  grains  intravenously, 
but  very  slowly,  as  otherwise  a dangerous  drop  in  blood 
pressure  may  ensue.  This,  of  course,  is  to  be  avoided, 
since  a drop  in  blood  pressure  may  have  already  occurred 
as  result  of  the  acute  coronary  disease  itself. 

Papaverine  hydrochloride  may  be  used  in  one  grain 
dose,  injected  slowly  intravenously.  But  if  to  be  used, 
I recommend  that  it  be  given  subcutaneously  every  four 
hours  or  orally  in  doses  of  1 Yz  grains  every  four  to  six 
hours.  It  is  said  to  have  an  antispasmodic  action  on  the 
coronary  arteries,  hut  apparently  does  not  have  much 
analgesic  effect. 

Atropine  sulphate  is  of  value  to  counteract  the  action 
of  the  vagus  which  induces  reflex  spasm  in  the  other 
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coronary  vessels,  but  atropine  is  contra-indicated  if  the 
heart  rate  is  rapid. 

There  is,  likewise,  disagreement  as  to  the  use  of  quini- 
dine  sulphate  to  prevent  ventricular  fibrillation.  It  may 
be  indicated  especially  in  the  patient  with  a high  pulse 
rate.  The  patient  with  coronary  thrombosis  can  usually 
take  liberal  doses  of  quinidine  sulphate  and  if  there  is 
no  reaction  to  the  first  test  dose,  a dosage  of  three  grains 
every  four  or  five  hours  in  the  course  of  the  first  four- 
teen days  can  often  be  well  tolerated.  In  my  opinion, 
quinidine  sulphate  is  not  to  be  used  routinely. 

Digitalis  is  usually  not  indicated  unless  there  are  signs 
of  congestive  failure  which,  in  themselves,  would  indicate 
the  use  of  digitalis  or  purified  preparations.  It  is  true, 
however,  that  some  cases  of  coronary  thrombosis  are 
associated  with,  or  followed  by,  severe  congestive  heart 
failure  and  then,  of  course,  digitalis  may  be  required 
with  other  measures  for  the  treatment  of  that  condition. 

More  and  more  physicians  are  using  anticoagulant 
therapy,  especially  dicumarol,  starting  usually  with  300 
milligrams  the  first  day,  200  milligrams  the  second  day, 
and  usually  100  milligrams  the  third  day,  the  dosage 
depending  upon  daily  prothrombin  times.  We  feel  that 
a rate  of  around  25  per  cent  is  satisfactory.  Heparin 
is  now  available  in  a slow,  absorbing  medium  and  from 
a logical  point  of  view,  it  would  appear  that  it  should 
be  given  immediately  until  dicumarol  has  had  sufficient 
time  to  begin  its  effect.  Recent  studies  indicate  that  pos- 
sibly heparin  and  dicumarol  have  a coronary  vasodilator 
effect  also.  I am  a firm  believer  in  anticoagulant  ther- 
apy, but  I caution  against  the  use  of  anticoagulant  drugs 
outsHe  of  a hospital  and  even  there,  unless  there  are 
facilities  to  carefully  check  the  anticoagulant  effects 
daily.  Even  under  such  conditions,  these  drugs  are  not 
entirely  free  from  danger. 

The  use  of  oxygen  as  discussed  in  the  treatment  of 
status  asthmaticus  is  indicated  in  an  attack  of  any  severity 
whatsoever.  The  duration  of  administration  of  oxygen 
depends  upon  the  case,  but  I believe  the  routine,  con- 
tinuous administration  for  at  least  three  or  four  days 
is  imperative. 

Paroxysmal  Cardiac  Dyspnea 

This  symptom  of  left  ventricular  failure,  often  called 
cardiac  asthma  and  often  nocturnal  in  occurrence,  is  one 
of  the  most  terrifying  conditions  to  a patient.  It  really 
is  a combination,  as  a rule,  of  severe  dyspnea  with  pul- 
monary edema.  The  therapy  in  general  is  that  for  left 
ventricular  failure,  but  one  must  individualize  each  case. 
Patients  tend  to  be  more  comfortable  in  a sitting  position 
and  often  they  prefer  to  sit  in  a chair  rather  than  to  be 
in  bed.  Morphine,  usually  satisfactory  when  given  sub- 
cutaneously, is  the  best  drug  for  immediate  help.  With 
acute,  overwhelming  pulmonary  edema,  oxygen  is  neces- 
sary. Venesection,  taking  off  as  much  as  700  cc.  rapidly 
by  means  of  the  use  of  a large  needle  or  even  bleeding 
from  more  than  one  extremity  at  a time,  may  be  neces- 
sary to  save  life.  Aminophylline  intravenously  in  7/z 
grains  dosage  is  often  effective. 

i 


If  the  patient  has  not  been  previously  digitalized,  digi- 
talization is  definitely  indicated  and  should  be  started 
promptly  with  large  doses  of  the  digitoxin  preparations. 

Paroxysmal  Tachycardia 

The  most  common  type  is  auricular  tachycardia  and 
it  usually  occurs  in  hearts  that  appear  to  have  been  nor- 
mal before  the  attack  and  to  be  normal  after  the  attack. 
Ventricular  tachycardia  is  comparatively  uncommon  and 
usually  occurs  in  patients  with  serious  heart  disease.  If 
prolonged,  it  may  throw  the  heart  into  decompensation. 
It  can  be  seen,  therefore,  that  the  significance  of  prog- 
nosis in  a case  of  paroxysmal  tachycardia  depends  upon 
the  underlying  condition  of  the  heart.  The  electrocardio- 
gram is  the  most  exact  means  of  differentiating  auricular 
tachycardia,  ventricular  tachycardia  or  other  conditions 
of  an  allied  nature.  Some  paroxysms  of  tachycardia  last 
comparatively  long  but  occur  infrequently,  possibly  every 
number  of  months.  In  other  cases  the  paroxysms  are  of 
very  short  duration  but  occur  frequently.  Possible  pre- 
disposing influences,  such  as  emotional  upsets,  nicotine, 
caffeine,  should  be  considered  in  the  management  of  any 
case. 

The  treatment  in  the  acute  attack  usually  aims  at  the 
same  objective,  which  is  stimulation  of  the  vagus.  It  is 
said  that  vagus  stimulation  has  no  effect  in  ventricular 
tachycardia,  but  in  the  case  at  hand  the  physician  often 
is  unable  to  determine  the  exact  origin  of  the  tachycardia 
and  he  will  attempt  mechanical  stimulation  of  the  vagus. 
This  can  be  accomplished  by  pressure  over  the  eyeballs 
or  over  the  carotid  sinus.  Pressure  should  be  applied 
over  one  carotid  sinus  at  a time  and,  if  unsuccessful  on 
the  one  side,  then  pressure  should  be  applied  to  the 
other  side.  Pressure  should  be  stopped  promptly,  if  the 
pulse  rate  returns  to  normal. 

One  of  the  first  drugs  to  use  is  syrup  of  ipecac  in  an 
emetic  dose,  usually  eight  cc.  orally,  which  stimulates  the 
vagus  indirectly.  If  neither  vomiting  nor  the  desired 
effect  follows,  the  dose  may  be  repeated  in  about  one 
hour.  Morphine  is  usually  not  of  value.  Atropine  is 
contraindicated,  since  atropine  tends  to  release  the  effect 
of  the  vagus.  Barbiturates  or  large  doses  of  bromides 
may  be  of  value,  however. 

Quinidine  sulphate  is  of  great  value,  and  can  be  given 
in  divided  doses  up  to  30  grains  in  twenty-four  hours, 
if  a small  test  dose  does  not  reveal  contraindications  to 
its  use.  It  is  best  to  start  out  with  smaller  doses;  a dos- 
age of  30  grains  in  twenty-four  hours  should  not  be 
given  for  more  than  one  day. 

There  is  some  disagreement  as  to  the  use  of  digitalis 
preparations,  but  actually  they  often  terminate  an  attack. 
Some  authorities  consider  digitalis  dangerous  and  contra- 
indicated in  ventricular  tachycardia.  These  same  authori- 
ties state  that  quinidine  sulphate  is  the  drug  of  choice 
there,  that  digitalis  is  indicated  in  the  auricular  tachy- 
cardia, but  only  one-half  to  three-fourths  of  an  average 
digitalizing  dosage  is  necessary. 

Mecholyl  is  a powerful  parasympathetic  stimulant,  and 
thus  stimulates  vagus  stimulation.  It  is  said  to  be  very 
effective  in  auricular  tachycardia,  but  I have  not  used  it 
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because  of  its  side  effects.  It  may  be  necessary,  but  if 
it  is  used,  atropine  should  always  be  available  to  coun- 
teract these  side  effects. 

Diabetic  Acidosis  or  Coma 

In  cases  of  previously  diagnosed  diabetes  mellitus,  it 
is  estimated  that  one-half  of  the  cases  of  coma  are  due 
to  neglect  of  the  prescribed  measures  for  management 
of  the  diabetes,  one-third  are  due  to  the  presence  of  in- 
fection, and  the  remainder  are  due  to  trauma,  surgical 
operations,  vascular  accidents,  gastro-intestinal  upsets, 
etc.  The  prognosis  in  coma  becomes  worse  with  increas- 
ing age,  duration  and  depth  of  the  coma,  the  presence 
of  infection,  and  abnormalities  of  the  heart  and  kidneys. 
It  is  apparent,  therefore,  that  diabetic  acidosis  and  coma 
are  frequently  diabetic  acidosis  plus  something  else,  and 
this  something  else  must  be  treated  as  well  as  the  dia- 
betes. We  shall  discuss  the  treatment  of  the  diabetic 
condition  only,  however. 

Insulin  is  the  sheet  anchor  of  treatment,  but  it  is  not 
all.  Good  nursing  care,  preferably  in  a hospital  which 
has  facilities  for  frequent  urine  examinations  and  labora- 
tory facilities,  at  least  for  blood  sugar  determinations, 
helps  a great  deal.  The  carbon  dioxide  combining  power 
determination  at  the  onset,  if  available,  is  of  value. 
Gastric  lavage  at  the  onset,  especially  in  those  cases  with 
general  abdominal  pain  and  with  leukocytosis,  will  often 
prepare  the  gastro-intestinal  tract  for  earlier  reception  of 
food  and  liquids.  It  is  probably  best  not  to  catheterize, 
unless  absolutely  necessary,  to  obtain  urine  specimens. 

Dehydration  is  one  of  the  striking  clinical  features, 
and  no  doubt  one  of  the  factors  of  the  disturbed  physiol- 
ogy at  the  basis  of  acidosis  and  coma.  The  only  answer 
to  the  question  of  how  much  fluid  to  give  is  "enough.” 
One,  two,  or  three  liters  a day  ar  minimal,  and  while  in 
the  severe  stage  of  acidosis,  saline  is  best  given.  Even 
six,  seven,  and  eight  liters  may  be  necessary. 

There  is  question  and  disagreement  on  the  subject  of 
giving  glucose,  but  I feel  that  glucose  is  not  necessary 
with  a very  high  blood  sugar,  and  give  glucose  intra- 
venously or  subcutaneously  only  if  the  blood  sugar  is 
fairly  low — for  diabetic  acidosis  that  is,  say  about  200 
milligrams  per  cent.  At  the  same  time,  1 realize  that  the 
patient  does  not  die  of  hyperglycemia,  but  dies  of  ketosis. 

The  insulin  to  be  used  should  be  regular  insulin.  The 
dosage  must,  of  course,  be  varied  to  suit  each  case,  tak- 
ing into  account  the  age  of  the  patient,  degree  of  acido- 
sis, and  amounts  of  insulin  administered  previously,  if 
any.  The  important  thing  is  to  give  enough  insulin 
within  the  first  few  hours  of  treatment.  The  average 
initial  dose  for  the  adult  is  from  40  to  60  to  100  units 
subcutaneoulsy,  or  part  of  it  may  be  given  with  fluids 
which  are  being  given  intravenously.  However,  intra- 
venous insulin  acts  only  as  long  as  the  fluid  in  which  it 
is  given.  Joshn  and  his  group  report  that  the  average 
insulin  given  in  the  first  three  hours  was  210  units  of 
regular  insulin.  The  urine  should  be  tested  at  least  every 
three  hours,  and  preferably  every  two  hours,  and  insulin 
given  as  needed.  Remember  that  the  aim  is  to  rid  the 
body  of  ketone  bodies,  and  the  easiest  method  to  deter- 


mine their  absence  or  presence  is  by  testing  the  urine 
for  acetone  and  diacetic  acid.  Much  larger  amounts  of 
insulin  are  required  in  the  presence  of  acetone  and  dia- 
cetic acid  than  in  cases  where  the  urine  shows  sugar, 
but  is  free  of  the  ketone  bodies.  If  an  initial  gastric 
lavage  is  performed,  it  is  well  to  instill  several  hundred 
cubic  centimeters  of  bicarbonate  solution.  Some  of  you 
will  remember  that  in  the  pre-insulin  days  it  was  a com- 
mon practice  to  give  alkalies  intravenously  and  routinely, 
and  it  is  still  a good  procedure  in  a severe  case.  Five 
hundred  cubic  centimeters  of  a five  per  cent  solution  of 
sodium  bicarbonate  may  be  given  intravenously  or  iso- 
tonic one-sixth  molar  sodium  lactate  may  be  used. 

The  patient  with  diabetic  coma  must  be  watched  very 
carefully,  and  gradually  brought  back  and  placed  on 
general  diabetic  management. 

The  question  of  circulatory  stimulants  is  often  brought 
up,  hut  they  are  actually  not  needed  for  treatment  of  the 
diabetic  coma  itself,  unless  they  are  indicated  for  treat- 
ment of  one  of  the  complications  or  other  diseased  con- 
ditions present. 

Acute  Gastro-Intestinal  Hemorrhage 

The  causes  of  acute  severe  hemorrhage  in  the  digestive 
tract  may  be  listed  in  order  of  importance  as  follows: 
(1)  duodenal  ulcer,  far  in  the  lead;  (2)  gastric  ulcer; 
(3)  gastric  carcinoma;  (4)  esophageal  varices;  (5) 
Meckel’s  diverticulum;  (6)  benign  tumors  of  the  intes- 
tinal wall;  and  (7)  right-sided  colonic  cancer,  which 
usually  does  not  cause  very  severe  acute  hemorrhage, 
however. 

Something  must  be  said  here  as  to  diagnosis  of  the 
underlying  condition.  If  the  case  in  question  has  been 
studied  previously  and  a diagnosis  has  been  made,  that, 
of  course,  helps  a great  deal.  However,  diagnostic  as- 
sumptions often  can  be  made  at  the  time  the  patient  is 
seen  in  a state  of  hemorrhage — based  on  history,  age, 
and  various  diagnostic  points.  It  is  to  be  remembered 
that  hemorrhage  from  duodenal  ulcer  often  occurs  in  a 
so-called  "silent”  duodenal  ulcer  where  the  patient  has 
had  no  symptoms  of  an  ulcer  previously. 

The  objectives  of  treatment  of  hemorrhage,  whatever 
the  source,  are  mainly  three:  (1)  replacement  of  blood 
volume;  (2)  stopping  of  the  hemorrhage  at  its  site;  and 
(3)  sedation  of  the  patient.  How  does  one  determine 
if  bleeding  persists?  Persistent  vomiting  of  blood  is 
usually  a sign  of  active  bleeding,  but  blood  in  the  stools 
is  not  necessarily  a sign  of  active  bleeding,  since  the 
blood  may  be  from  previous  hemorrhage.  Faintness,  diz- 
ziness, perspiration,  weakness,  thirst,  pallor,  especially  if 
such  symptoms  persist,  indicate  persistent  bleeding.  Re- 
peated frequent  hemoglobin  and  red  blood  count  deter- 
minations are  of  value,  but  may  be  influenced  somewhat 
by  dehydration.  Probably  the  best  clinical  index  is  fre- 
quent blood  pressure  readings,  say  every  hour,  and  tak- 
ing the  pulse  rate  every  hour.  Such  careful  watching  is 
necessary  whatever  the  source  of  the  bleeding.  Elevation 
of  the  blood  urea  occurs  frequently  due  to  increased  urea 
production  from  digestion  of  the  blood  and  also  because 
of  kidney  damage  resulting  from  dehydration  and  low- 
ered blood  pre.ssure. 
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Treatment  of  the  condition  depends  primarily  on  the 
severity  of  the  hemorrhage  and  secondarily  upon  the 
site  of  the  hemorrhage.  The  best  agent  to  replace  blood 
is  whole  blood  by  transfusion.  Plasma,  intravenous  glu- 
cose, and  saline  are  good  as  emergency  substitutes  or  as 
adjuncts  to  blood.  How  much  blood  should  be  given  and 
what  are  the  indications  for  it?  If  blood  is  available  for 
transfusion,  I believe  that  one  should  not  wait  until  the 
patient  is  in  a shock-like  state.  Any  one  or  a combina- 
tion of  the  following  are  indications  for  transfusion: 
(1)  a blood  pressure  of  100  mm.  or  less;  (2)  a pulse 
rate  of  120  or  more;  (3)  a hemoglobin  of  55  per  cent. 
How  much  blood  should  be  given?  Five  hundred  cubic 
centimeters  should  be  given  in  the  first  transfusion  and 
actually,  if  available,  sufficient  blood  to  replace  continued 
blood  loss.  Rest  of  the  affected  organ,  and  general  phys- 
ical and  mental  rest  are  needed,  and  most  physicians  feel 
that  morphine  given  often  enough  gives  the  best  results. 
The  various  types  of  barbiturates  may  also  help.  There 
is  much  disagreement  as  to  food  and  liquid  by  mouth 
in  case  of  hemorrhage.  In  my  experience,  food  and 
liquid,  except  for  ice  chips  will  not  be  tolerated,  and 
they  do  harm,  if  hemorrhage  persists  of  any  severity. 
I believe  a Sippy  type  of  diet  should  be  started  in  small 
amounts  as  soon  as  the  total  sum  of  evidence  indicates 
that  hemorrhage  has  ceased  or  is  minimal.  I have  not 
used  gastric  washings  at  any  time. 

Atropine  by  hypodermic  injection  at  six  or  eight  hour 
intervals  in  doses  of  grains  1/120  to  grains  1/150  are 
indicated,  I believe.  Aluminum  hydroxide  gels  in  ap- 
proximately two  drams  every  hour  or  by  continuous  naso- 
gastric drip  in  the  amount  of  33  Yi  per  cent  suspension 
at  15  drops  a minute  are  indicated.  Vitamin  K,  paren- 
terally,  and  also  vitamin  C,  which  also  can  be  given 
hypodermically,  I believe  are  indicated  as  an  adjunct 
even  though  the  prothrombin  time  may  be  normal  and 
even  though  there  may  have  been  no  evidence  of  lack  of 
these  vitamins. 

An  ice  bag  applied  locally  to  the  epigastrium  is  a time- 
honored  procedure,  and  may  be  of  value  by  reflex  mech- 
anisms. 

There  is  much  disagreement  on  the  question  of  sur- 
gical intervention.  It  does  appear,  however,  that  death 
does  not  follow  an  initial  hemorrhage,  but  results  from 


sucessive  hemorrhages  over  a period  of  a few  days. 
It  further  appears,  therefore,  that  even  with  evidence 
of  a very  severe  hemorrhage,  surgery  is  not  the  first  step, 
but  is  to  be  considered  when  good  medical  measures  are 
not  controlling  the  situation.  Since  duodenal  ulcer  and 
gastric  ulcer  are  the  two  leading  causes  of  severe  gastro- 
intestinal hemorrhage,  the  question  of  surgical  interven- 
tion should  he  directed  especially  at  those  two  conditions. 

Our  radiologists  tell  me  that  careful  x-ray  studies  of 
the  stomach  and  duodenum  can  be  made  in  the  case  of 
hemorrhage  without  untoward  effect  on  the  patient.  As 
a matter  of  fact,  it  appears  that  the  introduction  of  the 
barium  substance  may  have  helped  stop  the  hemorrhage 
in  one  case.  The  exact  site  of  the  hemorrhage,  if  it  can 
be  diagnosed  preoperatively,  is  pf  great  value  to  the  sur- 
geon. The  age  of  the  patient,  coexistent  arteriosclerosis, 
and  other  associated  diseases  are  factors  to  be  considered 
as  to  whether  the  patient  should  go  to  surgery.  Surgery 
for  a bleeding  duodenal  ulcer  in  an  elderly  individual 
tends  to  be  more  dangerous  than  in  a young  person, 
because  of  the  sclerotic  vessels  which  are  probably  pres- 
ent. In  the  case  of  an  eroded  and  ruptured  gastro- 
duodenal artery  or  the  pancreaticoduodenal  artery  on  the 
posterior  wall  of  the  duodenum,  which  are  notoriously 
likely  to  bleed  persistently,  early  surgical  intervention 
may  be  required  to  save  life. 

The  decision  to  operate  is  always  a difficult  one,  and 
unfortunately  it  often  is  made  too  late.  Surgery,  if  it 
is  to  be  done,  should  be  within  the  first  forty-eight  to 
seventy-two  hours  after  the  onset  of  hemorrhage,  since 
the  mortality  rate  rises  dangerously  after  this  period. 
As  a matter  of  fact,  it  is  dangerous  enough  even  in  this 
period.  Actually,  surgery  in  these  cases  is  not  a simple 
procedure,  since  the  patient  is  a poor  risk  and  simple 
ligation  of  the  bleeding  points  may  be  difficult  and  may 
not  be  entirely  satisfactory.  Resection  of  the  bleeding 
part  is  often  necessary. 

Conclusions 

There  are  many  other  conditions  of  an  emergency  na- 
ture, notably  acute  poisonings  due  to  various  drugs  and 
agents,  but  the  limitation  of  space  does  not  permit  the 
inclusion  of  any  other  subjects.  I believe  that  you  will 
agree  that  the  subjects  discussed  are  definitely  emer- 
gencies. 


RED  CROSS  ACCEPTS  JOHNSON  REQUEST  TO  COLLECT  BLOOD 

General  George  C.  Marshall,  president  of  the  American  Red  Cross,  has  accepted  a 
request  by  Secretary  of  Defense  Louis  Johnson  that  the  Red  Cross  become  the  official  agency 
for  the  procurement  of  blood  for  the  armed  forces  when  such  blood  and  its  derivatives  are 
needed. 

At  present  34  regional  blood  centers  and  46  mobile  units  are  in  operation  collecting 
approximately  63,200  pints  of  blood  a month  for  civilian  use.  Regional  blood  centers  in  the 
upper  Midwest  are  those  at  St.  Paul,  Minnesota;  Madison,  Wisconsin;  and  Great  Falls, 
Montana. 
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Management  of  Arteriosclerosis  Obliterans 

in  Cold  Climates 

Graham  A.  Kernwein,  M.D.* 

Minot,  North  Dakota 


PAIN  in  the  legs  or  feet  is  a frequent  complaint  among 
persons  consulting  an  orthopedist.  One  of  the  com- 
moner causes  of  this  symptom  is  occlusive  arterial  dis- 
ease, and  of  the  various  types  of  occlusive  arterial  dis- 
ease, arteriosclerosis  is  clinically  the  most  important. 

Arteriosclerosis  obliterans  is  defined  as  that  type  of 
arteriosclerosis  that  occurs  in  the  extremities.  As  the 
arteries  of  the  upper  extremities  rarely  are  involved  with 
this  disease,  discussion  will  be  limited  to  the  condition 
as  it  is  encountered  in  the  lower  extremities. 

The  incidence  of  arteriosclerosis  obliterans  is  higher 
than  is  generally  recognized.  (Table  I.)’ 

Table  I 

Age  and  Sex  Incidence  of  Arteriosclerosis  Obliterans 
Age  Men  Women 

40  to  49  nc/,  8' , 

50  to  59  55'/  26f/r 

60  or  over  IT  \ 56</ 

A condition  so  prevalent  as  to  affect  25  per  cent  of 
the  women  and  55  per  cent  of  the  men  over  50  years 
of  age  warrants  careful  consideration.  Particularly  is 
this  true  in  cold  climates  as  persons  afflicted  with  arterio- 
sclerosis obliterans  are  unusually  susceptible  to  frost-bite. 
In  North  Dakota,  with  the  advent  of  winter  and  con- 
comitant exposure  in  inclement  weather,  persons  with 
occlusive  arterial  disease  should  take  special  precautions. 
A review  of  the  present  day  concepts  of  arteriosclerosis 
obliterans  therefore  should  prove  of  general  interest. 

There  are  two  types  of  obliterating  vascular  lesions, 
the  organic  and  the  functional.  Arteriosclerosis  oblit- 
erans is  an  organic  type  of  obstruction  of  which  three 
components  are  recognized,  changes  in  the  media,  athero- 
ma and  thrombosis.  Of  these,  the  earliest  to  appear  and 
clinically  the  most  important  is  the  atheroma.  It  is  the 
slightly  elevated  plaque  or  streak  so  frequently  seen  on 
the  intima  surface.  Its  importance  lies  in  its  inherent 
ability  to  increase  in  size,  thus  obstructing  the  lumen, 
and  also  in  the  tendency  of  thrombi  to  originate  on  the 
surface.  These  thrombi  may  completely  or  partially  oc- 
clude the  lumen  of  the  vessel.  Vascular  obstruction  so 
produced  accordingly  may  be  sudden  or  gradual.  Symp- 
toms vary  with  the  rapidity  of  development  of  occlusion, 
the  level  at  which  occlusion  occurs,  and  the  extent  to 
which  obstruction  involves  the  potential  collateral  circu- 
lation. The  actual  obstruction  usually  involves  the  large 
arteries  of  the  lower  extremities  such  as  the  iliac,  femoral, 
or  popliteal.  Obstruction  usually  is  so  gradual  that  cir- 
culatory adjustments  are  made.  Clinically  the  course  is 

^Section  of  Orthopa-clic  Surgery,  Northwest  Clinic,  Minot, 
North  Dakota. 


characterized  by  a gradually  progressive  or  episodal  ob- 
struction of  the  main  arterial  lumen. 

The  prime  function  of  an  artery  is  to  transport  nour- 
ishment to  the  tissues.  So  long  as  it  performs  this  func- 
tion, the  lumen  is  considered  adequate.  This  is  relative, 
however,  for  an  arterial  lumen  may  be  adequate  to  pro- 
vide nourishment  to  the  extremity  when  at  rest  and  in- 
adequate for  sustained  muscular  activity.  Leg  cramp  or 
stiffness  that  develops  with  muscular  activity  and  disap- 
pears promptly  with  rest  is  the  first  symptom  of  which 
most  afflicted  persons  complain.  They  accommodate  by 
slowing  their  rate  of  activity  and  reducing  it  in  amount. 
Pain  that  originates  while  lying  in  bed  and  is  relieved 
by  a dependent  position  also  is  a frequent  complaint. 
This  condition  is  due  to  a sagging  mattress  which  causes 
an  elevation  of  the  feet. 

The  symptoms  of  arteriosclerosis  obliterans  are  those 
of  obstruction  of  the  arterial  flow.  Distal  to  the  obstruc- 
tion, the  pulse  is  absent  or  diminished,  the  blood  pres- 
sure is  reduced  and  the  rate  of  blood  flow  slowed.  Eleva- 
tion of  the  foot  produces  a disproportionate  blanching 
of  the  skin  because  the  blood  pressure,  vis  a tergo,  is 
insufficient  to  compete  with  gravity.  Placing  the  pre- 
viously elevated  foot  in  a dependent  position  reveals  a 
delay  in  the  return  of  color  and  prolongation  of  the 
venous  filling  time.  These  changes  are  pathognomonic 
of  organic  obstruction.  The  time  required  for  the  re- 
turn of  color  to  the  skin  of  an  extremity  elevated  for 
two  minutes  and  then  placed  in  a dependent  position 
gives  a roughly  quantitative  evaluation  of  the  adequacy 
of  the  circulation.  In  an  extremity  with  a normal  circu- 
lation, color  will  return  to  the  skin  in  ten  seconds  or  less. 
A delay  of  fifteen  seconds  indicates  a mild  obstruction. 
Thirty  to  forty-five  seconds  is  indicative  of  a moderate 
obstruction  and  when  a delay  of  forty-five  seconds  or 
more  exists  obstruction  can  be  considered  severe. 

A second  less  important  function  of  an  artery  and  one 
upon  which  numerous  clinical  tests  are  based  is  the  main- 
tenance of  skin  temperature.  Reduction  of  blood  flow 
cools  the  skin;  increase  in  the  blood  flow  warms  it.  The 
actual  control  of  skin  temperature  is  influenced  greatly 
by  environment.  Cold  acts  locally  and  directly  as  well 
as  systemically  and  reflexly  to  produce  vasoconstriction 
and  functional  obstruction  of  the  vessels.  Emotional 
stress  and  smoking  also  may  produce  functional  obstruc- 
tion by  vasoconstriction.  Such  a functional  obstruction, 
unimportant  to  an  extremity  with  an  adequate  circula- 
tion, may  result  in  marked  tissue  damage  when  super- 
imposed upon  a circulation  embarrassed  by  organic  ob- 
struction. 
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Surgery  of  the  sympathetic  nervous  system  has  im- 
proved the  prognosis  and  altered  the  concepts  of  treat- 
ment of  arteriosclerosis  obliterans.  The  fatalistic  con- 
cept of  arteriosclerosis  obliterans  that  in  many  places 
still  prevails  is  expressed  by  the  following  quotation  from 
Moschovitz,“  "Arteriosclerosis  is  the  inevitable  destiny 
of  all  creatures  who  possess  a cardiovascular  system  with 
intravascular  pressure.  It  is  an  inevitable  consequence 
of  aging  and  therefore  irreversible.  Unless  the  person 
is  cut  down  by  intercurrent  disease,  death  invariably  is 
the  result  of  arteriosclerosis  ...  it  is  hardly  likely  any 
method  of  treatment  ever  will  he  discovered  that  will 
restore  diseased  vessels  to  normal  texture  unless  we  can 
cure  mortality  ...” 

Moschovitz’  concepts  can  be  correct  and  still  not 
eliminate  the  possibility  of  improving  a markedly  em- 
barrassed circulation  in  an  extremity.  The  possibility  of 
improving  the  collateral  circulation  remains.  One  must 
agree  there  is  no  known  method  of  reopening  the  lumen 
of  a vessel  occluded  by  the  pathological  processes  of 
arteriosclerosis  obliterans.  The  obliterative  obstruction 
usually  occurs  in  the  large  vessels  such  as  the  iliac, 
femoral,  or  popliteal.  The  collaterals  and  peripheral  ar- 
terioles often  are  remarkably  free  from  any  organic  ob- 
struction. Elimination  of  functional  obstruction  (spasm) 
by  novocaine  block  of  the  paravertebral  sympathetic 
ganglia  will  result  in  marked  improvement  in  the  circula- 
tion. This  improvement  may  be  evidenced  by  any  or  all 
of  the  following:  flushing  of  the  skin,  increase  in  skin 
temperature,  diminution  of  pain  and  increase  in  the 
capacity  of  the  muscles  to  do  work  without  the  pain  of 
intermittent  claudication.  Even  in  the  absence  of  any 
of  these  signs  of  improvement  following  novocaine  block, 
surgical  extirpation  of  the  lumbar  ganglia  may  be  fol- 
lowed by  marked  clinical  improvement.  This  improve- 
ment may  persist  so  long  that  some  intercurrent  disease 
may  be  the  cause  of  death. 

Brevity  precludes  a report  of  individual  cases.  A single 
case  report  will  suffice  to  demonstrate  the  policy  followed 
at  the  Northwest  Clinic. 

A white  male  64  years  of  age  presented  himself  complaining 
of  pain  in  his  left  leg.  This  pain  appeared  after  walking  about 
one  and  one-half  blocks  and  promptly  disappeared  with  rest. 
There  were  no  similar  complaints  relative  to  the  right  leg.  The 
patient  also  had  noticed  that  about  five  o’clock  in  the  morning 
he  was  awakened  with  pain  in  his  left  foot.  This  pain  disap- 
peared when  the  patient  dropped  his  foot  over  the  side  of  his 
bed.  Also,  for  about  six  months,  he  had  experienced  great  dif- 
ficulty keeping  his  feet  warm  and  had  begun  to  wear  socks 
to  bed. 

The  past  history  revealed  that  three  years  previously  an 
adenocarcinoma  had  been  found  in  a prostate  removed  from  the 
patient.  There  was  no  evidence  of  recurrence  as  evaluated  with 
x-rays  of  the  skeleton,  acid  phosphate  studies,  and  examination 
of  the  prostate  bed.  The  only  other  relevant  finding  was  the 
history  of  smoking  40  cigarettes  daily  for  many  years. 

Examination  of  the  extremities  revealed  palpable  arterial 
pulses  throughout  the  right  lower  extremity.  The  dorsalis  pedis 
and  posterior  tibial  pulses  were  absent  on  the  left.  Thermo- 
couple studies  revealed  a difference  of  four  degrees  in  the  skin 
temperature  of  the  two  feet.  Elevation  of  the  feet  to  70  de- 
grees caused  some  blanching  of  the  skin  of  both  feet,  but  was 
most  marked  on  the  left.  When  placed  in  the  dependent  posi- 
tion, the  color  returned  on  the  right  in  22  seconds  and  on  the 


left  in  45  seconds.  The  venous  filling  time  on  the  right  was 
20  seconds  and  on  the  left  43  seconds. 

These  findings  indicate  that  this  individual  was  suffering 
from  an  organic  obstruction  of  the  vessels  of  both  feet  but  more 
marked  on  the  left.  The  unilateral  coolness,  intermittent  claudi- 
cation, absence  of  arterial  pulses,  delay  in  venous  filling  time, 
delay  in  return  of  color  and  blanching  with  elevation  could  be 
due  only  to  an  organic  obstruction. 

In  order  to  evaluate  the  question  of  a superimposed  func- 
tional obstruction  the  patient  was  given  a work  test.  He  was 
asked  to  walk  rapidly  until  the  intermittent  claudication  ap- 
peared. This  was  found  to  be  a distance  of  one  and  one-half 
blocks,  when  pain  appeared  in  the  left  calf.  A left  lumbar 
paravertebral  block  then  was  performed.  The  skin  temperature 
of  the  left  foot  rose  five  degrees;  the  oscillometric  readings  were 
unaffected.  Then  the  patient  was  asked  to  walk  again.  After 
walking  eleven  blocks,  he  had  to  stop  because  of  pain  in  the 
calf  of  his  previously  asymptomatic,  right  leg.  The  previously 
symptomatic  left  leg  remained  pain  free. 

Accordingly,  with  this  excellent  demonstration  of  the  pres- 
ence of  a very  marked  functional  obstruction,  lumbar  sympath- 
ectomy was  considered  indicated.  A left  lumbar  sympathectomy 
was  accomplished;  the  first,  second,  and  third  lumbar  ganglia 
were  removed.  Following  this,  all  pain  in  the  left  leg  disap- 
peared. The  patient  was  able  to  discontinue  wearing  a sock 
to  bed  on  his  left  foot,  but  he  continued  to  use  one  on  his 
right.  He  developed  a postoperative  phlebothrombosis  bilat- 
erally which  responded  to  anticoagulant  therapy. 

No  such  dramatic  response  is  necessary  before  a clin- 
ical improvement  may  be  expected.  Although  little  or 
no  response  to  novocaine  block  occurs,  marked  benefit 
has  been  found  to  result  so  frequently  following  lumbar 
sympathectomy  that  many  persons  do  them  rather  in- 
discriminately. This,  however,  is  unjustified  as  in  some 
instances  gangrene  has  been  thought  to  be  produced  by 
the  sympathectomy  despite  the  fact  that  the  foot  became 
definitely  warmer.  This  paradox  never  has  been  satisfac- 
torily explained. 

Much  remains  to  be  learned  about  the  relationship  of 
the  sympathetic  nervous  system  to  arteriosclerosis  oblit- 
erans. Time  and  experience  will  bring  improvements. 
In  the  meantime,  surgery  is  offering  hope  and  relief 
from  distressing  symptoms  to  many  individuals  who  for- 
merly were  treated  with  amputation,  or  were  miserable 
with  pain,  or  who  died  of  intercurrent  infection. 

Prophylactic  treatment  should  be  given  all  persons 
over  50.  This  should  include  warning  against  exposure 
to  cold,  the  practice  of  careful  hygiene  of  the  feet,  and 
the  wearing  of  light  wool  socks  without  darns.  When 
cutting  the  toenails  or  picking  at  the  paronychial  tissues, 
care  must  be  taken  not  to  infect  themselves.  All  persons 
over  50  years  of  age  with  frost-bite  should  be  very  care- 
fully examined  for  evidence  of  arterial  obstruction.  Sub- 
sequent care  should  be  tempered  in  the  light  of  the  find- 
ings. Remember  that  to  elevate,  constrict  or  over-cool 
feet  in  which  the  circulation  is  embarrassed  as  a result 
of  arteriosclerosis  obliterans  may  be  so  detrimental  that 
an  otherwise  judiciously  handled  minor  circulatory  dis- 
turbance will  result  in  an  amputation  and  a major 
calamity. 
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LETTER  FROM  THE  PRESIDENT 
Greetings  to  all  members  of  the  American 
College  Health  Association: 

It  seems  well  that  upon  the  beginning  of  another 
school  year  the  president  should  report  to  you  on  the 
activities  of  his  office  and  on  those  of  the  other  officers 
involved  in  conducting  the  affairs  of  your  Association. 
This  is  especially  true  this  year  since  the  interval  between 
the  annual  meetings  of  our  group  is  seventeen  months. 

Committee  chairmen  for  all  standing  committees  of 
the  Association  have  been  appointed  and  have  been  re- 
ported to  you  in  the  Journal-Lancet  from  time  to 
time.  The  president  and  president-elect  have  collab- 
orated in  the  selection  of  committee  chairmen  with  the 
thought  in  mind  that  a degree  of  continuity  in  committee 
personnel  is  highly  desirable.  Committee  members  have 
been  selected  by  the  chairmen,  with  the  cooperation  of 
the  president,  and  all  committee  members  have  been  noti- 
fied of  their  appointment. 

It  is  with  regret  that  we  must  report  the  resignation 
of  Dr.  Charles  Gossage  from  the  University  of  Toronto 
Health  Service.  Dr.  Gossage  was  vice  president  of  the 
association  and  chairman  of  the  committee  on  adminis- 
tration. A new  chairman  of  the  committee  will  be  ap- 
pointed shortly. 

Acting  on  the  premise  that  the  strength  of  the  na- 
tional organization  depends  upon  the  strength  of  its  indi- 
vidual tinits.  Dr.  William  Nesbitt  of  the  University  of 
Wyoming  is  putting  forth  an  intensive  effort  this  year 
to  increase  and  perhaps  partially  reorganize  the  activities 
of  the  local  sections.  To  this  end,  a questionnaire  will 
soon  be  sent  out  from  his  office  which  will  stimulate  our 
movement  toward  revitalization. 

This  office  has  been  in  communication  with  Dr.  Ernest 
L.  Stebbins,  secretary  of  the  recently  organized  American 
Board  of  Preventive  Medicine  and  Public  Health,  re- 
garding the  eligibility  of  our  members,  engaged  in  full- 
time student  health  work,  for  membership.  He  states 
that  any  of  our  physicians  engaged  in  or  directing  a well- 
rounded  student  health  program  would  be  considered  as 
devoting  a major  portion  of  their  time  to  the  practice  of 
preventive  medicine  and  public  health.  If,  therefore, 
they  meet  with  the  other  required  qualifications  of  the 
board,  their  applications  for  membership  would  be  wel- 
comed. 


Any  interested  person  who  desires  further  information 
should  communicate  with  Dr.  Ernest  L.  Stebbins,  secre- 
tary, American  Board  of  Preventive  Medicine  and 
Public  Health,  615  North  Wolfe  Street,  Baltimore  5, 
Maryland. 

You  have  recently  received  from  the  American  Med- 
ical Association  a questionnaire  concerning  the  work  and 
organization  of  your  Health  Service.  The  American 
Medical  Association  is  desirous  of  recent  first-hand  in- 
formation about  the  Health  Services  of  the  country  in 
order  to  revise  their  1936  report  entitled,  "University 
and  College  Student  Health  Services,”  and  thus  I believe 
it  is  to  our  advantage  to  give  the  necessary  time  to  filling 
it  out.  The  questionnaire  was  developed  by  the  A.M.A. 
in  collaboration  with  this  office  and  with  a number  of 
the  members  of  our  Council. 

Dr.  Leona  Yeager  of  Northwestern  University  is 
chairman  of  the  local  arrangements  committee  for  the 
next  annual  meeting,  and  plans  are  well  along  toward 
completion.  We  have  arranged  for  a diversified  program 
which  will  prove  of  interest  to  all  members.  Special 
attention  will  be  given  at  the  Chicago  meeting  to  the 
social  and  recreational  aspects  in  the  expectation  that  we 
can  insure  adequate  entertainment  opportunities. 

The  meetings  will  be  on  May  3,  4,  and  5,  1951,  at  the 
Edgewater  Beach  hotel.  Their  facilities  are  excellent, 
and  the  meeting  rooms  are  air-conditioned  so  that  re- 
gardless of  the  whims  and  fancies  of  the  weather,  we 
shall  be  comfortable. 

We  urge  you  to  make  your  plans  now  to  be  present 
in  the  expectation  of  a most  enjoyable  and  profitable 
short  vacation  from  your  daily  duties.  You  will  shortly 
receive  a preliminary  program  announcement  and  a res- 
ervation card  for  hotel  accommodations.  We  hope  you 
will  ask  for  reservations  early.  It  is  of  great  help  to  the 
committee  to  have  reasonable  knowledge  of  the  attend- 
ance in  order  to  properly  plan  the  activities  of  the 
meeting. 

I hope  that  this  letter  finds  everyone  well  rested  from 
a good  vacation  and  looking  forward  with  vigor  to  the 
work  of  the  year  ahead.  My  personal  greetings  to  each 
of  you. 

Irvin  W.  Sander,  M.D.,  President, 
American  College  Healtli  Association 


ARTIFICIAL  KIDNEY  INSTALLED  AT  BELLEVUE 
An  artificial  kidney,  a new  mechanical  device  comparable  in  its  benefits  to  the  mechanical 
lung,  and  whose  function  is  to  aid  patients  whose  lives  are  endangered  because  of  the  failtire 
of  tlieir  kidneys  has  been  installed  at  Bellevue  Hospital  in  New  York  City.  A medical  team, 
consisting  of  five  physicians,  a physiologist,  a technician  for  blood  chemistry,  and  a nurse 
trained  in  the  special  techniques  required,  has  been  formed  to  supervise  the  operation  of  the 
mechanical  kidney  on  a 24-hour  basis.  The  chief  purpose  of  the  artificial  kidney  is  to  pro- 
vide relief  for  persons  whose  kidneys  have  failed  to  function  by  supplying  a mechanical 
means  for  cleansing  the  impurities  of  the  blood  until  the  kidneys  are  again  able  to  take  up 
their  task. 
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Transactions  of  the  North  Dakota 
State  Medical  Association 


Sixty-Third  Annual  Meeting 
Grand  Forks,  North  Dakota,  May  27-30,  1950 

I 


OFFICERS 

President  W.  A.  WRIGHT,  Williston 

President-Elect  „ L.  W.  LARSON,  Bismarck 

First  Vice-President  W.  E.  G.  LANCASTER,  Fargo 

Second  Vice-President O.  W.  JOHNSON,  Rugby 

Speaker  of  the  House A.  E.  SPEAR,  Dickinson 

Vice-Speaker  of  the  House G.  A.  DODDS,  Fargo 

Secretary  O.  A.  SEDLAK,  Fargo 

Treasurer E.  J.  LARSON,  Jamestown 

Delegate  to  A.M.A W.  A.  WRIGHT,  Williston 

Alternate  Delegate  to  A.M.A.  G.  W.  TOOMEY,  Devils  Lake 

COUNCILLORS 
Terms  expiring  1930 

J.  F.  HANNA,  Fargo 

C.  J.  GLASPEL,  Secretary,  Grafton 

R.  H.  WALDSCHMIDT,  Bismarck 

Terms  expiring  1951 

A.  D.  McCANNEL,  Chairman,  Minot 

C.  J.  MEREDITH,  Valley  City 

E.  J.  SCHWINGHAMER,  New  Rockford 
Terms  expiring  1952 

Second  District  ..  J.  C.  FAWCETT,  Devils  Lake 

Seventh  District JOSEPH  SORKNESS,  Jamestown 

Ninth  District  A.  R.  GILSDORF,  Dickinson 

HOUSE  OF  DELEGATES 

DEVILS  LAKE  DISTRICT 

G.  W.  TOOMEY  Devils  Lake 

W.  R.  FOX,  Alternate  Rugby 

FIRST  DISTRICT 

E.  M.  HAUGRUD  

A.  C.  FORTNEY  

C.  V.  BATEMAN  

J.  H.  BOND,  Alternate  

J.  R.  DILLARD,  Alternate 
E.  J.  BEITHON,  Alternate 

GRAND  FORKS  DISTRICT 

T.  Q.  BENSON  . 

GEORGE  WALDREN  

R.  W.  VANCE  

R.  O.  GOEHL,  Alternate  . 

R.  E.  LEIGH,  Alternate  


KOTANA  DISTRICT 

J.  D.  CRAVEN  Williston 

A.  K.  JOHNSON,  Alternate  Williston 

NORTHWEST  DISTRICT 

A.  R.  SORENSON  . Minot 

D.  J.  HALLIDAY  . Kenmare 

F.  R.  ERENFELD,  Alternate  Minot 

R.  B.  WOODHULL,  Alternate  . Minot 

SHEYENNE  VALLEY  DISTRICT 

W.  H.  GILSDORF  Valley  City 

PAUL  COOK,  Alternate  Valley  City 

^ SIXTH  DISTRICT 

I R.  B.  RADL  . Bismarck 

i M.  S.  JACOBSON  Elgin 

; R.  O.  SAXVIK  ...  Bismarck 

' J.  T.  CARTWRIGHT,  Alternate  Bismarck 


Grand  Forks 

Cavalier 

Grand  Forks 

....  Grand  Forks 
Grand  Forks 


Fargo 

Fargo 

Wahpeton 

Fargo 

Fargo 

Wahpeton 


First  District 

Third  District  .... 
Sixth  District  

Fourth  District  .. 

I Fifth  District  

I Eighth  District.  .. 


SOUTHWESTERN  DISTRICT 

R.  W.  RODGERS  Dickinson 

H.  E.  GULOIEN,  Alternate  . Dickinson 

STUTSMAN  DISTRICT 

T.  E.  PEDERSON  Jamestown 

P.  G.  ARZT,  Alternate  Jamestown 

TRAILL-STEELE  DISTRICT 

H.  A.  LaFLEUR  Mayville 

T.  M.  CABLE,  Alternate  Hillsboro 

TRI-COUNTY  DISTRICT 

R.  F.  GILLILAND  ..Carrington 

W.  C.  VOGLEWEDE,  Alternate  Carrington 

STANDING  COMMITTEES 

COMMITTEE  ON  MEDICAL  EDUCATION 

R.  E.  LEIGH,  Chairman  Grand  Forks 

W.  A.  LIEBELER  ..  Grand  Forks 

CLIFFORD  PETERS  Bismarck 

C.  R.  TOMPKINS  Grafton 

C.  J.  MEREDITH  Valley  City 

R.  D.  WEIBLE  Fargo 

F.  D.  NAEGELI  Minot 

J.  A.  MacDONALD  Cando 

W.  F.  BAILLIE  . Fargo 

H.  M.  BERG  ... Bismarck 

J.  H.  MAHONEY  Devils  Lake 

R.  W.  RODGERS  Dickinson 

E.  J.  HAGAN  Williston 


COMMITTEE  ON  NECROLOGY  AND  MEDICAL  HISTORY 


F.  L.  WICKS,  Valley  City 
F.  I.  DARROW,  Fargo 
W.  H.  BODENSTAB  .. 

I.  S.  AbPLANALP  

K.  E.  DARROW  

E.  M.  RANSOM  

O.  C.  MAERCKLEIN 
W.  A.  GERRISH  

J.  W.  BOWEN  


Co-Chairmen 


Bismarck 
. Williston 
..  ..  Fargo 

Minot 

Mott 

Jamestown 

Dickinson 


COMMITTEE  ON  PUBLIC  POLICY  AND  LEGISLATION 


A.  C.  FORTNEY,  Chairman 

R.  D.  NIERLING  

A.  K.  JOHNSON 
E.  M.  HAUGRUD 

L.  H.  FREDRICKS  

E.  A.  HAUNZ 

J.  L.  DEVINE,  Jr.  

R.  M.  FAWCETT  .. 

W.  H.  GILSDORF  

V.  D.  FERGUSSON  

A.  R.  GILSDORF 

H.  A.  LaFLEUR 

R.  F.  GILLILAND  

O.  A.  SEDLAK  (ex-officio) 

W.  A.  WRIGHT  (ex-officio) 


Fargo 

. Jamestown 
....  Williston 
Fargo 
Bismarck 
Grand  Forks 
. . . Minot 
Devils  Lake 
Valley  City 

Edgeley 

..  . Dickinson 

Mayville 

..  Carrington 

- Fargo 

Williston 


COMMITTEE  ON  OFFICIAL  PUBLICATION 


L.  W.  LARSON,  Chairman  Bismarck 

W.  H.  LONG  . ....  Fargo 

P.  G.  ARZT  Jamestown 

G.  W.  TOOMEY  Devils  Lake 
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COMMfTTEE  ON  PUBLIC  HEALTH 


R.  O.  SAXVIK,  Chairman  Bismarck 

J.  L.  DACH  Hettinger 

T.  Q.  BENSON  Grand  Forks 

V.  A.  MULLIGAN  Langdon 

R.  C.  LITTLE  Mayville 

A.  C.  ORR  Bismarck 

V.  D.  FERGUSSON  Edgeley 

H.  B.  HUNTLEY  Kindred 

E.  J.  BEITHON  Wahpeton 

J.  C.  FAWCETT  . Devils  Lake 

W.  H.  GILSDORF  Valley  City 

L.  H.  LANDRY  ...  Walhalla 

H.  M.  WALDREN  Drayton 

R.  D.  WEIBLE  Fargo 

C.  O.  McPHAIL  ..  . Crosby 

H.  W.  MILLER  . Casselton 

COMMITTEE  ON  TUBERCULOSIS 

A.  F.  HAMMARGREN,  Chairman  Harvey 

W.  L.  WALLBANK  Dunseith 

C O.  HEILMAN  _ Fargo 

P.  L.  OWENS  Bismarck 

E.  H.  RICHTER  Hunter 

J,  P.  CRAVEN  Williston 

J.  N.  ELLSWORTH  Jamestown 

C.  V.  BATEMAN  Wahpeton 

G.  R.  WALDREN  Cavalier 

G.  A.  DODDS  Fargo 

RALPH  DUKART  Dickinson 

H.  M.  BERG  . Bismarck 

H.  E.  NEVE  Rolette 

T.  Q.  BENSON  Grand  Forks 

COMMITTEE  ON  CANCER 

L.  W.  LARSON,  Chairman  . Bismarck 

E.  J.  SALOMONE  Elgin 

C.  M.  LUND  . Williston 

P.  J.  BRESLICH  _ Minot 

O.  W.  JOHNSON  Rugby 

G.  W HUNTER  Fargo 

E.  J.  LARSON  Jamestown 

COMMITTEE  ON  FRACTURES 

R.  H.  WALDSCHMIDT,  Chairman  Bismarck 

R.  W.  VANCE  Grand  Forks 

E.  J.  LARSON  Jamestown 

J.  C.  FAWCETT  Devils  Lake 

H J.  FORTIN  Fargo 

J W.  BOWEN  Dickinson 

V.  G BORLAND  Fargo 

G.  CHRISTIANSON  Valley  City 

A.  F.  HAMMARGREN  Harvey 

J P CRAVEN  Williston 

A.  L.  CAMERON  Minot 

COMMITTEE  ON  MEDICAL  ECONOMICS 

P.  H.  WOUTAT,  Chairman  Grand  Forks 

W.  E.  G.  LANCASTER  Fargo 

TED  KELLER  Rugby 

R.  B.  RADL  Bismarck 

R,  F.  GILLILAND  Carnneton 

M.  S.  JACOBSON  Elgin 

F.  E.  WOLFE  Oakes 

R.  W.  RODGERS  Dickinson 

A.  D.  McCANNEL  Mmot 

O.  A.  SEDLAK  Fargo 

J.  W.  JANSONIUS  Jamestown 

Suh-C.ommtttee  on  Prepayment  MeJieal  Care 

W.  E.  G.  LANCASTER,  Chairman  Fargo 

J.  L DEVINE,  Jr.  Minot 

R.  W.  VANCE  Grand  Forks 

R D NIERLING  Jamestown 

J.  C.  FAWCETT  Devils  Lake 

H.  L.  REICHERT  Dickinson 

R.  F.  NUESSLE  Bismarck 


Suh-Committee  on  Rural  Health 

M.  S.  JACOBSON,  Chairman  Elgin 

L.  W.  LARSON  .._ Bismarck 

D.  J.  HALLIDAY  Kenmare 

G.  CHRISTIANSON  Valley  City 

H.  A.  LaFLEUR  _.  Mayville 

W.  A.  SCHUMACHER  Hettinger 

B.  W.  MALONEY  . LaMoure 

Suh-Committee  on  Veterans  Medical  Service 

R.  B.  RADL,  Chairman  . Bismarck 

C.  A.  ARNESON  Bismarck 

P.  T.  COOK  Valley  City 

A.  C.  FORTNEY  Fargo 

COMMITTEE  ON  MATERNAL  AND  CHILD  WELFARE 

P.  W,  FREISE,  Chairman  . Bismarck 

S.  C.  BACHELLER  Enderlin 

W.  J.  BALL  Minot 

G.  L.  COUNTRYMAN  Grafton 

D.  W.  FAWCETT  . ....  Devils  Lake 

F.  A.  DeCESARE  . Fargo 

J.  W.  JANSONIUS  Jamestown 

B.  A.  MAZUR  . Fargo 

COMMITTEE  ON  CRIPPLED  CHILDREN 

A.  R.  SORENSON,  Chairman  Minot 

H.  J.  FORTIN  . _ Fargo 

W.  R.  FOX  Rugby 

J.  C.  SWANSON  Fargo 

JOSEPH  SORKNESS  Jamestown 

R.  E.  DYSON  Minot 

R.  H.  WALDSCHMIDT  ......  . Bismarck 

L.  G.  PRAY  Fargo 

A.  E.  CULMER,  Jr.  Grand  Forks 

COMMITTEE  ON  VENEREAL  DISEASE 

F.  I.  DARROW,  Chairman  . Fargo 

W.  C.  DAILEY  . ...  Grand  Forks 

M.  M.  HEFFRON  ..._  Bismarck 

A.  J,  GUMPER  Dickinson 

R.  W.  VAN  HOUTEN  Oakes 

M.  W.  GARRISON  Mmot 

I.  P.  BURTON  Fargo 

E.  G.  VINJE  ..  Hazen 

COMMITTEE  ON  PNEUMONIA 

O.  W.  JOHNSON,  Chairman  Rugby 

R.  W.  HENDERSON  Bismarck 

E.  A.  HAUNZ  Grand  Forks 

G.  H.  HOLT  Jamestown 

E.  J.  SCHWINGHAMER  New  Rockford 

W.  E.  G.  LANCASTER  . Fargo 

G.  S.  SEIFFERT  Minot 

SPECIAL  COMMITTEES 

COMMITTEE  ON  DISPLACED  PHYSICIANS 

O.  A.  SEDLAK,  Chairman  Fargo 

A,  C.  FORTNEY  Fargo 

M.  S.  JACOBSON  Elgin 

R.  B.  RADL  Bismarck 

K.  E.  FRITZELL  Grand  Forks 

J.  L.  DEVINE,  JR.  Minot 

COMMITTEE  ON  EMERGENCY  MEDICAL  SERVICE 

C.  A.  ARNESON,  Chairman  Bismarck 

C.  M.  GRAHAM  Grand  Forks 

V.  J.  FISCHER  Minot 

H.  E.  GULOIEN  Dickinson 

R.  B.  RADL  Bismarck 

C.  G JOHNSON  . Rugby 

COMMITTEE  ON  INDUSTRIAL  HEALTH 

C.  J GLASPEL,  Chairman  Grafton 

W.  H.  BODENSTAB  Bismarck 

RALPH  VINJE  ...  Beulah 

W.  W.  WOOD  . Jamestown 

A.  K.  JOHNSON  Williston 
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COMMITTEE  ON  MENTAL  HYGIENE 


R,  H.  BRESLIN,  Chairman  Mandan 

G.  S.  CARPENTER  Jamestown 

MARVIN  GEIB  Fargo 

A,  M.  FISCHER  Jamestown 

J.  G.  LAMONT Graftdn 

L.  H.  FREDRICKS  Bismarck 

J.  T.  CARTWRIGHT  Bismarck 

COMMITTEE  ON  NURSING  EDUCATION 

G.  W.  TOOMEY,  Chairman  Devils  Lake 

M.  M.  HEFFRON  Bismarck 

G.  W.  HUNTER... Fargo 

H.  E.  GULOIEN  Dickinson 

J.  D.  CRAVEN  Williston 

M.  P.  CONROY  Minot 

JOSEPH  SORKNESS  Jamestown 

R.  O.  GOEHL  Grand  Forks 

K.  F.  WESTLEY  Cooperstown 

REFERENCE  COMMITTEES 

To  consider  reports  of  the  President,  Secretary  and 
Special  Committees: 

G.  W.  TOOMEY,  Chairman Devils  Lake 

M.  S.  JACOBSON  Elgin 

C.  V,  BATEMAN  Wahpeton 

To  consider  reports  of  the  Council,  Councillors, 

Delegate  to  the  American  Medical  Association, 

and  Member  of  the  Medical  Center  Advisory  Council: 

W.  H.  GILSDORF,  Chairman  Valley  City 

J.  D.  CRAVEN  Williston 

R.  F.  GILLILAND  Carrington 

A.  K.  JOHNSON  Williston 

W.  R.  FOX  Rugby 

To  consider  reports  of  Standing  Committees,  except  the  report 
of  the  Committee  on  Medical  Economics  and  its  sub-committees: 

R.  W.  VANCE,  Chairman  Grand  Forks 

GEORGE  WALDREN  .Cavalier 

R.  W.  RODGERS  Dickinson 

To  consider  reports  of  the  Committee  on  Medical  Economics, 
including  the  Sub-Committees  on  Prepayment  Medical  Care, 
Veterans  Medical  Service  and  Rural  Health: 

T.  Q.  BENSON,  Chairman Grand  Forks 

A.  R.  SORENSON  Minot 

D.  J.  HALLIDAY Kenmare 

Committee  on  Resolutions,  to  include  new  business: 

R.  B.  RADL,  Chairman  Bismarck 

E.  M.  HAUGRUD  Fargo 

T.  E.  PEDERSON  — Jamestown 

R.  O.  SAXVIK  . Bismarck 

Committee  on  Credentials: 

A.  C.  FORTNEY,  Chairman  _ Fargo 

R.  O.  GOEHL  Grand  Forks 

H.  A.  LaFLEUR  Mayville 


Proceedings  of  the  House  of  Delegates  of  the 
NORTH  DAKOTA  STATE  MEDICAL 
ASSOCIATION 

First  Session,  Saturday,  May  27,  1950 

The  First  Session  of  the  House  of  Delegates  of  the  North 
Dakota  State  Medical  Association  was  called  to  order  by  the 
Speaker  of  the  House,  Dr.  A.  E.  Spear,  at  8:15  P.M.,  in  the 
Dacotah  Room  of  the  Dacotah  Hotel,  Grand  Forks,  North 
Dakota,  May  27,  1950. 

Dr.  Fortney,  chairman  of  the  Credentials  Committee  report- 
ed that  all  credentials  are  in  order  and  there  to  be  a quorum 
of  sixteen  duly  elected  delegates  present. 

The  Secretary,  Dr.  Sedlak,  called  the  roll.  The  following 
responded:  Drs.  W.  R.  Fox,  alternate,  Rugby;  E.  M.  Haug- 
rud,  Fargo;  A.  C.  Fortney,  Fargo;  C.  V.  Bateman,  Wahpeton; 
T.  Q.  Benson,  Grand  Forks;  R.  W.  Vance,  Grand  Forks;  L D. 
Craven,  Williston;  A.  R.  Sorenson,  Minot;  D.  J.  Halliday, 
Kenmare;  W.  H.  Gilsdorf,  Valley  City;  R.  B.  Radi,  Bismarck; 
R.  O.  Saxvik,  Bismarck;  R.  W.  Rodgers,  Dickinson;  T.  E. 


Pederson,  Jamestown;  H.  A.  LaFleur,  Mayville;  T.  M.  Cable, 
alternate,  Hillsboro. 

Sixteen  delegates  answered  the  roll  call.  The  Speaker  de- 
clared a quorum  presenr. 

Minutes  of  the  1949  Meeting  Approved 

On  motion  of  Dr.  Halliday,  seconded  by  Dr.  Radi,  and  car- 
ried, 'he  reading  of  the  minutes  of  the  1949  session  as  pub- 
lished and  circulated  in  the  September  1949  issue  of  the 
Journal-Lancet  were  dispensed  with  and  the  minutes  adopted. 

Introduction  of  President 

The  Speaker  inrroduced  the  President,  Dr.  W.  A.  Wright, 
who  welcomed  the  delegates  to  the  convention  and  made  the 
following  remarks: 

"I  do  not  have  a prepared  speech  to  give  you.  I would  just 
like  to  say  that  it  has  been  a real  pleasure  to  serve  as  president 
during  the  past  year.  It  think  it  will  be  a wonderful  thing  for 
the  Association  to  turn  rhis  office  over  to  Dr.  Larson,  a man 
outstanding  not  only  in  North  Dakota  but  in  the  affairs  of 
medicine  in  the  entire  United  States.  It  will  be  an  honor  and 
a privilege  to  have  Dr.  Larson  as  your  president  next  year. 

I would  like  to  thank  all  the  men  who  worked  so  hard  with 
me  in  furthering  the  affairs  of  the  Association  this  past  year, 
particularly  Dr.  Philip  H.  Woutat,  chairman  of  rhe  Committee 
on  Medical  Economics.  What  he  does  is  so  extremely  well  done. 
I also  wish  to  commend  Dr.  A.  C.  Fortney  on  the  fine  job  he 
has  done  as  chairman  of  our  Committee  on  Public  Policy  and 
Legislation.  Art  has  put  a tremendous  amount  of  work  on 
this  committee  and  the  results  have  been  favorable  to  the  doc- 
tors in  North  Dakota.  I also  wish  to  mention  one  other  thing, 
that  is  the  present  status  of  the  North  Dakota  Physicians  Serv- 
ice, or  prepayment  plan.  All  district  societies  are  members, 
except  one. 

Now  I know  that  the  members  of  the  reference  committees 
will  have  to  work  long  and  hard,  but  I am  sure  the  results  will 
be  of  benefit  to  the  profession  of  the  state.  Thank  you.” 

Secretary’s  Report 

Dr.  O.  A.  Sedlak,  Secretary,  presented  the  following  report, 
as  prepared  in  the  Handbook,  which  was  referred  to  the  Ref- 
erence Committee  on  Reports  of  the  President,  Secretary,  and 
Special  Committees: 

MEMBERSHIP:  The  total  membership  for  1949  was  377. 
Of  this  number  364  paid  their  annual  dues  and  13  were  hon- 
orary members.  Five  members  died  during  the  past  year  and 
ten  of  those  who  paid  their  1948  dues  did  not  pay  their  1949 
dues. 

Table  I shows  the  annual  membership  for  the  past  eight 
years.  From  this  table  one  can  readily  see  thar  the  membership 
dropped  until  a low  of  313  paid  members  were  recorded  in 
1945.  Since  that  time,  there  has  been  a slow  but  appreciable 
gain  in  membership. 


Table  I 

Comparison  of  Annual  Membership 


1942 

1943 

1944 

1945 

1 946 

1947 

1948 

1949 

Paid  Memberships 

366 

33  1 

318 

313 

322 

342 

356 

364 

Honorary  Membs. 
Dues  Cancelled — 

10 

1 1 

10 

9 

9 

8 

5 

13 

Military  Service 

32 

61 

59 

57 

4 

408 

403 

387 

379 

335 

350 

361 

377 

Table  II  shows  that  the  annual  dues  for  1950  are  coming  in 
quite  promptly.  There  are  still  a number  of  members  who  have 
not  paid  their  1950  dues  and  the  district  medical  society  secre- 
taries and  councillors  arc  urged  to  use  every  possible  means  to 
collect  the  dues  of  these  delinquent  members. 


Apr. 

Apr. 

April  20 

May  5 

May  1 

1 5 

30 

1943 

1944 

1945  1946 

1947 

1948 

1949 

1950 

Paid-up 

Members 

Honorary 

316 

304 

294  305 

316 

320 

302 

309 

Members 

10 

10 

9 9 

8 

6 

9 

1 1 

lo  Be  Honorary 
Dues  Cancelled, 

4 

1 

Military  Serv. 

58 

59 

57  ? 

0 

0 

0 

0 

Associate 

1 

1 

0 

384  373 


360  314 


324  327 


316  321 
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Genera! 

Member- 

State  Association  Memberships  ships 

1949  1950  A.M.A. 


Pd.  & Hon. 

Reg.  & 

Rtd. 

Fdon . 

1950 

First 

78 

_ 

67 

3 

_ 

65 

Devils  Lake 

20 

2 

1 3 

— 

2 

1 2 

Grand  Forks 

60 

5 

42 

1 

4 

37 

Kotana 

1 0 

— 

I 1 

— 

— 

10 

Northwest 

59 

1 

42 

— 

1 

40 

Sheyenne  Valley 

1 0 

1 

8 

1 

1 

,8 

Sixth 

60 

3 

53 

7 

26CI 

39 

Southwestern 

23 

_ 

I 7 

— 

— 

10 

Stutsman ) 

20 

1 

Southern ) 

7 

— 

23 

1 

1 

? ? 

Traill-Steele 

1 1 

1 3 

— 

~ 

9 

1 riGounty 

6 

7 

” 

" 

5 

36-4 

1 3 

296 

1 3 

1 I &:  1 

237 

377  309  321 

Of  the  309  paid  memberships  to  date,  13  are  retired  mem- 
berships, leaving  a total  of  296  regular  memberships.  Of  the 
296  regular  memberships,  237  have  paid  their  A.M.A.  General 
Membership  dues.  Of  the  309  paid  memberships,  83.1%  have 
paid  their  A.M.A.  General  Membership  dues.  Of  the  296  reg 
ular  memberships,  86.8%  have  paid  their  A.M.A.  General 
Membership  dues. 

During  the  past  year,  your  secretary  managed  to  attend  most 
of  the  meetings  of  the  Council  and  most  of  the  special  meetings 
of  various  committees  called  throughout  the  year.  He  attended 
a meeting  of  the  A.M.C.P.  at  Milwaukee,  Wisconsin,  and  the 
annual  meeting  of  the  North  Central  Medical  Conference  in 
St.  Paul  in  November.  Both  Mr.  Engebretson  and  the  writer 
attended  a meeting  of  the  Public  Relations  Committee  and  also 
a meeting  of  the  Secretaries  and  Editors  in  Chicago.  It  is  very 
difficult  at  times  to  get  away  to  attend  these  meetings;  how- 
ever, I felt  I gained  a much  greater  insight  into  the  workings 
of  the  organization  by  attending  these  meetings  and  I certainly 
do  not  regret  the  time  spent. 

As  the  years  roll  along,  it  is  only  logical  that  more  and  more 
work  falls  into  the  hands  of  the  Executive  Secretary.  Much 
has  been  accomplished  during  the  past  years  and  at  present, 
the  office  of  the  Executive  Secretarv  is  running  so  smoothly 
that  all  administrative  affairs  are  taken  care  of  through  that 
office.  I am  glad  things  are  working  out  so  efficiently  for  I am 
sure  that  no  full-time  M.D.  could  possibly  hold  the  office  of 
Secretary  and  do  that  office  justice  at  the  present  time  without 
an  Executive  Secretary. 

RECOMMENDATIONS:  I have  only  one  recommendation 
to  make  and  that  is  to  continue  the  office  of  the  Executive 
Secretary. 

Executive  Secretary’s  Report 

The  year  1930  will  be  remembered  as  the  year  of  blizzards, 
deep  snow  and  floods.  It  will  also  be  remembered  as  the  year 
of  almost  impassable  roads,  by  all  of  us  who  attempted  to  make 
meetings  during  the  winter  months.  The  year  should  better  be 
remembered,  however,  for  the  spirit  of  unity  which  prevails 
among  the  membership. 

1.  State  Office:  The  Association  was  fortunate  four  years 

ago  in  being  able  to  secure  the  accommodations  which  house 
our  State  Office.  The  offices  are  most  convenient  and  adequate. 
Our  staff  remains  the  same,  with  Mr.  John  box  as  director  of 
the  Veterans  Medical  Service  Division;  Mrs.  Anita  Meisner, 
his  secretary;  and  Miss  Rhea  McDonald,  the  secretary  of  your 
reporter.  Fine  harmony  prevails,  and  the  staff  is  thought  suffi- 
ciently large  to  carry  out  the  program  of  the  Association. 

2.  Office  Work:  The  reactivation  of  the  American  Medical 
Association  has  made  it  possible  for  your  State  Office  to  accom- 
plish much  more  this  year  in  the  way  of  bringing  reliable  infor- 
mation to  the  people  throughout  the  state  relating  to  the  doc- 
tor's stand  on  compulsory  health  insurance.  Good  literature  has 
been  made  available  in  almost  unlimited  quantities.  The  state 
of  North  Dakota  ranks  quite  high  in  the  distribution  of  such 
literature.  In  the  day-to-day  work  of  the  office,  we  find  more 
and  more  groups  who  are  not  only  willing  but  anxious  to  co- 
operate with  medicine  in  medicine’s  fight  against  the  socializa- 
tion of  our  economy.  Such  groups  include  the  chambers  of 
commerce,  various  insurance  groups,  dental  and  druggists’ 
groups.  Organized  medicine,  including  your  State  Association, 


has  played  an  important  part  in  defining  the  issue  of  socialism 
versus  freedom  of  enterprise,  upon  which  issue  more  and  more 
campaigns  will  be  bitterly  fought. 

Although  medicine  was  one  of  the  first  professions  under 
attack  and  for  that  reason  without  much  support  in  the  battle, 
business,  industry  and  other  professions  are  realizing  increas- 
ingly that  the  socialization  of  medicine  is  but  one  facet  in  an 
over-all  picture;  and  medicine  finds  from  day  to  day  more  and 
more  support  from  the  outside.  It  is  an  important  job  of  the 
American  Medical  Association,  your  State  Association,  each 
doctor  of  this  association  and  every  doctor  throughout  the 
country  to  foster  this  understanding  and  elicit  all  possible  sup- 
port. 

In  this  connection  it  is  most  encouraging  to  note  that  an 
ever-increasing  number  of  physicians  and  an  important  number 
of  the  members  of  the  Woman's  Auxiliary  are  taking  the  time 
and  effort  to  explain  the  stand  of  the  American  doctor  to  their 
own  communities  by  making  themselves  available  to  address 
various  meetings  on  the  topic  of  socialized  medicine.  This  is 
hard  work,  but  the  results  of  the  effort  are  of  the  very  best. 
There  are  now  doctors  and  members  of  the  Woman’s  Auxil- 
iary in  every  section  of  the  state  who  are  willing  to  carry  on 
this  work.  It  is  therefore  recommended  that  each  district  med- 
ical society  should  be  encouraged  to  establish  a speaker’s  bureau 
so  that  this  work  may  be  efficiently  continued. 

Numerous  requests  also  come  to  the  State  Office  for  speak- 
ers. We  have  thus  far  always  been  able  to  fill  these  requests, 
either  by  the  use  of  a lay  speaker  or  by  a member  physician. 
It  is  recommended,  however,  that  to  coordinate  this  work 
better  that  a State  Speaker’s  Bureau  be  set  up  as  a part  of 
the  work  of  the  Committee  on  Public  Policy  and  Legislation. 

3.  Meetings:  The  committees  appointed  by  President  Wright 
this  year  have  been  active,  diligent  and  effective.  Your  Execu- 
tive Secretary  has  attended  the  various  meetings  of  the  Council, 
the  Committee  on  Medical  Economics  and  its  sub-committees 
on  Prepayment  Medical  Care,  Rural  Health,  and  the  Veterans 
Medical  Service;  the  Committee  on  Public  Policy  and  Legis- 
lation; and  such  other  committees  holding  meetings  touching 
on  social  and  medical  economic  problems.  He  has  planned  for 
and  arranged  material  for  many  such  programs,  and  has  at- 
tended as  an  observer  or  as  a participator  in  numerous  meet- 
ings of  other  groups  whose  problems  are  somewhar  allied  to 
those  of  the  medical  profession. 

In  the  regional  and  national  field,  your  Executive  Secretary 
has  attended  the  interim  session  of  the  house  of  delegates  of 
the  American  Medical  Association;  its  medical  society  execu- 
tives conference;  its  conference  of  secretaries  and  editors  of  state 
medical  associations;  its  national  public  relations  conference; 
and  the  fifty-three  man  committee  on  public  relations  which 
continues  to  serve  as  a policy-suggesting  body  for  the  new 
A.M.A.  national  educational  campaign,  which  is  under  the 
direction  of  Whitaker  and  Baxter. 

Again,  he  attended  the  North  Central  Medical  Conference 
held  in  St.  Paul,  and  would  like  to  recommend  this  meeting 
as  a meeting  which  many  members  of  this  Association  might 
find  It  convenient  to  attend,  and  would  find  wholly  worth 
while. 

He  has  also  visited  various  North  Dakota  district  medical 
societies  at  meetings  held  in  Fargo,  Grand  Forks,  Jamestown, 
Bismarck,  Minot  and  Devils  Lake;  and  has  attended  meetings 
of  several  of  the  district  woman’s  auxiliaries. 

3.  Legislative  Activities:  This  of  course  has  been  an  off  year 
for  the  North  Dakota  Legislative  Assembly.  The  1931  Session 
will  convene  next  January.  We  have  a very  efficient  Committee 
on  Public  Policy  and  Legislation,  and  I am  sure  that  with  the 
further  support  of  the  membership  our  technique  in  legislative 
action  will  be  improved  for  the  coming  session. 

In  the  national  legislative  field,  we  were  met  with  a real  test 
this  past  year  when  President  Truman  attempted  to  pass  his 
Reorganizational  Plan  No.  1 through  the  LInited  States  Senate. 
Tills  plan  proposed  the  swallowing  un  of  all  medical  activities 
in  the  Federal  Government  by  the  Federal  Security  Administra- 
tion, and  further  proposed  the  elevation  of  Oscar  Ewing,  FSA 
administrator,  to  the  post  of  Cabinet  member  as  secretary  of 
the  Welfare  and  Health  Department.  This  proposal  was  fought 
violently  bv  medicine  and  other  friends,  and  we  arc  of  course 
very  gratified  to  report  that  it  was  defeated.  Physicians  in 
North  Dakota  took  their  part  in  this  battle. 


September,  19^0 
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ACCOUNTS  OF  OFFICE  OF  EXECUTIVE  SECRETARY 
June  1,  1949 -April  30,  1950 


Public  Medical 

NDSMA  Convention  Relations  Examiners  Total 


Balance  on  Hand.  June  1.  1949.- 

Income,  NDSMA  

Income,  Convention,  1 949  

Refund  to  cover  deficits  

Refund.  Board  Medical  Examiners 
Income,  Convention,  1950  . 


?8,396.37  32,240.89  3517.01  347.32  31  1,201.59 


— 3188.63  3776.48  — 3438.12  3149.73 

8,585.00  8,585.00 

55.00  55.00 

629.41  955.13  1,584.54 

347.32  47.32 

780.00  780.00 


S.S.  Inc.  Tax 

Executive  Secretary,  salary  . 33,062.49  331.45  31  14.40 

Stenographer,  salary  1,708.42  21.88  187.70 

Social  Security,  withheld  3 7.00 

Income  tax  paid  (withheld).  252.90 

Office  supplies  367.40 

Telephone  and  telegraph  217.45 

Rent  --  - - 330.00 

Postage  107.08 

Travel  .-.  . . ..  977.64 

Convention,  1949  

Public  Relations  

Board  Medical  Examiners  

Convention,  1950  

MISCELLANEOUS  645.38 

(Itemized  below) 


Total  Spent  .-. 37.705.76 

Balance  on  Hand  


3690.61 


MISCELLANEOUS— 

Social  security  matched  3 37.00 

Furniture  and  fixtures  15.71 

Cleaning  ..  . ....  55.00 

Power  and  light  8.42 

Subscriptions,  dues  and  donations  186.00 

Repair,  office  equipment  22.16 

Clerical  21.25 

Bank  service  charge  6.15 

Woman’s  Auxiliary  31.93 

Advertising  18.00 

Diabetes  detection  . 50.00 

Personal  Property  Tax 14.39 

Insurance  and  bond  . . 120.88 

Meeting  rooms  39.82 

Flowers  10.20 

Curtains  . 5.17 

Cleaning  supplies  . . 3.30 


3645.38 


VETERANS  MEDICAL  SERVICE  DIVISION 
TRIAL  BALANCE 


January  1,  1947,  through  April  30,  1950 
Debit 

First  National  Bank  ..  ...$  1,152.83 

North  Dakota  State  Medical  Association  . 

Medical  accounts  payable  

Credit 

$ 5,000.00 
5.896.00 
21.185.10 

6.75 

Insurance old  age  benefit  matched  

178.87 

6,416.13 

34.00 

Printing  

Salaries  

276,58 
. 17,775.83 
1,321.02 

Office  supplies 

1,357.91 
445  08 

1,102.50 

37.78 

248.72 

Power  and  light  - 

Furniture,  fixtures  and  appliances  

1,296.63 

40  80 

Miscellaneous  (cleaning,  bond,  bulbs, 

keys,  misc.  labor,  bank  service  charge) 

471.17 

332,121.85 

332,121.85 

5.  Finance:  The  preceding  report  is 
the  Office  of  the  Executive  Secretary. 

the  financial  report  of 
Under  the  constitution 

and  by-laws,  it  is  a province  of  the  Council  to  accept  or  reject 
this  report.  It  is  nevertheless  included  in  the  report  of  the 
Executive  Secretary  so  that  the  Reference  Committee  will  be 
advised  as  to  the  financial  expenditures  of  this  office. 


31,460.89 

187.45 


3517.01 


347.32 


31,648.34  3517.01  347.32 

3592.55  ■ 


39,918.43 

31,283.16 


The  Reference  Committee  will  find  the  action  taken  by  the 
Council  regarding  this  report  in  the  supplementary  report  of 
the  Council.  It  is  again  recommended  that  a fund  and  an  ade- 
quate amount  be  set  aside  for  the  payment  of  necessary  meals 
for  doctors  attending  state-wide  meetings  covering  the  business 
of  their  office  or  committees.  As  a method  of  holding  the  group 
between  afternoon  and  evening  sessions,  such  policy  is  of  de- 
cided practical  merit. 

6.  Woman’s  Auxiliary:  The  Woman’s  Auxiliary,  in  most  of 
the  district  societies,  has  undertaken  as  its  major  project  of  the 
year  a campaign  to  explain  the  doctor’s  position  regarding 
socialized  medicine  to  people  within  their  own  communities. 
This  has  been  done  largely  by  addresses  by  members  of  the 
Auxiliary  before  various  women’s  organizations. 

The  Auxiliary  has  also  done  important  work  in  providing 
public  school  libraries  with  authentic  information  regarding 
national  compulsory  health  insurance.  There  may  be  a tendency 
for  some  district  medical  societies  not  to  appreciate  the  tremen- 
dous help  the  Auxiliary  can  give  to  the  doctors  of  the  state. 
The  Woman’s  Auxiliary  has  proven  a most  valuable  adjunct, 
even  in  the  short  time  of  its  existence.  It  is  recommended  that 
a resolution  be  passed  expressing  the  gratitude  of  the  Associa- 
tion for  the  work  of  the  Woman’s  Auxiliary. 

7.  Annual  Session:  Your  Executive  Secretary  wishes  to  ex- 
press his  appreciation  to  the  members  and  committees  of  the 
Grand  Forks  District  Medical  Society  with  whom  he  has 
worked  in  connection  with  the  1950  meeting.  You  will  note 
that  we  have  even  more  exhibitors  with  us  this  year  than  we 
have  had  in  the  past.  Several  years  ago  the  Council  voted  that 
no  registration  fee  be  charged  any  member  of  the  Association 
attending  the  annual  meeting.  This  means  that  the  entire  cost 
of  the  annual  meeting  is  borne  by  these  firms;  and  members 
are  urged  to  visit  these  exhibits  whenever  intermissions  are  held, 
and  show  their  appreciation  to  the  exhibitors  and  their  repre- 
sentatives. 

8.  Lastly,  your  Executive  Secretary  wishes  to  express  his  per- 
sonal appreciation  to  all  with  whom  he  has  had  occasion  to 
work  during  the  last  year.  One  needs  but  to  look  at  the  list 
of  the  officers,  the  Councillors,  the  members  of  the  House  of 
Delegates,  and  the  list  of  officers  of  the  various  District  Med- 
ical Societies  to  be  assured  that  the  business  of  the  Association 
is  in  good  hands. 

E.  F.  Engebretson,  Executive  Secretary 
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The  Journal-Lancet 


Report  of  the  Treasurer 

Dr.  E.  J.  Larson,  Treasurer,  presented  his  report  as  published 
in  the  Handbook: 


Balance  on  hand.  April  15.  1949 

5. 553.1  5 

Receipts  from  dues 

$\  9,1  10.00 

Interest  on  bonds 

112.50 

i 9.222.50 

Total  receipts 

DISBURSEMENTS: 

Checks  No.  559  to  No.  577.  inclusive. 

$34,775.65 

6-16-49  Office  Exec.  Sec.,  expenses 

2,500.00 

6-29-49  Office  Exec.  Sec.,  expenses  . 

2.500.00 

7-7-49  Mrs.  R.  B.  Byrne,  steno.  services 
J H.  Moore,  M.D.,  delegate. 

190.00 

A M A,.  1 948 

W.  A.  Wnght.  M.D.,  committee 

169,88 

expenses  . 

A.  C.  Fortney.  M.D..  committee 

1 50.00 

expenses 

R.  B.  Radi,  M.D..  committee 

2 5.00 

expenses  . 

8-6-49  Newberry  Insurance  Agency. 

36.20 

Treasurer’s  bond 

9-23  49  Journal-Lancet,  subscriptions. 

25.00 

1948-’49 

1.424.00 

lU-24  49  W A.  Wright.  M.D..  expenses 
Office  Exec.  Sec..  '49  Conv. 

37.17 

deficit.  Pub.  Rel,  May-Sept. 

1 .506.62 

12-1-49  Office  Exec.  Sec.,  expenses 
1-4-50  A.  C.  Fortney.  M.D..  expenses. 

2.000.00 

Chicago 

No.  Cent.  Med.  Conf.. 

77. 3K 

1950  dues 

75.00 

W,  A.  Wright.  M.D  . travel  exp. 
3-23-50  Office  Exec.  Sec.,  balance  of 

398.61 

budget 

3-31-50  J.  H,  Bond,  M.D.,  exp,  Natl. 

1 .585.00 

Conf,  Co.  Med.  Soc.  Off. 
4-11-50  W,  A.  Wright.  M D..  travel 

227.32 

exp..  Jan  -March 
Office  Exec.  Sec.,  deficit. 

1 07.09 

Public  relations 

77.92 

Total  checks  issued 

?1  3,1  12.1  9 

Bank  excliange 

1.5  0 

1 3.1  1 3.69 

4-30-50  Balance  on  hand,  James  River 

National  Bank.  Jamestown 

$21 ,661 .96 

U.  S.  Government  bonds 

4,500.00 

4-30-50  Total  assets 

$26,161,96 

Report  of  Chairman  of  the  Council,  1949-1950 

Dr.  A.  D.  McCannel,  Chairman,  presented  the  following 
report  which  was  referred  to  the  Reference  Committee  on  Re- 
ports of  the  Council,  Councillors,  Delegate  to  the  A.M.A.,  and 
Member  of  the  Medical  Center  Advisory  Council. 

The  report  of  the  Council  is  now  on  a current  basis,  inas- 
much as  starting  last  year  the  supplementary  report  of  the 
Chairman  of  the  Council  which  was  the  result  of  the  meeting 
of  the  Council  immediately  prior  to  the  meeting  of  the  House 
of  Delegates  was  reduced  to  writing  and  included  in  the  official 
minutes  in  the  Journal-Lancet.  This  year’s  report,  therefore, 
commences  with  the  meeting  of  the  new  Council. 

There  have  been  three  meetings  of  the  Council  during  the 
year  1949  1950.  The  supplemental  report  will  be  prepared  for 
consideration  immediately  following  the  meeting  of  the  Council 
to  be  held  in  Grand  Eorks  at  4:00  P.M.,  May  27,  1950. 

At  the  first  session  of  the  new  Council,  Dr.  A.  D.  McCannel 
was  re-elected  chairman  and  Dr.  C.  j.  Glaspel  was  re-elected 
secretary.  Drs.  McCannel,  Waldschmidt  and  Sorkness  were  re- 
appointed to  the  executive  committee  of  the  Council. 

The  following  budget  was  prepared  and  approved  by  the 


Council: 

Misc.  travel  expenses  for  various  committees  1,7^0 

North  Central  conference  75 

Official  meeting  steno^jrapher  1 50 

JOURNAL-I.ANCKT  HOO 

Salary,  Hxecutive  Secretary  5.500 

Rental  3 60 

I.i^ihts  25 

I'elephone  200 

(Office  supplies  and  posta^^e  650 

Stenojjraplier  2,100 

Iravelin^^  expenses.  Hxecutive  Secretary  1.000 

Miscellaneous  fund,  fiixecutive  Secretary  750 

Woman’s  Auxiliary  200 


This  made  a total  budget  of  ^11,560.00.  There  was  no  set 
amount  for  the  f Committee  on  Medical  Economics,  nor  for  the 
CJhairman  of  the  Council,  or  Emergency  Lund  of  the  Council. 


Traveling  expenses  of  committee  members  must  be  approved  by 
the  Executive  Committee. 

The  following  committee  expenses  were  approved: 


Dr.  W.  A.  Wright  . 1150.00 

Dr.  A.  C.  Fortney  ..  . . 25.00 

Dr  R.  B.  Radi  36.20 


It  was  further  moved  and  seconded  that  travel  expenses  for 
Faye  Byrne  from  Miller,  South  Dakota,  to  Minot,  North  Da- 
kota, be  approved. 

It  was  moved,  seconded  and  carried  that  it  be  recommended 
to  the  House  of  Delegates  that  Chapter  VIII,  Section  1 of  the 
By-Laws  be  amended  to  read  as  follows: 

"The  Committee  on  Scientific  Program  shall  consist  of  six 
members  of  this  Association,  appointed  by  the  President  of 
this  Association;  two  of  which  shall  be  appointed  to  three- 
year  terms;  two  of  which  shall  be  appointed  to  two-year  terms, 
and  two  of  which  shall  be  appointed  to  one-year  terms.  All 
successors  to  the  original  terms  shall  be  appointed  by  the 
President  for  a term  of  three  years  each.  The  Committee 
shall  hold  its  first  meeting  on  or  before  the  second  Tuesday 
in  December  at  which  time  it  shall  consider  all  suggested 
speakers  for  the  scientific  program,  submitted  by  the  members 
of  this  Association.  The  Committee  shall  select  at  least 
twenty-five  per  cent  of  the  speakers  on  the  scientific  program 
from  members  of  the  Association,  if  practicable,  and  if  there 
are  not  sufficient  suggested  local  speakers  to  meet  this  quota, 
the  Committee  shall  be  authorized  to  request  presentation  of 
such  papers  from  individuals  who  are  members.  It  shall  de- 
termine the  character  and  scope  of  the  scientific  proceedings 
of  the  Association,  subject  to  the  provision  of  instructions  of 
the  House  of  Delegates  or  of  the  Association,  or  to  the  pro- 
visions of  the  constitution  and  by-laws.  Thirty  days  previous 
to  each  annual  session  it  shall  prepare  and  issue  a program 
announcing  the  order  in  which  papers,  discussions  and  other 
business  shall  be  presented,  which  shall  be  adhered  to  by  the 
Association  as  nearly  as  is  practicable.” 

An  interim  meeting  of  the  Council  was  held  in  Grand  Forks, 
November  12,  1949.  A joint  discussion  was  held  with  the 
Committee  on  Medical  Economics  and  the  State  Welfare  Board 
relative  to  the  establishment  of  a new  fee  schedule.  After  a 
thorough  review  of  the  problem  both  from  the  standpoint  of 
the  doctor  and  the  State  Welfare  Board,  the  Committee  on 
Medical  Economics  was  authorized  to  rewrite  and  submit  a 
new  fee  schedule  to  the  State  Welfare  Board, 

A report  from  the  Sub-Committee  on  Prepayment  Medical 
Care  was  approved. 

Dr.  F.  S.  Crockett,  chairman  of  the  A.M.A.’s  Committee  on 
Rural  Health,  was  a guest  of  the  Council  and  participated  in 
a general  round  table  discussion. 

A second  interim  meeting  of  the  Council  was  held  in  Fargo, 
March  4 and  5,  1950.  At  a general  meeting  including  the 
Council  and  the  Committee  on  Public  Policy  and  Legislation 
and  Medical  Economics,  Mr.  H.  G.  Nilles,  a Fargo  attorney 
and  chairman  of  the  board  of  directors  of  Blue  Cross,  described 
the  background  of  the  Blue  Cross  movement  in  North  Dakota. 
Mr.  Nilles  had  been  asked  to  be  present  as  some  members  had 
taken  exception  to  the  advertisements  the  Blue  Cross  were  run- 
ning in  state  papers,  implying  that  North  Dakota  doctors  did 
not  approve  of  any  kind  of  coverage  other  than  Blue  Cross 
coverage.  After  members  of  the  Association  had  made  them- 
selves perfectly  clear  on  the  question,  representatives  of  the 
Blue  Cross  assured  doctors  of  North  Dakota  that  the  advertis- 
ing policy  of  Blue  Cross  would  be  watched  in  an  effort  to  avoid 
further  antagonism  between  the  doctors  and  members  of  the 
insurance  profession. 

A report  from  the  Committee  on  Public  Policy  and  Legisla- 
tion was  received  and  approved.  The  report  contained  a recom- 
mendation for  the  establishment  of  a grievance  committee  to 
which  both  patients  and  doctors  may  appeal  when  they  believe 
that  they  have  a real  grievance  in  connection  with  their  patient 
doctor  relationship.  The  American  Medical  Association  has  rec- 
ommended that  each  state  association  adopt  such  a plan.  After 
considerable  discussion  the  Council  took  no  action  on  this  sug- 
gestion, hut  suggested  that  the  plan  be  reviewed  by  the  House 
of  Delegates. 

The  Chairman  of  the  Council,  Dr.  McCannel,  gave  a com- 
prehensive report  on  the  status  of  the  University  Medical 
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School,  reporting  both  as  a member  of  the  Medical  Center 
Advisory  Council  and  as  a member  of  the  State  Board  of 
Higher  Education. 

The  Committee  on  Medical  Economics  reported  its  progress 
in  rewriting  the  State  Welfare  Board  Fee  Schedule.  The  sched- 
ule as  written  was  adopted  by  the  Council,  and  the  Committee 
on  Medical  Economics  was  given  power  to  make  minor  revisions 
in  the  same  in  further  negotiations  with  the  State  Welfare 
Board. 

Attention  was  called  to  the  fact  that  the  United  States  gov- 
ernment is  carrying  on  a series  of  instructional  training  pro- 
grams for  doctors  and  other  scientists  in  the  field  of  atomic  war- 
fare. A motion  was  made,  seconded  and  passed,  that  the  ex- 
penses of  Dr.  H.  Milton  Berg  in  attending  a one-week  course 
at  the  Argonne  Laboratories  in  Chicago,  Illinois,  should  be  paid 
by  the  Council  in  the  event  that  the  X-ray  Society  did  not  see 
fit  to  pay  all  or  part  of  the  costs. 

A bill  submitted  by  Dr.  John  Bond,  as  representative  to  the 
National  Conference  of  County  Medical  Society  Officers  held  in 
conjunction  with  the  annual  meeting  of  the  American  Medical 
Association,  in  the  sum  of  ^227.32,  was  approved  subject  to 
Dr.  Bond’s  submission  of  his  report  to  the  Association. 

A short  report  was  made  by  Dr.  R.  B.  Radi  on  the  status 
of  the  Veterans’  Medical  Home  Care  Plan.  Some  criticism  had 
arisen,  largely  on  the  part  of  the  Veterans’  County  Service 
Officers,  as  to  psychiatric  examinations.  It  was  pointed  out  that 
the  Veterans’  Bureau  rating  boards  were  not  complaining  of 
these  examinations.  Dr.  Radi  was  instructed,  therefore,  to  write 
the  Veterans’  Advisory  Council  to  the  governor  of  the  state  of 
North  Dakota,  telling  them  that  when  criticism  arose,  the  Asso- 
ciation would  see  to  it  that  the  individual  involved  might  be 
examined  by  another  doctor  of  his  choosing  or  preferably  by 
the  examining  doctors  in  the  Veterans’  Hospital  at  Fargo, 
North  Dakota. 

Supplemental  Report  of  the  Chairman  of  the  Council 
May  27,  1950 

Dr.  Philip  Woutat  welcomed  the  members  of  the  Council  to 
Grand  Forks. 

Motion  was  made  and  carried  that  .the  reading  of  the  min- 
utes of  the  last  Council  meeting  be  dispensed  with.  The  min- 
utes were  approved  as  printed. 

Dr.  W.  A.  Wright,  President  of  the  Association,  addressed 
the  Council,  expressing  his  appreciation  of  the  fine  work  done 
by  the  Council  during  the  past  year  and  his  personal  apprecia- 
tion for  the  aid  given  him  by  the  Council. 

Dr.  Sedlak,  Secretary  of  the  Association,  made  reference  to 
his  report  which  is  printed  in  full  in  the  Handbook  of  the 
House  of  Delegates,  stating  that  the  membership  has  kept  up 
to  normal,  and  that  he  was  very  pleased  with  the  response  of 
the  members  contributing  to  the  A.M.A.  dues. 

The  financial  reports  of  the  Treasurer  and  the  Office  of  the 
Executive  Secretary  were  submitted  to  the  Auditing  Committee 
appointed,  consisting  of  Drs.  Sorkness,  Fawcett  and  Hanna. 
The  Auditing  Committee  is  to  present  their  report  at  the  next 
session  of  the  Council  on  Sunday,  May  28th. 

After  much  discussion  regarding  the  contract  with  the 
Journal-Lancet,  it  was  decided  that  the  Council  could  not 
take  action  on  this  matter  at  this  meeting,  but  that  it  would  be 
settled  at  the  next  session  of  the  Council. 

Mr.  Engebretson,  Executive  Secretary,  presented  two  bills 
from  doctors  attending  national  meetings.  One  from  Dr.  Berg, 
who  attended  the  Atomic  Energy  course  at  the  Argonne  Lab- 
oratories for  ^133.85  was  approved.  Also  one  from  Dr.  Charles 
Arneson,  chairman  of  the  Emergency  Medical  Service  Com- 
mittee, for  attending  a national  meeting  in  Chicago,  in  the 
amount  of  ^98.33,  was  approved.  It  was  moved  by  Dr.  Sork- 
ness, seconded  by  Dr.  Fawcett,  that  these  bills  be  paid.  Motion 
carried. 

Dr,  Wright  brought  up  a resolution  which  was  passed  by  the 
South  Dakota  Medical  Association  in  regard  to  a joint  meeting 
with  the  North  Dakota  Medical  Association  to  be  held  in 
Aberdeen  next  year.  This  was  discussed  but  no  action  taken. 

Dr.  Wright  brought  before  the  Council  the  fact  that  there 
is  a possibility  that  Dr.  Leonard  Larson  will  be  elected  to  the 


Board  of  Trustees  of  the  American  Medical  Association  at  the 
coming  meeting  in  San  Francisco.  Discussion  was  held  regard- 
ing the  possibility  of  Dr.  L.  W.  Larson  being  a candidate  for 
the  vacancy  on  the  Board  of  Trustees  of  the  Amercan  Medical 
Association.  The  Council  unanimously  approved  backing  Dr. 
Larson  in  the  national  election  for  this  position. 

Dr,  Saxvik  submitted  his  report  on  Multiphasic  Screening 
Program.  Dr.  Sorkness  moved  that  this  subject  be  referred  to 
the  House  of  Delegates  for  their  consideration.  This  was  sec- 
onded by  Dr.  Fawcett  and  passed  by  the  Council.  (Plan  in 
detail  follows  this  report.) 

Dr.  Saxvik  also  brought  before  the  Council  the  desirability  of 
having  a Heart  Committee  of  the  State  Medical  Association. 
However,  as  this  would  increase  the  number  of  standing  com- 
mittees, a discussion  was  carried  on  regarding  the  possibility  of 
incorporating  several  standing  committees  under  one  or  two 
headings.  Dr.  Hanna  proposed  and  Dr.  Waldschmidt  seconded 
the  motion  that  recommendation  be  made  to  the  President  of 
the  Association  that  he  consider  amalgamating  some  of  the 
committees,  such  as  the  committees  on  Tuberculosis,  Venereal 
Disease  and  Pneumonia  being  incorporated  under  the  Public 
Health  Committee,  and  a Committee  on  Chronic  Disease  to 
include  Heart,  Cancer  and  Crippled  Children  Committee  re- 
ports. 

Dr.  Waldschmidt  proposed  having  fewer  blanks  to  be  filled 
out  for  hospitalization  insurance  coverage.  It  was  moved,  sec- 
onded, and  approved  by  the  Council  that  recommendation  be 
made  to  the  House  of  Delegates  to  place  this  matter  in  the 
hands  of  the  Economics  Committee,  that  a uniform  insurance 
blank  be  adopted  for  filling  out  hospital  insurance  by  the 
doctors. 

Mr.  Engebretson  brought  before  the  Council  a few  communi- 
cations which  he  had  received.  One  from  the  National  Educa- 
tional Campaign  of  the  American  Medical  Association  asking 
that  resolutions  be  passed  from  all  kinds  of  groups  against 
National  Compulsory  Health  Insurance.  This  will  be  brought 
before  the  House  of  Delegates  at  the  first  session.  Also,  a 
communication  from  the  Carson,  North  Dakota,  Commercial 
Club  that  the  Carson  community  is  very  much  in  need  of  a 
doctor.  There  is  nothing  that  the  Council  need  to  do  about 
this  as  the  matter  will  be  handled  through  other  channels. 

After  much  discussion,  it  was  moved  and  seconded  and  ap- 
proved by  the  Council  that  it  be  suggested  to  the  President 
that  he  ask  for  reports  from  the  State  Board  of  Medical  Exam- 
iners, and  State  Health  Planning  Committees  to  be  incorporated 
in  the  Handbook  of  the  House  of  Delegates. 

There  being  no  further  business  to  come  before  the  meeting, 
the  Council  adjourned. 

A.  D.  McCannel,  M.D.,  Chairman 
Multi-Screening  Program 

Introductioti: 

The  Multi-Screening  program  for  chronic  diseases  attempts 
to  give  to  a single  individual  at  a specified  time  certain  tech- 
nical screening  tests  that  are  specific  in  their  results,  are  rela- 
tively inexpensive  to  perform,  and  that  preferably  do  not  require 
the  immediate  preference  of  a physician.  These  tests  are  objective 
and  furnish  the  physician  to  whom  the  patient  is  referred  val- 
uable data  upon  which  to  base  his  diagnosis.  The  program  is 
designed  primarily  in  checking  apparently  well  individuals  who 
are  not  under  a physician’s  care. 

It  appears  logical  that  when  apparently  well  persons  come 
in  for  a routine  screening  test,  such  as  a chest  x-ray,  that  other 
tests  for  chronic  diseases  could  easily  be  performed  at  the  same 
time.  The  early  finding  of  indications  of  specific  chronic  dis- 
eases through  the  tests,  plus  the  referral  to  physicians  for  diag- 
nosis and  follow-up,  are  invaluable  in  a chronic  disease  program. 
The  individual  will  benefit  from  early  treatment  and  at  a time 
when  he  is  still  economically  independent. 

The  State  Medical  Society  would  be  requested  to  appoint  a 
Medical  Advisory  Committee  to  guide  the  medical  aspects  of 
promotion  and  operation.  (The  Public  Health  Committee 
could  probably  assume  this  responsibility.) 

Tentative  Plan: 

It  is  proposed  to  operate  the  Multi-Screening  program 
through  the  district  health  units.  Additional  employees  will  be 
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placed  in  the  district  to  operate  the  screening  program  and  will 
be  assigned  other  duties  in  the  district  during  the  days  the 
screening  program  is  not  in  operation. 

The  business  manager  of  the  district  health  unit  will  assist 
in  establishing  the  locations  and  the  advance  publicity  work. 
The  screening  team  will  have  assigned  to  it  a laboratory  tech- 
nician, a sanitarian,  a clerk,  a public  health  assistant,  a nurse 
from  the  district  health  unit  and  a nurse  from  the  county  in 
which  the  screening  team  is  operating. 

The  business  manager  would  obtain  locations  in  various 
towns  within  the  district,  preferably  locations  in  an  auditorium, 
school  building  or  any  large  room  which  could  be  partitioned 
with  portable  partitions  carried  by  the  screening  team.  The 
power  in  the  building  would  need  to  be  220  volt  single  phase 
AC  for  operation  of  the  x-ray  unit.  The  equipment  carried  by 
the  team  would  be  a portable  70  mm.  x-ray  unit,  portable  scales, 
a sphygmometer,  a portable  audiometer,  sterilizer,  syringes  and 
auxiliary  apparatus. 

The  individual  to  be  examined  would  enter  the  testing  pro- 
cedure by  the  way  of  a registration  desk  where  a clerk  would 
type  on  the  serially  numbered  form  his  name,  address,  age  and 
his  physician.  The  clerk  would  hand  the  individual  the  form 
and  ask  him  to  go  to  Station  No.  2,  where  he  would  be  weighed 
and  his  height  measured.  He  would  take  the  form  to  Station 
No.  3,  where  a 70  mm.  x-ray  of  his  chest  would  he  made. 
At  Station  No.  4,  a blood  pressure  reading  would  be  taken  and 
with  the  cuff  still  in  place,  a specimen  of  blood  would  be  taken 
into  a vacuum  tube,  which  would  be  identified  by  the  same 
number  on  the  form  (probably  practical  to  perform  hemoglobin 
determination  at  this  time).  At  Station  No.  5,  a portable 
audiometer  would  be  used  for  a hearing  test.  At  Station  No.  6, 
he  would  be  handed  a cylindrical  cardboard  container  holding 
a corked  6 cc.  test  tube  containing  a tablet  of  thymol  preserva- 
tive. He  would  be  directed  to  collect  a specimen  of  urine,  not 
to  take  the  pill  but  to  leave  it  in  the  test  tube  and  to  drop  the 
container  in  the  mailbox.  The  containers  will  be  addressed  to 
the  laboratory  and  will  not  require  postage.  He  could  be  hand- 
ed several  pieces  of  health  education  material  and  advised  that 
the  physician  whom  he  named  at  the  time  of  registration  would 
be  informed  as  to  the  findings.  The  whole  procedure  would 
take  approximately  15  minutes. 

The  x-ray  film  would  be  mailed  to  the  State  Health  Depart- 
ment where  it  would  be  developed  and  interpreted  under  the 
same  procedure  as  the  mobile  units  are  operating. 

The  blood  serology  specimen  would  be  mailed  to  the  State 
Public  Health  Laboratory  for  routine  tests  which  would  include 
standard  syphilis  tests,  a test  for  infectious  mononucleosis,  a 
spot  test  for  brucellosis,  hemoglobin  determination,  agglutina- 
tion for  tularemia,  typhoid  fever  and  Rocky  Mountain  Spotted 
Fever. 

One  copy  of  the  form,  once  completed,  is  sent  to  the  physi- 
cian of  the  patient’s  choice.  Twenty-four  hours  later,  a post- 
card is  sent  to  the  patient  advising  him  that  the  results  of  his 
examination  have  been  sent  to  his  physician  and  advising  him 
to  call  upon  his  physician  for  interpretation.  The  patient  after 
visiting  his  physician  is  re-examined  to  the  extent  thought  neces- 
sary by  the  physician  who  returns  to  the  Health  Department 
the  record  and  a note  saying  whether  the  arbitrary  signs  of 
abnormality  are  regarded  by  him  as  an  indication  of  pathology 
or  not. 

Some  of  the  expected  benefits  from  the  screening  program.- 
would  be; 

1.  Larly  indication  of  chronic  diseases  among  apparently  well 
persons  with  referrals  to  their  own  physician  for  a diagnosis 
and  treatment. 

2.  Development  of  a closer  relationship  between  patient,  doc- 
tor and  community. 

3.  The  collection  of  data  which  would  enable  the  Health 
Department  to  adjust  its  services  according  to  greater  needs  and 
allow  for  a better  expenditure  of  the  tax  dollar. 

4.  Provide  scientific  data  for  use  by  the  medical  specialists 
and  various  cooperating  agencies. 


REPORTS  OF  COUNCILLORS 
First  District 

The  First  District  Medical  Society  held  eight  well-attended 
meetings  during  the  year  1949.  In  spite  of  traveling  difficulties 
during  the  winter  months  there  was  always  a good  representa- 
tion of  our  out-of-town  members.  Members  of  the  Veterans 
Hospital  staff  of  Fargo  were  in  frequent  attendance  at  the 
meetings. 

At  the  January  meeting  it  was  decided  that  applicants  for 
membership  to  the  Society  with  transfer  cards  from  a former 
medical  society  would  be  elected  to  full  membership  after  three 
consecutive  readings  of  their  application.  Also,  that  new  mem- 
bers would  be  voted  into  the  Society  after  a probationary  period 
of  six  months  rather  than  the  twelve  months  as  was  the  pre- 
vious custom. 

Drs.  Lytle,  Driver,  Hall,  Burton,  Donat,  Wright,  Kulland, 
Nelson,  Wold,  Ahern,  Klakeg,  Armstrong  and  Peterson  were 
elected  to  full  membership.  Dr.  Marvin  Geib,  who  practiced  in 
North  Dakota  prior  to  the  war,  was  reinstated  to  full  mem- 
bership. 

The  active  membership  at  the  time  of  writing  is  eighty.  This 
does  not  include  the  associate  members  of  the  Veterans  Hos- 
pital staff  or  the  retired  members. 

The  programs  for  the  year  covered  a wide  variety  of  sub- 
jects calculated  to  interest  all  the  members  of  the  Society.  In 
March,  Dr.  R.  V.  Ebert  spoke  on  chronic  emphysema.  In 
April,  Dr.  Thomas  Kinsella  spoke  on  suppurative  diseases  of 
the  chest.  At  the  September  meeting  we  heard  a very  fine 
address  by  our  State  President,  Dr.  W.  A.  Wright,  and  also 
some  remarks  by  Mr.  E.  F.  Engebretson,  the  state  Executive 
Secretary.  The  scientific  program  for  October  was  presented  by 
Dr.  P.  H.  Thorlakson  who  spoke  to  us  on  diverticulitis  and 
diverticulosis.  In  November  we  were  fortunate  in  havinv  Dr. 
E.  T.  Bell,  emeritus  professor  of  pathology  at  the  University 
of  Minnesota,  speak  to  us  on  diabetic  pathology.  In  December 
we  held  our  annual  business  meeting.  The  January  meeting 
was  given  over  to  the  use  of  antibiotics  as  presented  by  Dr. 
Donald  Nichols.  In  order  to  vary  the  program  in  February  we 
were  addressed  by  Mr.  Phillip  Vogel,  a Fargo  attorney,  who 
spoke  to  us  on  medical  malpractice  liability. 

The  new  officers  elected  for  1950  were  Dr.  Earl  Haugrud. 
president;  Dr.  John  Bond,  vice-president;  Dr.  Hugh  Hawn, 
secretary-treasurer.  Delegates  to  the  state  convention  are  Drs. 
Earl  Haugrud,  Arthur  Fortney  and  C.  V.  Bateman.  Alternate 
delegates  are  Drs.  Bond,  Dillard  and  Beithon. 

J.  F.  Hanna,  M.D.,  Councillor 

Second  District 

The  Devils  Lake  District  Medical  Society,  Second  District, 
had  five  regular  meetings  in  the  past  year,  and  one  other  rfieet- 
ing  postponed  on  account  of  blizzard  conditions.  Interest  has 
been  uniformly  good  and  attendance  satisfactory.  We  have 
managed  to  have  quite  well  arranged  programs,  and  a guest 
speaker  on  each  occasion. 

There  have  been  several  discussions  on  the  Blue  Shield  Med- 
ical Program,  and  general  dissatisfaction  has  been  expressed  on 
these  occasions  as  to  the  manner  in  which  it  was  being  pro- 
moted and  sold.  It  appeared  to  this  Society  that  sufficient  push 
was  not  being  given  this  program,  and  Mr.  Eagles  so  advised. 
It  was  suggested  to  him  that  he  put  more  pressure  on  sales 
program  in  and  about  this  area. 

A Diabetic  Detection  Drive  was  carried  on  in  the  city  of 
Devils  Lake  for  a five  day  period,  but  the  response  by  the 
public  was  not  too  good.  It  was  thought  that  probably  there 
had  been  insufficient  advertising,  which  may  have  been  some- 
what to  blame. 

Another  project  carried  on  in  the  city  of  Devils  Lake  during 
the  past  year  was  a special  dinner  arranged  by  the  Chamber  of 
Commerce  honoring  the  older  practitioners  of  the  community, 
with  the  active  cooperation  and  participation  of  the  members 
■'f  this  Society.  This  was  well  received  bv  the  public  and  proved 
to  be  a very  nice  gesture. 

The  Society  gained  three  new  members  in  the  past  year. 
There  were  no  deaths. 

John  C.  Fawcett,  M.D.,  Councillor 
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Third  District 

The  Grand  Forks  District  Medical  Society  has  had  a very 
satisfactory  year.  The  membership  to  date  numbers  63,  with 
47  paying  the  A.M.A.  assessment. 

During  the  year  nine  meetings  were  held,  all  of  which  were 
well  attended.  Guest  speakers  included  Dr.  Graham  Kernwein 
of  Minot,  Dr.  B.  M.  Black  of  the  Mayo  Clinic,  Dr.  Harris 
Lynch  of  St.  Paul,  Dr.  Leroy  Calkins  of  Kansas  City,  Dr.  Vic 
de  Cardy,  Dr.  R.  M.  Marwin,  Dr.  C.  J.  Hamre  of  the  Univer- 
sity Medical  School  of  Grand  Forks,  and  Dr.  A.  E.  Culmer  of 
Grand  Forks. 

The  following  officers  were  elected  at  the  December  meeting: 
Dr.  Ralph  Mahowald,  Grand  Forks,  president;  Dr.  C.  R. 
Tompkins,  Grafton,  vice-president;  Dr.  L.  S.  Ralston,  Grand 
Forks,  secretary-treasurer.  The  delegates  to  the  state  convention 
are  Dr.  T.  Q.  Benson,  Grand  Forks,  Dr.  R.  W.  Vance,  Grand 
Forks  and  Dr.  George  Waldren,  Cavalier. 

The  Society  will  be  host  to  the  1950  state  convention  which 
will  be  held  in  Grand  Forks  late  in  May.  In  addition  the 
Society  has  sponsored  the  Diabetic  Detection  Drive  for  the 
past  two  years.  The  Grand  Forks  District  Medical  Society 
prize  of  ^25.00  was  awarded  to  William  Hulet  of  Minot,  who 
was  the  senior  at  the  University  Medical  School  who  had  the 
highest  scholastic  standing. 

At  the  fall  meeting  of  the  Traill-Steele  District  Medical 
Society  the  following  officers  were  elected:  Dr.  R.  C.  Little, 
Mayville,  president;  Dr.  G.  S.  Wheeler,  Portland,  vice-presi- 
dent; Dr.  Syver  Vinje,  Hillsboro,  secretarv-treasurer.  The  dele- 
gate to  the  1950  state  meeting  was  Dr.  H.  A.  LaFleur,  May- 
ville. 

The  paid-up  membership  for  this  year  is  twelve,  eight  of 
whom  paid  the  special  A.M.A.  assessment. 

Three  regular  meetings  were  held  during  the  year  with  good 
attendance.  Guest  speakers  were  Dr.  Coy  C.  Kaylor  of  Fargo, 
who  spoke  on  Colles  fracture,  and  Dr.  E.  A.  Haunz  of  Grand 
Forks  who  discussed  the  Diabetic  Detection  Drive. 

At  the  meeting  held  in  Mayville  in  August  1949,  the  ladies 
of  the  Auxiliary  served  a picnic  lunch  in  Woodland  Park 
to  which  the  medical  membership  was  invited. 

C.  J.  Glaspel,  M.D.,  Councillor 

Fourth  District 

The  Northwest  District  Medical  Society  now  has  a member- 
ship of  59  paid-up  members  and  one  honorary  member.  As  of 
March  20,  31  members  had  paid  their  state  dues  and  all  but 
one  of  these  have  paid  their  A.M.A.  special  dues. 

Officers  during  1949  were:  Dr.  M.  W.  Garrison,  president; 
Dr.  Robert  Goodman,  vice-president;  and  Dr.  Henry  Kermott, 
secretary-treasurer.  Dr.  Halliday  was  nominated  as  delegate  to 
the  state  convention  and  Drs.  Erenfeld  and  Woodhull  as  alter- 
nates. The  present  officers  are:  Dr.  V.  J.  Fischer,  president; 
Dr.  R.  T.  Gammell,  vice-president,  and  Dr.  W.  C.  Hurly,  sec- 
retary-treasurer. 

The  meetings  have  been  continued,  as  in  the  past,  alternating 
between  the  two  hospitals — St.  Joseph’s  and  Trinity — which 
have  excellent  facilities  for  the  meetings. 

During  the  year  six  regular  meetings  were  held  with  the  fol- 
lowing programs:  On  February  24,  Mr.  E.  F.  Engebretson, 

executive  secretary  of  the  North  Dakota  State  Medical  Associa- 
tion, gave  a brief  talk  on  various  aspects  of  current  legislation 
in  Bismarck  and  discussed  prepayment  medical  insurance.  The 
North  Dakota  Physicians  Service  was  discussed  thoroughly  and 
questions  were  answered  by  Mr.  Engebretson.  After  consider- 
able discussion  it  was  moved  by  Dr.  Cameron  that  the  North- 
west District  reject  the  plan  and  the  motion  carried. 

At  the  regular  meeting  on  March  31  a film  was  shown  on 
Red  Cross  First  Aid. 

Dr.  Kernwein  was  the  speaker  at  the  meeting  on  April  28. 
He  discussed  the  new  program  for  the  care  of  poliomyelitis 
patients  in  respect  to  their  obtaining  financial  help  from  the 
local  polio  fund  and  presented  examples  of  the  various  forms 
that  have  to  be  filled  out  for  investigation  of  the  individual 
case. 


No  meeting  was  held  in  May  as  we  entertained  the  North 
Dakota  State  Medical  Association. 

Dr.  R.  Woolner  of  Rochester,  Minnesota,  was  the  guest 
speaker  at  the  meeting  held  on  September  29.  His  topic  was 
"Tumor  of  the  Lungs.” 

On  October  27  an  interesting  talk  on  "Treatment  of  Vari- 
cose Veins”  was  presented  by  Dr.  Emerson  of  St.  Paul,  Minn. 

"Cerebral  Spastic  Conditions”  was  discussed  by  Dr.  Perl- 
stein  at  the  December  6 meeting. 

During  the  year  one  member.  Dr.  Andy  Carr,  died  follow- 
ing rather  a prolonged  illness. 

Archie  D.  McCannel,  M.D.,  Councillor 

Fifth  District 

There  are  ten  members  in  our  society,  a loss  of  one  over  last 
year.  Dr.  Kent  Westley  of  Cooperstown  having  moved.  Nine 
of  our  members  are  in  active  practice,  eight  in  Valley  City  and 
one  in  Cooperstown.  One  member.  Dr.  A.  W.  Macdonald, 
is  retired  and  an  honorary  member  of  the  State  Association. 

Three  regular  meetings  of  our  society  were  held  during  the 
year.  The  annual  meeting  in  January  was  devoted  to  the  elec- 
tion of  officers,  and  the  discussion  of  veterans  service  plans, 

A. M.A.  assessments,  prepayment  medical  care  plans  and  the 
State  Welfare  Board  fee  schedule. 

Meetings  were  also  held  in  July  and  November,  and  movie 
films  on  ano-rectal  diseases,  breast  cancer,  and  cancer  detection 
were  shown.  Because  of  the  small  membership  in  our  society 
no  effort  was  made  to  obtain  outside  speakers.  Some  of  our 
members  attend  the  scientific  meetings  of  the  First  District  and 
Stutsman  County  medical  societies. 

A Diabetic  Detection  Program  was  carried  out  by  our  society 
with  very  unsatisfactory  results  in  that  the  response  by  the  pub- 
lic was  not  sufficiently  good  to  justify  putting  on  the  program. 

A committee  from  our  society  has  been  successful  in  working 
out  an  agreement  with  our  County  Welfare  Board  with  regard 
to  fees  for  care  of  welfare  board  clients. 

The  officers  of  our  society  for  the  year  1950  are:  Dr.  Paul  T. 
Cook,  president;  Dr.  J.  P.  Merrett,  vice-president;  Dr.  C.  J. 
Meredith,  secretary-treasurer;  Dr.  W.  H.  Gilsdorf,  delegate, 
and  Dr.  Paul  T.  Cook,  alternate  delegate. 

Excellent  hatmony  and  cooperation  prevail  in  our  society. 

C.  J.  Meredith,  M.D.,  Councillor 

Sixth  District 

Four  meetings  of  the  society  have  been  held  during  the  past 
year  with  an  average  attendance  of  32.  The  membership  of  the 
society  is  65. 

The  present  officers  of  the  Sixth  District  Medical  Society  are 
Dr.  C.  A.  Arneson,  Bismarck,  president;  Dr.  L.  H.  Fredricks, 
Bismarck,  vice-president;  and  Dr.  C.  H.  Peters,  Bismarck,  sec- 
retary-treasurer. 

New  members  added  during  the  year  were:  Dr.  John  R.  Wil- 
liams, Bismarck;  Dr.  Lester  D.  Shook,  Riverdale;  Dr.  Robert 

B.  Tudor,  Bismarck;  Dr.  Myron  Gughnour,  Bismarck  and  Dr. 
J.  C.  McEwen  of  Bismarck.  Dr.  Fannie  D.  Quain,  an  hon- 
orary member,  died  in  February,  1950. 

Dr.  O.  C.  Gaebe  of  New  Salem  was  designated  as  the  so- 
ciety’s outstanding  general  practitioner  for  1949. 

Dr.  Edwin  Bayrd  of  Mayo  Clinic,  Rochester,  Minnesota, 
gave  the  program  at  one  meeting  and  spoke  on  "The  Newer 
Treatments  of  Blood  Dyscrasias.”  Dr.  R.  B.  Tudor  of  Bis- 
marck discussed  "Clinical  Aspects  of  Methemoglobinema  Due 
to  Well  Water  Ingestion”  and  Mr.  W.  Van  Heuvelen,  state 
public  health  chemist,  discussed  "Nitrates  in  North  Dakota 
Drinking  Water.” 

Dr.  J.  D.  Cardy,  pathologist  at  the  University  of  North 
Dakota  Medical  School,  presented  a paper  on  "Coronary  Heart 
Disease.”  Mr.  E.  F.  Engebretson,  Executive  Secretary  of  the 
North  Dakota  State  Medical  Association,  presented  a discussion 
of  the  various  medical  problems,  both  local  and  national. 

R.  H.  Waldschmidt,  M.D.,  Councillor 
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Seventh  District 

The  Stutsman  County  Medical  Society,  which  is  the  Seventh 
District  Society,  had  six  meetings  during  the  year  1949. 

At  the  January  meeting,  following  the  election  of  officers, 
a report  on  the  meeting  of  the  District  Society  Officers  and  the 
Councillors  at  Bismarck  was  given  by  Drs.  Larson  and  Nierling, 
who  attended  the  meeting. 

The  next  meeting  was  held  in  February  at  which  time  a 
colored  film  was  shown  on  "Anomalies  of  Bile  Ducts.  ' 

On  May  26  a regular  meeting  was  held.  Dr.  Richard  Varco, 
associate  professor  of  surgery  at  the  University  of  Minnesota, 
was  guest  speaker.  His  topic  was  ’’Electrolyte  Balance  in  Pre- 
and  Postoperative  Surgery.” 

At  the  next  meeting  on  September  29  Dr.  Pederson  reported 
upon  the  plans  for  the  Diabetic  Detection  Drive  to  be  held  the 
week  of  October  10-16.  Tbe  Southern  District  Medical  Society 
has  been  dissolved  and  the  members  were  invited  to  become 
members  of  this  society.  A film  was  shown  on  "Surgical  Treat- 
ment of  Hypertension.  " 

On  October  27th,  a brief  report  on  the  Diabetic  Detection 
Drive  was  given.  Drs.  Beall,  Martin  and  Maloney  were  admit- 
ted to  the  society.  Mr.  Don  Eagles  of  Blue  Cross  and  Blue 
Shield  explained  the  organization  and  function  of  the  latter. 

The  last  meeting  was  held  on  December  1st.  Mr.  E.  F. 
Engebretson,  guest,  spoke  briefly  on  developments  in  the  fight 
against  socialized  medicine  and  specifically  mentioned  the  book 
"The  Road  Ahead.  ’ Dr.  Willard  Wright  gave  an  interesting 
resume  of  developments  in  the  line  of  County  Welfare  Board 
fee  schedules,  cooperatives  and  medical  practice,  the  coming 
state  meeting  at  Grand  Forks,  and  lastly  a dissertation  upon 
the  proposed  medical  center  at  Grand  Forks. 

The  society  has  had  two  meetings  thus  far  in  1950.  On 

January  26  the  following  officers  were  elected  for  1950;  Dr. 
John  W.  Jansonius,  president;  Dr.  Basil  Maloney,  vice-president; 
Dr.  R.  D.  Nierling,  secretary-treasurer;  Dr.  T.  E.  Pederson, 
delegate;  Dr.  J.  N.  Elsworth,  alternate  delegate;  and  Dr.  R. 
Woodward,  Dr.  George  Holt  and  Dr.  F.  O.  Woodward, 
censors. 

At  this  meeting  Dr.  J.  J.  F'ler,  pathologist  at  St.  John’s 

Hospital  in  Fargo,  gave  an  excellent  paper  on  "The  Modern 
Concepts  of  Hypertension.”  A film  "The  Kidney  in  Health” 
was  shown. 

On  February  23  the  society  held  its  regular  meeting.  Dr. 

Elsworth  presented  the  program  of  the  Security  Council  and 

their  wish  to  establish  a blood  bank.  The  book,  "The  Road 
Ahead,'  was  discussed  and  the  society  agreed  to  purchase 
copies  of  this  book  for  distribution.  Dr.  E.  O.  Hieb  was  voted 
membership  in  the  society.  Mrs.  F^.  C.  F’eterson  of  Jamestown, 
who  spent  several  months  in  England  last  fall,  spoke  to  the 
society  upon  her  observation  and  experiences  with  medicine  in 
England  under  the  labor  government, 

Joseph  Sorknk.ss,  M.D.,  Councillor 

Eiglitfi  FDistrict 

The  Tri-County  Medical  Society  held  four  meetings  during 
the  year.  Blue  Cross  and  13lue  Shield  were  discussed  at  one 
meeting,  which  was  addressed  by  Mr.  Don  Eagles.  The  remain- 
ing meetings  were  devoted  to  viewing  of  medical  and  surgical 
films  and  discussion  of  current  medical  economic  matters. 

FL  J.  ScHWiNCiHAMEH.  M.F3.,  Councillor 

Nintli  FDistrict 

F he  Southwest  District  Medical  Society  as  of  December  31, 
1949,  had  23  members,  tbe  same  as  in  1948.  We  have  two  new 
members  admitted  during  the  year,  13r.  Harlan  F^arsen,  now 
associated  with  the  Ffodgers  and  Gumper  Clinic,  Dickinson,  and 
Dr.  FFarold  Helscth,  practicing  in  Mott.  Dr.  Helseth  is  a 
transfer  from  F'ergus  I'alls.  Minnesota.  Dr.  l^arsen  recently 
completed  hospital  training  at  Ancker  Hospital,  St.  l^aiil,  Min- 
nesota. L)r.  E,  E,  Olesky  of  Mott  left  for  special  training  in 
eyes,  ears,  nose,  and  throat  and  has  not  returned  to  the  state. 
Dr.  Sam  Chernausek  of  13ickinson  h.is  retired. 

13uring  the  year  four  society  meetings  were  held.  1 he  first 
meeting  was  on  January  8 in  Dickinson,  after  a dinner  for  the 


society.  Dr.  Cartwright  of  13ismarck  presented  a paper  on  the 
Problem  of  Amoebic  Dysentery.  Mr.  Don  Eagles  of  the  Blue 
Cross  discussed  the  Problem  of  Blue  Shield.  Our  Executive 
Secretary,  Mr.  Engebretson,  was  also  present.  The  society  voted 
at  that  time  to  accept  the  F31ue  Shield  Plan  as  presented  and 
voted  to  put  It  into  effect  as  soon  as  possible.  Due  to  the 
adverse  weather  conditions,  the  field  work  of  selling  the  idea 
to  the  community  was  not  possible  until  about  the  middle  of 
March,  1949.  Blue  Shield  has  been  well  accepted  by  the  society 
members  as  a whole.  During  the  regular  business  meeting  Dr. 
A.  J.  Gumper  was  elected  president.  Dr.  C.  R.  Dukart,  vice- 
president;  Dr.  H.  L.  Reichert,  secretary;  Dr.  R.  W.  Rodgers, 
delegate  to  the  state  meeting;  and  Dr.  Hans  E.  Guloien,  alter- 
nate delegate. 

The  second  meeting  was  held  April  9,  1949.  There  was  a 
joint  dinner  meeting  with  the  Auxiliary  at  the  St.  Charles 
Hotel.  Following  the  dinner  meeting.  Dr.  F.  T.  Leittel  of  the 
Fargo  Clinic  presented  a paper  on  "The  Physiology,  Differen- 
tial Diagnosis,  and  Various  Clinical  Tests  Used  in  the  Study 
of  Jaundice.” 

The  third  meeting  was  held  September  30,  1949,  at  Dickin- 
son. This  meeting  was  called  essentially  to  bring  up  the  matter 
of  Diabetes  Detection  Week.  Mr.  Fields  of  the  Southwest 
District  Health  Unit  showed  us  the  film,  "Wendy  Hill,”  an 
educational  film  on  diabetes.  Co-chairmen  of  the  diabetes  pro- 
gram for  this  district  were  Dr.  A.  J.  Spanjers  and  Dr.  Harlan 
Larsen.  The  program  was  well  accepted  by  the  society  members. 

The  final  meeting  of  the  year  was  held  November  12,  1949, 
at  Mott,  North  Dakota.  The  society  members  were  the  guests 
of  Dr.  Hill  and  Dr.  Maercklein  and  the  dinner  was  held  at 
the  F3utts’  House.  Dr.  Robert  Radi  of  Bismarck,  North  Da- 
kota, was  the  guest  speaker  for  the  evening.  His  subject  was 
"The  Changing  Aspects  in  Medicine.”  The  meeting  was  suc- 
cessful and  the  thought  of  having  district  meetings  in  the  vari- 
ous towns  of  the  district  seems  to  be  well  worth  while. 

Fifteen  out  of  twenty-three  members  paid  the  ^25.00  special 
assessment  to  the  American  Medical  Association.  Those  mem- 
bers who  did  not  pay  were  the  older  physicians  dropping  out 
of  practice  or  the  completely  new  ones  in  the  society. 

During  the  year  the  various  economic  and  political  problems 
of  medicine  were  brought  up  at  each  meeting,  both  in  district 
society  meetings  and  staff  conferences.  Information  was  passed 
on  as  much  as  possible  by  the  committee  members  who  received 
information  from  the  American  Medical  Association,  Shearon 
Medical  Legislative  Service,  etc. 

A.  R.  Giesdorf,  M.D.,  Councillor 
REPORTS  C'>F  STANI3ING  COMMITTEES 

The  following  reports  of  the  Standing  Committees  were  re- 
ferred to  the  Reference  Committee  on  Reports  of  Standing 
Committees,  except  the  Report  of  the  Committee  on  Medical 
Economics  and  Its  Subcommittees; 

Medical  Education 

The  Committee  on  Medical  Education  held  a meeting  on 
February  II,  1950,  in  the  lilirary  of  the  medical  school  on  the 
University  campus.  Grand  F'orks,  North  Dakota.  Those  present 
were;  Drs.  R.  E.  Leigh,  chairman.  Grand  Forks;  W.  A.  Lie- 
beler.  Grand  Forks;  C.  R.  Tompkins,  Grafton;  H.  M.  Berg, 
Bismarck;  R.  W,  Rodgers,  Dickinson;  F.  D.  Naegle,  Minot; 
W.  F.  Baillie,  Fargo;  J.  A.  MacDonald,  Cando;  W.  A.  Wright, 
Williston,  [^resident  of  the  North  Dakota  State  Medical  Asso- 
ciation; W.  F.  Potter,  Grand  Forks,  dean*  of  the  Medical 
School;  and  Mr.  John  Page,  executive  secretary  of  the  Medical 
Center  Advisory  Board,  Grand  Forks. 

The  purposes  for  the  meeting  were  reviewed  as  follows: 
a.  Survey  medical  education  m the  state, 
h.  Evaluate  North  Dakota  medical  requirements. 

c.  Make  constructive  criticism  to  those  entrusted  with  med- 
ical education. 

d.  To  function  as  liai.son  between  constituted  authorities 
and  the  doctors  of  the  State  Association, 

A brief  review  of  the  194*3  Medical  Center  Enabling  Act  and 
the  mill  levy  for  support  of  the  North  Dakota  Medical  Center 
Ihogram  was  made. 
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The  committee  reviewed  the  progress  that  has  been  made  at 
the  University  under  the  direction  of  the  Board  of  Higher  Ed- 
ucation, the  University  Administration  and  the  Medical  Center 
Board  during  the  past  year  as  it  related  to  the  Medical  Center 
and  Medical  School.  The  committee  noted  the  completion  of 
the  Medical  School  building  and  its  improved  equipment.  It 
noted  with  satisfaction  the  additions  that  have  been  made  to 
the  Medical  School  faculty.  The  committee  congratulated  the 
Medical  School  for  the  establishment  of  a separate  medical 
library.  They  commended  University  authorities  for  increasing 
the  number  of  each  of  the  Medical  School  classes  from  25  to 
30  students.  The  committee  was  informed  that  the  administra- 
tion is  establishing  an  advanced  Nurses’  Training  course  to 
provide  teachers  for  that  profession.  Also  they  were  informed 
that  a practical  course  for  training  laboratory  technicians  was 
being  established. 

A lengthy  discussion  was  held  relative  to  the  feasibility  and 
expense,  in  terms  of  returns  to  the  people  of  North  Dakota, 
of  a proposed  four-year  school. 

The  main  argument  for  a four-year  school  at  the  present 
time  is  the  difficulty  in  transferring  our  25  to  30  graduates  for 
their  third-year  training.  Reliable  sources  of  information  were 
quoted  that  led  the  members  of  this  committee  to  believe  that 
if  the  University  of  North  Dakota’s  two-year  school  is  brought 
up  to  a standard  where  it  is  second  to  none  in  the  United 
States,  all  of  our  students  will  be  transferred  with  little  diffi- 
culty. The  main  objections  to  a four-year  school  were  the 
marked  increase  in  building  space  needed,  the  required  Univer- 
sity Hospital  of  150  beds  or  more  and  the  budget  estimated 
at  better  than  a million  dollars  per  year  to  support  the  school. 
Comment* was  made  on  the  report  that  doctors  in  Iowa  were 
not  satisfied  with  the  plan  there  and  that  the  school  was  having 
financial  difficulties.  Utah  and  Colorado  were  also  having  finan- 
cial difficulties  in  operating  their  four-year  school.  These  were 
such  strong  arguments  that  this  committee  felt  that  at  the 
present  time  no  plan  to  establish  a four-year  medical  curricu- 
lum at  the  University  was  feasible. 

A second  plan  was  discussed  whereby  the  University  of 
North  Dakota  Medical  School  would  affiliate  itself  with  some 
other  four-year  school  and  automatically  transfer  the  North 
Dakota  two-year  graduates  to  that  school  for  finishing;  the 
difficulty  being  to  find  such  a school  that  would  be  willing  to 
take  our  North  Dakota  men  at  a price  we  could  afford  to  pay 
without  completely  relinquishing  control  of  our  own  school. 

The  condition  of  the  school  at  the  present  time  was  discussed, 
and  the  committee  found  that  the  most  pressing  need  was  a 
department  of  biochemistry  headed  by  a clinical  biochemist  as 
a part  of  the  Medical  School  faculty.  This  is  in  accordance 
with  the  recommendation  made  by  the  American  Medical 
Association  accrediting  committee  and  the  American  Associa- 
tion of  Medical  Schools.  We  further  recommend  that  a physi- 
cian qualified  in  bacteriology  be  obtained  to  head  a department 
of  bacteriology,  it  being  noted  that  in  the  last  two  years  the 
two  men  added  to  the  faculty  in  this  department  were  not 
physicians,  and  that  members  of  our  graduating  classes  were 
poorly  prepared  to  pass  the  National  Boards  in  this  field.  This 
is  a condition  for  accrediting  which  has  not  been  fulfilled. 

A discussion  was  held  relative  to  establishing  accredited  in- 
ternships and  residencies  in  the  major  hospitals  of  the  state 
by  joint  cooperation  of  the  North  Dakota  Hospital  Association 
and  the  Medical  School.  It  is  conceded  that  one  of  the  best 
ways  to  obtain  practitioners  who  are  acclimated  to  our  state, 
is  to  have  the  men  serve  their  internships  in  the  state.  The  com- 
mittee suggested  that  the  Medical  School  have  a staff  man  whose 
duty  is  to  take  charge  of  postgraduate  medical  education.  He 
would  supervise  the  teaching  program  of  the  interns  and  set  up 
and  supervise  refresher  courses  for  the  practitioners  of  the 
state;  those  courses  to  be  given  under  the  auspices  of  the  Med- 
ical Center  in  the  major  cities.  These  courses  would  include  not 
only  doctors,  but  also  nurses,  technicians,  and  others  concerned 
with  public  health. 

A plan  was  discussed  and  referred  for  additional  study  that 
would  propose  that  the  Medical  Center  Board  offer  scholarships 
and  loans  for  needy  North  Dakota  students  to  enable  them  to 
complete  their  medical  education,  to  aid  them  with  internships, 
or  to  assist  them  in  establishing  a rural  practice. 


The  committee  noted  that  in  November  of  1948  the  mill 
levy  was  passed  by  the  people  of  North  Dakota  as  a demand 
that  more  doctors  be  provided.  The  mill  levy  money  is  now 
available;  therefore,  this  committee  urges  the  Medical  Center 
Board  and  the  Board  of  Higher  Education  to  consider  the  pro- 
gram that  is  outlined  herein  and  proceed  in  any  other  way  that 
will  facilitate  the  fulfillment  of  the  demands  of  the  people  of 
North  Dakota.  This  committee  urges  that  the  members  of  the 
North  Dakota  State  Medical  Association  and  the  citizens  of 
North  Dakota  give  the  Medical  Center  Board  and  the  Board 
of  Higher  Education  their  wholehearted  interest  and  support 
in  the  fulfillment  of  these  programs. 

The  chairman  of  your  committee  wishes  to  report  pertinent 
events  since  the  committee  meeting.  Your  representative  of  the 
Medical  Center  Advisory  Council  will  report  directly  to  the 
House  of  Delegates  on  the  actions  of  that  council. 

The  Board  of  Higher  Education  met  and  considered  the 
recommendations  of  both  the  Committee  on  Medical  Education 
of  the  North  Dakota  State  Medical  Association  and  those  of 
the  Medical  Center  Advisory  Council.  They  recommended  that 
an  investigation  and  a survey  be  made  by  representatives  of  the 
official  rating  bodies;  namely,  the  Committee  on  Medical  Edu- 
cation of  the  American  Medical  Association  and  the  Associa- 
tion of  American  Medical  Schools. 

On  April  6,  Dr.  Anderson  of  the  A.M.A.  and  Dr.  Smiley 
of  the  Association  of  American  Medical  Colleges  spent  two 
days  at  Grand  Forks  surveying  the  progress  at  the  University 
Medical  School  and  in  Grand  Forks.  Their  report  will  not  be 
available  until  acted  upon  by  their  respective  agencies. 

R.  E.  Leigh,  M.D.,  Chairman 
Official  Publication 

This  committee  has  not  had  a formal  meeting  during  the 
year.  The  Journal-Lancet  has  continued  to  cooperate  with 
our  Association  in  every  way  possible.  The  issues  devoted  to 
special  subjects  during  the  year  have  been  noteworthy.  The 
Journal-Lancet  is  celebrating  its  80th  birthday  this  year.  The 
February,  1950,  issue  contained  interesting  and  valuable  reviews 
of  the  history  of  medicine  in  Minnesota,  Manitoba  and  the 
Dakotas. 

North  Dakota  physicians  are  submitting  more  manuscripts  to 
the  Journal-Lancet  each  year.  This  is  a healthy  indication  of 
the  scientific  growth  of  the  medical  profession  in  our  state. 

L.  W.  Larson,  M.D.,  Chairman 

Necrology  and  Medical  History 

Again  we  pause  in  our  usual  activities  to  pay  sincere  respect 
to  the  memories  of  those  of  our  members  who  have  been  called 
to  eternal  rest,  since  we  last  met. 

We  note  and  remember  their  faithfulness,  their  sacrifices 
and  their  great  devotion  to  our  profession.  We  extend  our 
deepest  sympathy  to  their  survivors.  We  will  strive  to  emulate 
their  example  as  we  continue  to  carry  the  burden. 

DR.  WILHELM  S.  ANDERSON,  73,  died  June  26,  1949, 
at  Northfield,  Minnesota.  A graduate  of  St.  Olaf  college,  he 
took  his  medical  course  at  the  University  of  Minnesota,  finish- 
ing with  the  class  of  1903.  He  was  licensed  to  practice  in 
North  Dakota  in  January  of  1917.  Dr.  Anderson  practiced  in 
Warren  and  Minneapolis,  Minnesota,  and  Grand  Forks,  North 
Dakota.  He  served  in  the  medical  corps  during  World  War  I, 
and  was  at  Fort  Snelling  from  1921  until  his  retirement  in 
1944. 

DR.  EVAN  C.  STONE  died  August  4,  1949,  in  Minot 
after  a long  illness.  A native  of  Minnesota,  he  was  graduated 
from  Hamline  Medical  School  in  1905  and  was  licensed  in 
July  of  the  same  year.  Dr.  Stone  located  at  Balfour  and  prac- 
ticed there  for  17  years,  then  moved  to  Minot  to  continue  in 
practice  until  his  retirement  in  1939.  He  served  as  coroner  for 
both  McHenry  and  Ward  counties  and  as  president  of  Mercy 
hospital.  He  also  served  in  the  1939  session  of  the  state  legis- 
lature. Dr.  Stone  was  a 40-year  member  of  the  Elks  lodge  of 
Minot  and  also  belonged  to  Masonic  and  Scottish  Rite  bodies 
of  Minot  and  Balfour  and  to  El  Zagal  Shrine,  of  Fargo.  Sur- 
vivors are  his  wife,  Mrs.  Ann  Stone  and  three  children,  Ardell 
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of  Mason  City,  Iowa;  Mrs.  Monroe  Spear  of  Minot;  and 
Cmdr.  Evan  C.  Stone,  Jr.,  Medical  Corps,  U.  S.  Navy, 
Saugus,  Mass. 

DR.  FAYETTE  D.  KENDRICK  died  August  24.  1949,  m 
St.  Paul.  He  was  93  years  of  age  and  was  said  to  be  the  oldest 
physician  of  Minnesota.  Dr.  Kendrick  was  a pioneer  physician 
of  North  Dakota  and  practiced  at  Bismarck  from  1885  to  1903, 
when  he  moved  to  St.  Paul. 

DR.  MARTIN  U.  IVERS,  81,  died  September  13,  1949, 
in  Fargo.  A native  of  Minnesota,  Dr.  Ivers  had  a bachelor's 
degree  in  education  from  the  St.  Cloud  normal  school  and 
taught  school  for  a number  of  years  before  entering  the  Uni 
versity  of  Minnesota  for  his  medical  course.  He  graduated  in 
1902  and  was  licensed  in  North  Dakota  in  July  of  the  same 
year.  He  began  the  practice  of  medicine  at  Abercrombie  and 
continued  there  until  1918,  when  he  moved  to  Christine  to 
practice  with  a brother.  He  was  truly  a pioneer  physician  and 
served  a large  territory.  He  held  many  positions  of  trust  as 
coroner,  school  board  member  and  as  church  trustee.  Included 
in  survivors  are  Mrs.  Ivers,  Dr.  George  Ivers,  Ralph  M.  Ivers, 
sons,  and  a daughter,  Mrs.  Clifford  Danielson,  all  of  whom 
reside  in  Fargo.  Two  other  daughters  and  a sister  reside  in 
the  East. 

DR.  ALEXANDER  B.  FIELD,  86,  died  m a Grafton  hos- 
pital, August  29,  1949.  He  was  a native  of  Ontario,  was  grad- 
uated from  the  University  of  Toronto  in  1891,  and  was 
licensed  in  North  Dakota  in  1892.  Dr.  Field  located  in  Forest 
River,  where  he  continued  in  practice  during  his  professional 
life.  He  had  served  for  many  years  as  city  councilman  and 
as  a member  of  the  school  board.  He  was  a trusted  pioneer 
doctor. 

DR.  GEORGE  H.  MILLER,  70,  died  recently  in  Los  An- 
geles. He  graduated  from  McGill  University  in  1901  and  was 
licensed  in  October  of  the  same  year.  He  located  at  Stanley, 
North  Dakota,  the  first  doctor  to  practice  in  that  city.  Among 
survivors  are  Mrs.  Miller,  a son.  Dr.  Alden  Miller  of  Los  An- 
geles, his  mother,  three  daughters,  two  brothers,  two  sisters  and 
eight  grandchildren. 

DR.  EDWIN  L.  GOSS,  84,  died  February  4,  1949,  in  Port- 
land, Oregon,  where  he  had  resided  since  June  of  the  previous 
year.  Dr.  Goss  was  born  in  Illinois  and  received  his  medical 
education  at  the  College  of  Physicians  and  Surgeons  of  Chi- 
cago, was  graduated  in  1892  and  licensed  in  North  Dakota  in 
1902.  He  practiced  in  Iowa  and  served  as  a medical  officer  in 
the  Army  Medical  Corps  at  Ft.  Dodge  before  coming  to  North 
Dakota.  Dr.  Goss  located  at  Carrington  and  held  that  field  of 
practice  for  47  years  before  removal  to  Portland.  He  also  served 
as  a medical  officer  in  World  War  I.  He  was  reliant,  emphatic 
and  dynamic  and  held  many  positions  of  trust  and  importance. 
He  was  a past  president  of  the  North  Dakota  State  Medical 
Association.  Dr.  Goss  had  been  a member  of  Masonic  bodies 
at  Carrington,  York  Rite  bodies  and  the  Shrine.  Survivors  are 
two  sons  and  a daughter. 

DR.  FANNIE  DUNN  QUAIN,  75,  passed  away  February 
2,  1950,  in  a Bismarck  hospital  as  a result  of  a heart  attack. 
She  was  born  in  Bismarck,  February  13,  1874,  a daughter  of 
John  P.  Dunn,  pioneer  druggist.  She  was  graduated  from  the 
University  of  Michigan  Medical  School  in  1898  and  was 
licensed  in  North  Dakota  in  October  of  1899.  She  is  believed 
to  have  been  the  first  woman  to  practice  in  North  Dakota  and 
perhaps  the  first  native  of  the  state  to  graduate  in  medicine. 
After  her  graduation  she  returned  to  Bismarck  and  for  a num- 
ber of  years  was  an  active  practitioner.  She  was  married  to 
E.  P.  Quain,  M.D.,  in  1903.  Dr.  Quain  had  served  on  the 
local  school  board  and  at  one  time  was  county  superintendent 
of  schools.  She  was  a past  president  of  the  state  board  of 
health;  was  an  organizer  and  first  secretary  of  the  Tuberculosis 
Society;  and  was  instrumental  in  the  establishment  of  the 
San  at  Dunseith  and  also  Camp  Grassick  for  underprivileged 
children.  Dr.  Quain  was  a member  of  the  Fifty  Year  Club 
of  our  Association.  A son,  Buell  Quain,  won  distinction  as 
an  anthropologist  before  his  death  in  the  jungles  of  Brazil  in 
1939,  while  on  a research  trip.  Survivors  are  a daughter,  Mrs. 
Charles  Kaiser  of  Portland,  Oregon,  and  a brother,  Piatt  Dunn, 
former  rancher  and  now  a resident  of  Bismarck. 

DR.  JOHN  H RINDLAUB,  84,  died  March  12,  1950, 
in  a hospital  of  his  home  city,  Fargo,  His  death  was  caused 
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by  uremia.  Dr.  Rindlaub  was  a native  of  Wisconsin  and  after 
graduation  from  the  State  Teachers  College  at  Plattevillc, 
served  as  principal  of  high  schools  for  four  years,  with  sum- 
mers spent  in  advanced  work  at  the  University  of  Wisconsin. 
He  graduated  in  medicine  from  George  Washington  Univer- 
sity in  1893  and  was  licensed  in  North  Dakota  in  January  of 
1896.  Because  of  his  scholastic  ability  and  continued  study  he 
was  granted  additional  degrees  from  Howard  University  and 
Harvard.  Dr.  Rindlaub  studied  abroad  in  Berlin,  Dublin, 
London  and  Vienna  as  well  as  at  Freedman  hospital  in  Wash- 
ington and  the  New  York  postgraduate  school.  He  won  the 
Seaman's  prize  for  scholarship.  He  held  the  chair  as  professor 
of  ophthalmology  and  otolaryngology  of  his  alma  mater  until 
1896,  when  he  resigned  to  locate  at  Fargo.  He  was  perhaps  the 
first  to  confine  his  practice  to  his  specialtv  He  was  later  joined 
as  associates  by  a sister.  Dr.  Elizabeth,  and  a brother.  Dr. 
Martin.  Dr.  Rindlaub  practiced  in  Fargo  for  more  than  30 
years,  leaving  in  1928  to  practice  in  California.  He  returned  to 
Fargo  after  five  years  because  of  ill  health.  He  was  a man  of 
scholarly  and  professional  bearing  and  deserving  of  the  many 
honors  which  came  to  him.  He  was  a past  president  of  the 
State  Medical  Association.  Due  to  his  suggestion,  interest  and 
activity,  he  was  largely  responsible  for  the  formation  of  the 
North  Dakota  Academy  of  Ophthalmology  and  Otolaryngol- 
ogy. He  also  was  a member  of  the  Minnesota  academy  as  well 
as  the  national  academy  of  his  specialty.  He  was  a member  of 
the  College  of  Surgeons.  His  interest  in  the  profession  brought 
him  to  office  in  many  of  these  societies.  Dr.  Rindlaub  is  sur- 
vived by  three  sisters.  Dr.  Elizabeth  and  Mrs.  John  D.  Wool- 
edge  of  Fargo  and  Mrs.  John  H.  Robertson  of  Platteville,  and 
two  sons.  Col.  Bruce  Rindlaub  of  Washington,  D C.,  and  New- 
hall  Douglas  of  New  York  City.  The  body  of  Dr.  Rindlaub 
was  returned  to  Platteville  for  burial. 

DR.  ANDY  M.  CARR,  59,  died  at  his  home  in  Minot, 
March  16,  1950.  His  death  was  attributed  to  a heart  attack. 
He  was  a native  of  Northwood.  North  Dakota,  where  his 
father  was  a pioneer  physician.  Dr.  Carr  was  a graduate  of 
Minot  High  School  and  from  the  medical  course  of  the  Uni- 
versity of  North  Dakota.  He  acquired  his  medical  degree  from 
Rush  Medical  College  in  1915  and  was  licensed  in  January  of 
1921.  He  served  his  internship  at  Cook  County  Hospital  of 
Chicago  and  practiced  in  that  city  for  a short  period.  Dr.  Carr 
served  as  a captain  overseas  in  the  first  World  War.  He  joined 
his  father  in  special  practice  at  Minot  and  was  one  of  the 
founders  of  the  Northwest  Clinic,  with  the  specialty  of  oph- 
thalmology and  otolaryngology.  Dr.  Carr  was  a past  president 
of  Kiwanis  at  Minot;  was  an  original  stockholder  of  the  Coun- 
try Club;  served  as  a trustee  of  the  First  Presbyterian  Church 
and  held  membership  in  the  Elks  and  the  American  Legion. 
He  was  a past  president  of  the  North  Dakota  Academy  of 
Ophthalmology  and  Otolaryngology.  Survivors  are  Mrs.  Carr, 
who  was  a nurse  of  World  War  I and  whom  he  married  in 
Paris,  and  three  daughters,  Mrs.  Jack  L.  Hauge  and  Mrs.  C. 
F.  Ellison,  and  Mrs.  Harry  P.  Steenstrup,  who  with  their  hus- 
bands are  in  Florida;  and  ten  grandchildren. 

DR.  CLINTON  SMITH,  71,  passed  away  January  22, 
1950,  at  Miami,  Florida,  where  he  was  spending  the  winter. 
He  was  a native  of  Allandale,  Illinois,  and  after  completing  his 
preliminary  education  started  the  medical  course  in  Louisville, 
Ky.  He  later  transferred  to  Northwestern  University,  where 
he  was  graduated  in  1903.  He  was  licensed  to  practice  in  North 
Dakota,  January  14,  1904.  Coming  to  Devils  Lake,  Dr.  Smith 
became  a pioneer  physician  of  that  area.  He  was  a charter 
member  of  the  Phi  Beta  Phi  fraternity.  Dr.  Smith  was  one  of 
five  pioneer  doctors  honored  in  December,  1949,  by  the  Devils 
Lake  Medical  Society  and  the  Chamber  of  Commerce.  The 
President  of  our  State  Association,  Dr.  Wright,  gave  the  main 
address.  The  funeral  was  held  at  Devils  Lake,  where  Mrs. 
Smith  still  lives. 

DR.  JOHN  J.  SEIBEL,  60,  died  recently  after  moving  to 
Lodi,  Calif.,  in  1938.  He  became  a member  of  the  California 
State  Medical  Association.  Dr.  Seibel  graduated  in  medicine 
from  the  LJniversity  of  Minnesota  with  the  class  of  1919  and 
was  registered  to  practice  in  North  Dakota  m 1925.  Early  after 
registration  Dr.  Seibel  established  himself  at  Harvey  and  was 
a valued  member  of  the  Tri-County  Medical  Society  until  his 
removal  to  California. 
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DR.  JOHN  H.  BOND,  39,  passed  away  at  his  home  in 
Fargo  as  a result  of  a heart  attack  April  28,  1950.  Dr.  Bond 
was  born  August  31,  1910,  at  Sacred  Heart,  Minnesota.  He 
spent  most  of  his  boyhood  years  at  Marmarth,  North  Dakota, 
later  moving  to  Fargo.  He  was  graduated  from  the  North 
Dakota  Agricultural  College  at  Fargo,  attended  the  medical 
school  of  our  University,  and  obtained  his  medical  degree  from 
the  University  of  Pennsylvania  in  1936.  His  internship  and  a 
two  year  fellowship  were  taken  at  the  University  Hospital  in 
Minneapolis.  Dr.  Bond  was  married  in  May  1937  to  Kathryn 

E.  Paulson,  daughter  of  Mr.  and  Mrs.  H.  D.  Paulson  of 
Fargo.  After  a few  months  in  practice  at  Jacksonville,  Texas, 
he  located  in  Fargo  in  1940.  He  was  registered  in  North  Da- 
kota in  1940.  Dr.  Bond  first  was  in  private  practice  in  Fargo, 
later  joining  the  Hanna,  Clay,  Lancaster  group.  After  special 
training  in  internal  medicine  he  became  a member  of  the  Da- 
kota Clinic  in  1943,  where  he  continued  practice  in  his  spe- 
cialty. He  was  a past  secretary  and  at  the  time  of  his  pass- 
ing, vice-president  of  the  First  District  Medical  Society.  He  was 
an  alternate  delegate  to  the  coming  meeting  of  our  State  Asso- 
ciation and  was  our  state  representative  to  the  National  Con- 
ference of  County  Medical  Society  Officers.  Besides  his  parents, 
Mr.  and  Mrs.  H.  H.  Bond  of  Fargo,  immediate  survivors  are 
Mrs.  Bond  and  their  four  children,  Kathryn  Terrill,  John  Jr., 
Mary  Ann  and  James. 

DR.  H.  E.  NEVE,  47,  of  Rolette,  North  Dakota,  died 
April  22,  1950.  Dr.  Neve  was  a native  of  Bowbells,  North 
Dakota,  and  was  educated  at  the  N.D.A.C.  at  Fargo  and  the 
University  Medical  School  at  Grand  Forks.  He  was  graduated 
in  1937  from  Rush  Medical  College  and  served  his  internship 
at  San  Bernardino,  California,  and  his  residency  at  Presby- 
terian hospital  of  Hollywood,  California.  Dr.  Neve  was  licensed 
in  1941  and  had  practiced  at  Bismarck,  Minot,  Hope  and  San 
Haven  before  becoming  superintendent  of  the  Rolette  Com- 
munity hospital.  He  was  civic-minded  and  had  served  as  mayor, 
president  of  the  school  board,  county  coroner  and  on  the 
County  Insanity  Board,  as  well  as  the  Board  of  Health.  Dr. 
Neve  belonged  to  the  Masonic  bodies  and  the  Shrine.  Mrs. 
Neve  and  a son  Paul,  aged  9,  survive. 

DR.  VIRGIL  H.  MOATS,  77,  passed  away  May  3,  1950, 
in  a Fargo  hospital.  Dr.  Moats  was  a native  of  Ohio  and 
obtained  his  medical  education  in  the  department  of  medicine 
of  Hamline  university,  St.  Paul,  Minnesota.  He  was  graduated 
in  1908  and  was  registered  to  practice  in  North  Dakota  in 
1910.  He  served  as  a medical  officer  in  World  War  I,  after 
which  he  practiced  in  McClusky.  Surviving  Dr.  Moats  are 
Mrs.  Moats  and  two  daughters,  living  respectively  in  Minne- 
sota and  Nebraska. 

DR.  W.  F.  BAILLIE,  72,  passed  away  in  a Fargo  hospital 
May  5,  1950.  Dr.  Baillie  was  a native  of  Scotland,  coming 
with  his  parents  to  this  country  in  1883.  For  several  years  the 
family  lived  in  Iowa  and  came  to  Barnesville,  Minnesota,  where 
he  grew  to  manhood.  He  attended  Macalester  college  of  St. 
Paul  and  received  his  medical  degree  from  the  University  of 
Minnesota  in  1903.  He  spent  his  internship  at  St.  John’s 
hospital  in  Fargo  and  was  licensed  to  practice  in  North  Dakota 
in  1904.  Dr.  Baillie  then  located  at  Hunter,  where  he  prac- 
ticed for  nearly  20  years.  He  came  to  Fargo  in  1923  and  be- 
came associated  with  the  Fargo  Clinic.  He  had  served  as  presi- 
dent of  the  board  of  directors  of  the  Clinic,  as  well  as  president 
of  the  staff  of  St.  Luke’s  hospital.  He  held  important  com- 
mittee appointments  of  our  State  Association.  He  was  a fellow 
of  the  International  College  of  Surgeons.  Dr.  Baillie  was  a life- 
time sports  enthusiast  and  had  been  a skillful  baseball  player  in 
his  younger  years.  He  never  was  too  old  to  enjoy  golf.  Dr. 
Baillie  was  married  to  Gertrude  Morey  of  Minneapolis  in  1913. 
He  was  a trustee  of  the  First  Presbyterian  Church;  a member 
of  the  Hunter  Masonic  Lodge;  Scottish  Rite  Bodies  in  Fargo; 
El  Zagal  Temple  of  the  Shrine;  the  Fargo  Elks  Lodge  and 
the  Fargo  Country  Club.  Survivors  besides  Mrs.  Baillie  are  a 
son,  Glen,  a senior  at  the  N.D.A.C.;  three  daughters,  Mrs.  C. 
Warren  Litten  and  Mrs.  John  W.  Shotwell  of  Fargo  and  Mrs. 
George  W.  Hosfield,  Sacramento,  California;  a sister,  Mrs.  E. 

F.  Morey,  Palo  Alto,  California,  and  eight  grandchildren. 

F.  L.  Wicks,  M.D.,  F.  I.  Darrow,  M.D., 

Co-Chairmen 


Executive  Secretary’s  Note: 

In  the  February  1950  issue  of  the  Journal-Lancet,  being 
their  80th  Anniversary  number,  there  appeared  a short  history 
of  medicine  in  North  Dakota.  This  very  fine  history  is  the 
contribution  of  Dr.  F.  L.  Wicks,  who  has  so  faithfully  served 
as  the  chairman  of  this  committee  for  many  years. 

Pneumonia 


The  Committee  on  Pneumonia  held  no  formal  meetings  dur- 
ing the  current  year.  It  would  appear  that  the  Committee  on 
Pneumonia  has  accomplished  to  some  extent  the  work  that  it 
set  out  to  do  and  hence  any  meetings  are  more  or  less  super- 
fluous. Your  chairman  points  out  that  there  was  a death  rate 
last  year  of  16  per  cent,  which  would  seem  to  be  too  high  with 
the  type  of  medications  available  at  the  present  time.  It  should 
be  definitely  lower  than  that.  This  year’s  results  are  even  worse 
as  the  following  report  shows  a death  rate  of  22  per  cent. 


Pneumonia  Cases  by  Month  Pneumonia  Cases  by  Age  and  Sex 


Month 

Cases 

Age  Group 

Male 

Female 

January  

91 

Under  1 month  --  — 

..  10 

4 

February  

78 

Over  1 month  and 

March  - 

74 

under  1 year  

81 

44 

1 to  4 - - 

69 

69 

60 

5 to  9 

- 29 

26 

June  . 

42 

10  to  14  -- 

13 

9 

July 

^9 

15  to  19  - — 

..  12 

7 

20  to  29  - - . 

- 24 

9 

30  to  39  - - 

..  21 

1 1 

48 

. 13 

9 

70 

50  to  59  

..  36 

1 1 

1 ns 

.34 

15 

70  and  over  

..  83 

67 

Total  762 

Not  stated  

.34 

22 

Total 

459 

303 

Kind  of  Pneumonia 

Lobar  21  3 

Broncho  -418 

Other  74 

Not  stated  57 

Total  762 


Place  of  Treatment 


Home  5 3 

Hospital  544 

Not  stated  165 


Total  762 


Pneumonia  Deaths 


1948  1949* 


Broncho  83  76 

Lobar  4 5 56 

Virus,  atypical  2 7 

Pneumonia  unspecified  20  29 


Total  148  168 


* Provisional 


O.  W.  Johnson,  M.D.,  Chairman 


Public  Healtli 


The  Committee  on  Public  Health  of  the  North  Dakota  State 
Medical  Association  called  its  regular  meeting  in  Bismarck, 
North  Dakota,  March  11,  1950. 

C.  O.  McPhail,  M.D.,  Crosby,  North  Dakota,  was  the  only 
member  present  except  the  chairman,  and  it  was  felt  that  no 
resolutions  could  be  made.  Therefore,  a negative  report  is 
submitted. 

Russell  O.  Saxvik,  M.D.,  Chairman 


Maternal  and  Child  Welfare 

The  Committee  on  Maternal  and  Child  Welfare  of  the  North 
Dakota  State  Medical  Association  met  in  Bismarck  on  January 
21,  1950,  and  in  Fargo  on  March  4,  1950. 

The  committee  submits  the  following  recommendations: 

1.  For  the  past  two  years  the  Committee  on  Maternal  and 
Child  Welfare  has  made  a request  to  gather  information  con- 
cerning the  relationship  between  German  measles  and  other 
virus  infections  during  pregnancy  and  certain  abnormalities 
occurring  to  the  newborn.  Insufficient  information  has  been  ob- 
tained to  make  a conclusive  statement  or  to  warrant  a continua- 
tion of  this  study. 

2.  It  is  recommended  that  the  continued  study  of  nitrates  in 
drinking  water  and  its  association  with  methemoglobinemia  be 
brought  to  the  attention  of  the  physicians  in  the  state  through 
the  several  medical  societies. 

3.  As  no  maternity  home  in  the  state  and  32  hospitals  in  the 
state  do  not  have  incubators  in  their  delivery  rooms  and  21  hos- 
pitals do  not  have  incubators  in  their  nurseries  and  as  the  pre- 
mature death  rate  in  North  Dakota  continues  to  remain  tela- 
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lively  high,  it  is  recommended  that  the  Health  Council  of  the 
State  Department  of  Health  incorporate  regulations  requiring 
these  incubators  in  all  maternity  homes  and  hospitals. 

Further,  it  is  recommended  that,  inasmuch  as  20  hospitals  do 
not  have  any  type  of  mechanical  resuscitator,  regulations  be  de- 
veloped requiring  all  hospitals  to  have  an  adequate  resuscitator 
available  in  their  obstetrics  and/or  pediatrics  departments. 

4.  It  IS  recommended  that  adequate  incubators  be  provided 
on  a ratio  to  births  consistent  with  the  recommendations  of  the 
Committee  of  Infant  Care  of  the  American  Academy  of 
Pediatrics. 

5.  It  is  recommended  that  all  hospitals  be  provided  with  a 
copy  of  the  recommendations  of  the  American  Academy  of 
Pediatrics  for  the  care  of  the  newborn,  and  an  attempt  made 
by  them  to  put  as  many  of  these  recommendations  into  force 
as  possible. 

P.  W.  Freise,  M.D.,  Chairman 
Cancer 

The  Committee  on  Cancer  was  increased  from  four  to  seven 
members  during  the  past  year.  This  was  done  to  provide  better 
geographical  distribution  of  the  membership  and  also  to  provide 
seven  professional  members  on  the  board  of  directors  of  the 
recently  incorporated  North  Dakota  Cancer  Society. 

The  committee  met  in  Bismarck  on  December  29,  1949.  All 
members  were  in  attendance.  The  committee  discussed  the 
cancer  situation  in  the  state  and  then  adjourned  to  attend  the 
organization  meeting  of  the  board  of  directors  of  the  North 
Dakota  Cancer  Society.  Through  the  generosity  of  the  citizens 
of  North  Dakota  and  the  wise  and  careful  expenditure  of  its 
funds  over  the  past  several  years,  the  society  has  accumulated  a 
relatively  large  surplus  of  money.  The  board  unanimously 
agreed  that  the  time  had  come  for  the  society  to  expand  its 
activities,  limited  in  the  past  to  education  and  service,  to  the 
promotion  of  research  in  cancer.  Accordingly,  ^42,850  was  ap- 
propriated to  the  North  Dakota  Medical  School  in  the  form  of 
institutional  ($18,430)  and  research  ($24,400)  grants.  The 
institutional  grants  were  earmarked  for  the  departments  of  path- 
ology, physiology,  and  anatomy,  the  funds  to  be  used  mainly 
for  the  purchase  of  special  cancer  research  equipment.  The 
research  grants  were  earmarked  for  the  salaries  of  technical 
personnel  and  research  fellows,  and  the  cost  of  expendable 
equipment  and  materials  such  as  experimental  animals  and 
chemicals. 

”A  cancer  detection  center  in  every  doctor's  office"  is  the  aim 
of  the  Committee  on  Chancer.  The  American  Cancer  Society, 
through  its  nation-wide  program  of  education,  is  stressing  the 
importance  of  periodic  physical  examinations.  It  also  warns  the 
people  of  the  danger  signals  of  cancer  and  urges  people  to  con- 
sult their  family  physicians  immediately  whenever  one  or  more 
of  these  signals  occur.  As  a result  more  and  more  yieople  are 
consulting  their  physicians  for  a "checkup.  " The  responsibility 
of  the  physician  in  this  program  is  obvious.  He  must  give  such 
patients  a complete  physical  examination.  In  addition  he  must 
exercise  a constant  awareness  of  the  early  signs  and  symptoms 
of  cancer  and  insist  that  the  slightest  indication  of  the  presence 
of  cancer  demands  a thorough  investigation.  This  may  involve 
procedures  beyond  his  resources.  If  so,  it  is  his  c4uty  to  refer 
the  patient  where  specialized  facilities  are  available. 

The  State  Cancer  Society  again  co-sponsored  a refresher 
course  on  cancer  at  the  University  of  Minnesota  continuation 
center  in  February.  Twelve  North  Dakota  physicians  attended 
the  course.  A total  of  130  North  Dakota  physicians  have 
availed  themselves  of  this  opportunity  to  refresh  their  knowledge 
of  cancer  and  to  learn  new  methods  of  diagnosis  and  treatment 
since  the  refresher  courses  were  started  several  years  ago.  It  is 
the  hope  of  the  committee  that  everv  physician  in  the  state  will 
be  able  to  attend  one  of  these  refresher  courses  so  that  the 
slogan  "a  cancer  detection  center  in  every  doctor’s  office  ” will 
become  a reality. 

The  need  for  continued  support  of  the  State  Cancer  Society 
by  all  physicians  in  the  state  is  obvious.  The  society  carries  its 
message  to  the  people  through  volunteer  workers.  These^men 
and  women,  who  give  freely  of  their  time  and  energy,  deserve 
our  wholehearted  support. 

I,  W Larson,  M D.,  Chairman 


Tuberculosis 

The  Committee  on  Tuberculosis  can  again  report  steady 
progress  in  the  control  of  tuberculosis  in  our  state. 

Dr.  W.  L.  Wallbank  reports  increased  length  of  time  of 
treatment  prevails  at  the  state  sanitarium. 

The  report  on  mobile  x-ray  units  is  summarized  as  follows  by 
Dr.  R.  O.  Saxvik: 


Summary  of  Chest  X 

Total  Satisfactory  Films  . 
Negative  ... 

Suspicious 

Percentage  of  total 

Positive  - .. 

Percentage  of  total 
Other  Pathology  . . 

Percentage  of  total 
Referred  to  Physician 
Percentage  of  total  ... 


Surveys,  1946,  1947, 

1948, 

1949 

946 

1947 

1948 

1949 

Total 

>,054 

89,591 

70,246 

56,820 

245.71  1 

).998 

85,435 

67,839 

55,379 

235,65  1 

— 

1 .966 

1.361 

868 

— — 

1.9% 

1.5% 

— 

1 1 7 

1 16 

36 

— 

0.1  % 

0.2% 

.1  % 

— 

2,073 

930 

537 

— 

2.3% 

1.3% 

.9% 

1,056 

4,156 

2.407 

1.441 

10,060 

M "c 

4.6% 

3.4% 

2.5% 

4.1% 

The  committee  wishes  to  report  on  an  additional  tuberculosis 
control  work  started  in  our  state;  that  is,  tuberculosis  testing  in 
our  schools  throughout  the  state.  This  work  is  now  on  a nation- 
wide basis  and  our  state  is  particularly  suited  for  this  work, 
because  as  J.A.  Myers,  M.D.,  states;  "This  project  has  been  so 
effective  that  we  are  now  anxious  to  have  it  extended  to  the 
ten  states  which  have  low  mortality  rates.  These  are  Iowa, 
Idaho,  Kansas,  Minnesota,  Wisconsin,  North  Dakota,  New 
Hampshire,  Utah,  Nebraska  and  Wyoming.  We  believe  that 
the  incidence  of  infection  is  so  low  in  these  ten  states  that  this 
refined  method  is  applicable  and  is  the  quickest  way  of  bringing 
about  eradication  of  tuberculosis.” 


Dr.  A.  F.  Hammargren  has  been  named  chairman  of  the 
sub-committee  on  tuberculosis  for  North  Dakota  of  the  Ameri- 
can School  Health  Association.  Serving  also  on  this  committee 
are  Dr.  Robert  Goulding  of  Bowman  and  Dr.  F.  E.  Wheelon 
of  Minot.  Dr.  R.  O.  Saxvik,  state  health  officer,  has  promised 
his  help  and  cooperation.  The  work  will  be  closely  allied  with 
the  work  of  the  State  Health  Department. 

The  first  school  to  be  certified  in  the  state  is  the  Rhame 
school  under  the  supervision  of  Dr.  Robert  L.  Goulding.  We 
hope  this  program  will  become  effective  in  our  state. 

A.  F.  Hammargren,  M.D.,  Chairman 


Fractures 

No  meetings  of  the  Committee  on  Fractures  were  held  during 
the  year  1949,  but  we  have  urged  the  continuance  of  our  poli- 
cies as  carried  out  in  previous  years. 

R.  H.  Waldschmidt,  M.D.,  Chairman 
Public  Policy  and  Legislation 

The  Committee  on  Public  Policy  and  Legislation  has  been  or- 
ganized so  that  there  Is  a representative  from  each  district  med- 
ical society  of  the  state  on  the  membership  roll.  Since  one  of 
the  major  objectives  of  this  committeee  was  to  combat  socialized 
medicine  it  was  felt  that  before  any  general  state-wide  education 
program  could  be  undertaken  it  was  necessary  to  educate  the 
doctors  in  the  state  first  and  attempt  to  get  us  all  thinking  in 
the  same  channel.  This  was  also  the  opinion  and  suggestion  of 
the  national  association.  As  a result,  each  one  of  our  committee 
men  has  been  instructed  to  give  five  or  ten  minutes  at  the  begin- 
ning of  each  district  meeting  to  disseminate  information  that 
has  come  in  and  to  keep  the  membership  abreast  of  the  present 
trends  in  the  battle  against  socialized  medicine.  This  apparently 
has  worked  out  quite  well  in  the  state.  We  do  not  know  each 
person’s  attitude,  but  we  do  feel  that  everyone  knows  signifi 
cantly  more  about  the  whole  controversy. 

The  national  meetings  have  been  attended  by  the  Executive 
Secretary,  the  State  Secretary  and  the  Chairman  of  the  com- 
mittee. Considerable  information  has  been  obtained  which  has 
been  passed  on  to  the  committee  and  then  to  the  district  society. 
Recently  the  Council  of  the  North  Dakota  State  Medical  Asso- 
ciation met  in  Fargo  and  a report  was  presented  to  the  com- 
mittee. At  that  time  it  was  felt  that  much  of  our  education 
program  should  be  submitted  locally  through  the  respective  dis- 
trict medical  societies  by  giving  talks  before  any  of  the  local 
groups  in  their  area.  Where  this  has  been  done  it  has  been 
recognized  gratefully  and  reports  from  various  speakers  indicate 
the  high  and  intelligent  interest  that  has  been  shown  by  their 
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listeners.  We  believe  that  this  combined  with  the  doctor’s  own 
efforts  in  his  office  at  the  psychological  moment  is  the  best  way 
to  further  our  cause.  It  has  also  been  recommended  by  the 
committee  that  education  and  information  be  given  to  the  public 
concerning  present  day  medical  problems.  This  has  been  sug- 
gested to  clarify  much  misinformation  that  is  appearing  in  the 
press  and  over  the  radio  concerning  some  of  the  newer  prepara- 
tions in  the  treatment  of  disease.  We  believe  that  this  again 
is  a local  problem  and  should  be  handled  by  a committee  from 
each  district  medical  society  working  hand  in  hand  with  the 
newspaper  and  radio  serving  their  community. 

President  Truman’s  Reorganization  Plan  No.  I was  defeated 
in  Congress  greatly  through  the  efforts  of  the  Medical  Associa- 
tion. When  the  vote  came  up  in  the  Senate,  Senator  Milton 
Young  was  found  voting  against  the  plan  whereas  Senator 
Langer  voted  for  it.  The  plan  did  not  come  up  before  Con- 
gress so  Congressmen  Burdick  and  Lemke  were  not  required 
to  vote.  However,  correspondence  from  both  of  these  congress- 
men indicated  that  they  would  have  voted  against  the  bill. 

It  seems  that  at  the  present  time  a broad  over-all  socialization 
of  medicine  program  is  going  to  be  discarded.  It  is  becoming 
more  apparent  that  an  attempt  now  will  be  made  to  bite  off 
small  pieces  by  legislation  that  seems  almost  borderline  and  in 
which  there  might  not  be  too  much  disagreement.  However, 
we  have  been  warned  that  this  probably  is  the  most  dangerous 
method  because  little  by  little  legislation  can  be  adopted  until 
finally  the  steam  roller  begins.  Because  of  that,  practically  all 
of  the  legislation  has  been  opposed  by  the  advisory  committee 
of  the  American  Medical  Association.  It  is  well  to  remember 
that  the  United  States  Supreme  Court  handed  down  a decision 
in  the  early  40’s  that  whatever  industry  the  government  sub- 
sidized they  also  could  regulate. 

The  coming  elections  must  be  watched  by  every  member  of 
the  Medical  Association.  Neither  your  county  nor  district  so- 
ciety, nor  the  state  association,  can  in  any  way  officially  partici- 
pate in  backing  or  opposing  a candidate.  However,  as  a citizen 
you  have  a perfect  right  to  do  so  and  to  join  any  organization 
or  to  help  any  organization  for  that  particular  purpose.  How- 
ever, it  must  be  understood  that  this  is  not  any  official  district 
or  state  association  backed  plan.  As  soon  as  the  candidates  have 
been  definitely  chosen  this  committee  will  receive  in  writing  from 
each  one  their  stand  on  the  socialization  of  medicine.  This  will 
be  transmitted  to  each  member  of  the  association  through  this 
committee  and  without  any  recommendation. 

Many  state  associations  have  adopted  what  they  call  a griev- 
ance committee,  to  which  both  patient  and  doctor  alike  may 
appeal  when  they  believe  that  they  have  a real  grievance  in 
connection  with  their  patient-doctor  relationship.  The  national 
association  has  recommended  that  each  state  association  adopt 
such  a plan.  This  recommendation  was  made  to  the  Council 
but  no  action  was  taken  and  it  was  suggested  that  a plan  be 
reviewed  at  the  time  of  the  meeting  of  the  House  of  Delegates. 
Such  a plan  as  being  worked  out  by  other  states  will  be  pre- 
sented as  a supplement  to  this  report  at  the  time  of  the  meeting 
of  the  House  of  Delegates. 

At  the  present  time  there  apparently  does  not  seen  to  be  any 
particular  local  legislation  in  the  hopper  that  will  give  us  trouble. 
However,  bills  come  up  out  of  the  clear  sky  so  we  must  be 
ready  to  combat  any  unfavorable  legislation  at  the  next  session 
in  January  and  February,  1951. 

A.  C.  Fortney,  M.D.,  Chairman 

Crippled  Children 

Under  the  auspices  of  this  committee,  the  Third  Annual 
Cerebral  Palsy  Clinic  for  North  Dakota,  by  the  joint  invitation 
of  the  North  Dakota  State  Medical  Association,  the  North 
Dakota  Department  of  Public  Welfare,  the  North  Dakota  De- 
partment of  Public  Health,  and  the  North  Dakota  Chapter  of 
the  National  Society  for  Crippled  Children  and  Adults,  was 
held  at  Minot,  on  December  5 and  6,  1949. 

This  clinic  was  again  conducted  by  Dr.  M.  A.  Perlstein,  a 
member  of  the  medical  advisory  council  of  the  National  Society 
for  Crippled  Children  and  Adults,  Chicago,  Illinois. 

The  pattern  of  the  clinic  followed  that  which  had  been  used 
previously  and  was  very  largely  attended.  The  interest  of  the 
general  public  in  the  cases  of  cerebral  palsy  has  been  awakened 


to  the  extent  that  many  persons  attended  the  clinics  to  learn 
more  of  this  condition  and  not  because  of  any  direct  bearing 
it  has  upon  themselves. 

A.  R.  Sorensen,  M.D.,  Chairman 
Venereal  Disease 

During  1949,  a total  of  73  patients  were  treated  under  the 
Hospital  Bed  Program  by  physicians  throughout  the  state. 

The  Ambulatory  Treatment  Program  was  initiated  on  July  1, 
1949,  and  during  the  first  six  months  of  operation  of  the  pro- 
gram, a total  of  66  patients  were  treated  on  an  ambulatory 
basis  by  the  physicians  throughout  the  state. 

Two  venereal  disease  investigators  are  maintained  by  the 
State  Department  of  Health.  One  of  the  investigators  is  sta- 
tioned at  Fargo  and  the  other  at  Bismarck.  During  the  year, 
442  investigations  were  comoleted.  As  a result  of  these  investi- 
gations, 124  were  brought  to  treatment  for  a venereal  disease. 


Syphilis  Cases  by  Stage 

Primary  . . . ..  .. 48 

Secondary  . . . 19 

Early  Latent  - 51 

Late  Latent  . 52 

Late  (Tertiary)  . . 26 

Neurosyphilis  14 

Congenital  8 

Not  stated  ..  . ..  19 

Total  237 

Gonorrhea  Cases  by  Stage 

Acute  Chronic 

All  ages  - - - 142  18 

Under  1 year ..  - — ■ — 

1 to  14  2 4 

15  to  24  . 48  6 

25  to  44  73  4 

45  to  64  9 1 

65  and  over  . 1 — 

Unknown  ..  . . . 9 3 


F.  I.  Darrow,  M.D.,  Chairman 

Report  of  the  Committee  on  Medical  Economics 
and  Its  Subcommittees 

The  report  of  the  Committee  on  Medical  Economics  and  its 
Sub-Committees  was  referred  to  the  reference  committee  to  con- 
sider the  report  of  the  Committee  on  Medical  Economics,  in- 
cluding the  sub-committees  on  Prepayment  Medical  Care,  Vet- 
erans Medical  Service  and  Rural  Health. 

At  the  1949  session  of  the  House  of  Delegates  the  officers  of 
the  North  Dakota  State  Medical  Association  were  instructed  to 
rescind  the  existing  Welfare  Board  fee  schedule.  This  was  done 
by  the  new  officers  during  the  summer  months.  Considerable 
confusion  resulted  among  the  various  county  welfare  boards 
and  physicians.  In  October,  1949,  the  State  Welfare  Board  re- 
quested that  we  consider  drawing  a new  fee  schedule.  The 
Committee  on  Medical  Economics  met  in  Grand  Forks  on 
November  12  with  the  executive  director  of  the  State  Welfare 
Board,  Mr.  Carlyle  Onsrud,  and  members  of  his  staff.  At  that 
meeting  the  problems  of  the  state  and  county  welfare  boards 
were  presented,  as  were  those  of  the  physicians  throughout  the 
state. 

After  considerable  discussion,  it  was  decided  by  your  com- 
mittee to  draw  a proposal  for  a new  fee  schedule.  This  was 
done  during  the  fall  and  winter  months,  and  the  final  proposal 
completed  by  your  committee  and  other  interested  members  at 
a meeting  at  Fargo  on  March  4 and  5,  1950.  The  committee’s 
recommendations  were  approved  by  the  Council  of  the  State 
Association  at  that  meeting,  and  at  the  time  of  writing  this 
report,  have  been  presented  to  the  State  Welfare  Board.  We 
hope  a new  schedule  will  be  in  effect  by  the  time  of  the  state 
meeting. 

Voluntary  hospital,  surgical  and  medical  care  insurance  plans 
continue  their  phenomenal  growth,  both  in  our  state  and 
throughout  the  nation.  Improvement  in  the  policies  of  Blue 
Cross-Blue  Shield,  and  those  of  the  insurance  companies  con- 
tinues. The  interest  of  the  people  of  the  country  in  this  type 
of  insurance  is  reflected  in  the  rapid  increase  in  enrollment. 
Inferior  policies  are  being  sold  in  this  state  by  a few  insurance 
companies.  Many  patients  have  already  been  disappointed  in 
such  policies  with  resulting  harm  to  the  cause  of  voluntary  sick- 
ness insurance.  There  is  no  easy  answer  to  this  problem.  Be- 
tween Blue  Cross-Blue  Shield  and  numerous  sound  insurance 
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company  policies,  almost  anyone  can  obtain  the  coverage  his 
particular  situation  requires.  We  must  all  be  informed,  and 
when  the  opportunity  presents  itself  we  must  warn  our  patients 
to  investigate  carefully,  compare  policies,  and  understand  exactly 
what  they  buy. 

The  various  congressional  bills  seeking  to  socialize  the  practice 
of  medicine  appear  to  be  at  least  temporarily  stalled.  The  rapid 
growth  and  improving  coverage  of  voluntary  insurance  plans; 
recent  events  in  England;  the  educational  campaign  of  the 
American  Medical  Association,  and  of  the  numerous  allies  we 
have  acquired,  have  all  had  a large  part  in  this.  The  pro- 
ponents of  this  type  of  legislation  are  developing  new  ap- 
proaches, apparently  designed  to  sneak  in  bit  by  bit.  These  new 
bills  are  most  dangerous  in  that  they  appear  mild.  They  must 
be  opposed  with  as  much  vigor  as  any  other  such  proposals. 

It  is  becoming  apparent  to  more  and  more  people  that  the 
issue  is  not  only  socialized  medicine,  but  socialism  itself.  This 
realization  has  brought  us  many  strong  and  influential  allies. 
We  must  oppose  socialistic  bills  in  other  than  the  medical  field, 
or  we  might  find  ourselves  in  the  same  position  as  our  allies 
would  be  in  were  medicine  to  be  socialized — next  in  line  and 
easier  to  push  over. 

Accordingly,  we  must  keep  informed,  help  inform  others,  and 
oppose  socialism  on  all  fronts. 

The  House  of  Delegates  of  the  American  Medical  Associa- 
tion has  recommended  that  all  state  associations  appoint  com- 
mittees on  physician-hospital  relationships.  This  has  no  doubt 
been  stimulated  by  unfavorable  attitudes  on  the  part  of  some 
hospitals  toward  physician  anesthesiologists,  pathologists,  and 
radiologists,  in  certain  parts  of  the  country.  Without  question 
there  have  been  unethical  practices,  and  at  times,  frank  exploita- 
tion of  the  services  of  these  groups  by  some  hospitals.  The 
House  of  Delegates  of  the  American  Medical  Association  has 
formulated  fair  ethical  standards  for  such  relationships,  and  it 
IS  to  the  best  interest  of  patients,  hospitals  and  physicians  that 
they  be  followed. 

As  far  as  this  committee  knows  such  abuses  do  not  exist  in 
this  state,  so  no  action  is  considered  necessary  or  advisable  at 
this  time.  At  present  it  is  sufficient  that  we  all  be  aware  of 
these  developments  in  other  parts  of  the  country,  and  remem- 
ber that  what  happens  to  one  group  may  well  happen  to  other 
groups.  It  may  be  advisable  to  have  such  a committee  in  the 
near  future  or  to  delegate  such  functions  to  one  of  our  standing 
committees. 

I’nil.lP  H WouTAT,  M.D.,  Chairman 
Prepayment  Medical  Care 

This  past  year  has  seen  definite  expansion  of  the  North  Da- 
kota Physicians  Service  throughout  the  state  and  approval  by  all 
district  societies  except  one  or  two.  The  committee  feels  that 
voluntary  forms  of  insurance  against  medical  and  hospital  costs 
remain  the  most  important  factor  in  keeping  government  out  of 
medicine  and  encouraging  the  people  to  look  upon  health  as  an 
individual  problem  and  not  a national  one. 

The  committee  met  at  Grand  Forks  on  November  12,  1949. 
The  new  "All  Comprehensive  Blue  Cross  Policy"  was  discussed 
and  it  was  decided  to  mail  a mimeographed  form  describing  the 
benefits  available  to  the  patient  under  such  policy.  The  average 
policy  holder  is  not  satisfied  with  the  original  low  cost  standard 
policy  because  of  its  inadequate  coverage.  Since  its  inauguration 
hospital  costs  have  increased  considerably.  The  ultimate  aim 
must  be  complete  coverage  for  all  services  as  is  attempted  in  the 
new  all  comprehensive  policy.  Here  again  the  doctor  must  be 
cautioned  against  the  abuse  of  the  plan  by  indiscriminate  use  of 
costly  diagnostic  facilities. 

Dr.  Sedlak  explained  the  desire  for  a national  enrolling 
agency  and  underwriter’s  organization  to  enroll  national  ac 
counts  and  to  level  the  differences  of  coverage  in  connection  with 
the  national  accounts  policies  from  state  to  state. 

Dr.  Woutat  b rought  up  the  question  of  payment  to  North 
Dakotans  holding  policies  when  they  were  unexpectedly  stricken 
with  sickness  when  outside  the  state.  It  was  felt  that  the  policy 
holder  should  be  entitled  to  100  per  cent  rather  than  but  75 
per  cent  of  the  amount  listed  in  the  fee  schedule. 

The  second  meeting  was  held  in  Fargo,  March,  1950,  at 
which  time  the  sub-committee  on  Prepayment  Medical  Care 


together  with  members  of  the  Committee  on  Medical  Economics 
were  addressed  by  Dr.  Herbert  Nilles,  president  of  the  board 
of  directors  of  Blue  Cross.  The  statement  that  "Blue  Cross  is 
the  only  insurance  approved  by  hospitals’’  used  in  Blue  Cross 
advertising  was  criticized  as  unfair  advertising.  Considerable 
discussion  ensued,  after  which  it  was  felt  a better  understanding 
was  arrived  at  between  the  two  groups. 

Methods  of  interesting  the  people  of  the  state  were  consid- 
ered and  various  methods  such  as  promotional  literature,  news- 
paper advertising  and  radio  were  discussed.  The  electrical  tran- 
scription service  of  the  A M. A.  to  state  and  county  medical 
societies  has  grown  tremendously  in  recent  years  and  in  1948 
and  1949  the  so-called  "platters"  were  used  in  excess  of  10,000 
local  broadcasts  in  every  important  area  of  the  United  States. 
It  was  felt,  however,  that  this  should  be  undertaken  only  after 
more  careful  investigation. 

It  has  been  pointed  out  that  by  the  end  of  1950  at  least 
one-half  of  the  population  will  carry  some  form  of  voluntary 
insurance  and  in  the  words  of  Dr.  Paul  Hawley  "This  is  con- 
vincing evidence  that  voluntary  insurance  is  within  the  reach  of 
practically  every  self-supporting  individual  in  the  United 
States.” 

At  a meeting  of  the  Northwest  District  Medical  Society, 
April  27,  1950,  that  district  society  voted  to  approve  the  North 
Dakota  Physicians  Service,  which  of  course  is  the  State  Associa- 
tion sponsored  Blue  Shield  program.  The  program  and  policy 
is  available  now  to  all  sections  of  North  Dakota  with  the  excep- 
tion of  the  area  comprising  the  Sixth  District  Medical  Society. 

It  is  hoped  that  the  doctors  of  the  state  will  avail  themselves 
of  every  opportunity  that  presents  itself  to  encourage  their  pa- 
tients to  enroll  themselves  in  some  voluntary  hospital  and  med- 
ical service  plan. 

W.  E.  G.  Lancaster,  M.D.,  Chairman 
Rural  Health 

The  Committee  on  Rural  Health  held  one  meeting,  at  Fargo, 
March  4,  1950,  at  the  Gardner  hotel.  The  members  present 
were  Dr.  D.  J.  Halliday  of  Kenmare,  Dr.  B.  W.  Maloney  of 
LaMoure,  and  the  chairman. 

Chief  subject  for  discussion  at  this  meeting  was  the  Rural 
Health  Councils.  The  committee  recommends  that  continued 
efforts  be  made  to  organize  rural  health  councils  throughout 
the  state.  It  was  thought  that  if  a sufficient  number  of  local 
health  councils  could  be  organized,  their  work  could  be  co- 
ordinated by  some  sort  of  state  organization. 

A rural  health  council  was  organized  in  Grant  county  last 
fall.  Invitations  for  a preliminary  meeting  were  sent  out  to  all 
persons  and  organizations  thought  to  be  interested,  such  as 
board  of  county  commissioners,  county  superintendent  of 
schools,  superintendents  of  other  schools  in  the  county,  churches, 
attorneys,  American  Legion,  American  Legion  Auxiliary,  home- 
makers clubs,  4-H  clubs,  infantile  paralysis  committee,  crippled 
children  committee,  farm  organizations,  etc. 

At  the  preliminary  meeting,  rural  health  problems  were  dis- 
cussed, and  the  individuals  present  indicated  that  they  were  ex- 
tremely interested  in  organizing  a permanent  health  council, 
for  the  purpose  of  studying  state  facilities  in  preventive  medi- 
cine. 

A permanent  organization  was  set  up  at  a meeting  held  three 
weeks  later  at  the  county  .seat,  at  which  time  officers  were  elected 
consisting  of  a chairman,  a vice-chairman,  secretary  and  treas 
urer  and  a reporter.  Plans  were  made  to  prepare  a constitution 
and  by-laws  for  the  organization.  A group  of  citizens  were 
selected  at  this  meeting  to  appear  before  the  county  commis- 
sioners for  the  purpose  of  requesting  the  rehiring  of  a county 
nurse  and  the  appointment  of  a county  health  officer. 

These  citizens  meeting  with  the  county  commissioners  met 
with  partial  success.  A county  health  officer  was  appointed,  but 
the  rehiring  of  a county  health  nurse  was  taken  under  advise- 
ment. 

Because  of  the  severe  winter  and  resulting  impassable  roads 
in  many  localities,  no  further  meetings  of  the  health  council  in 
Grant  county  have  been  held,  and  no  further  meeting  will 
probably  be  held  until  .sometime  in  April. 

Judged  from  the  experience  in  Grant  county,  it  appears  that 
there  are  many  people  interested  in  the  organization  of  a rural 


September,  1950 


337 


health  council,  but  that  they  wait  for  their  local  doctors  to  take 
the  initiative  in  the  organization  of  such  a health  council. 
It  was  also  found  that  full  80  per  cent  of  those  most  interested 
in  the  forming  of  a health  council  are  the  mothers. 

It  would  seem,  too,  that  county  officials  are  somewhat  reluc- 
tant to  cooperate  in  assisting  any  health  program  requiring  the 
expenditure  of  the  taxpayer’s  money  unless  the  taxpayer,  him- 
self, requests  it. 

In  establishing  a rural  hospital,  its  sponsors  often  lose  sight 
of  the  cost  of  operating  such  a hospital  after  it  is  set  up.  From 
the  experience  gained  so  far,  it  would  appear  that  the  cost  of 
yearly  operation  is  at  least  one-third  of  the  total  cost  of  con- 
structing and  equipping  the  hospital.  If  a rural  hospital  is  to 
be  successfully  operated,  its  operating  cost  is  an  important  factor 
that  must  be  recognized  and  taken  fully  into  consideration  by 
its  sponsors. 

While  the  successful  operation  of  a local  hospital  is  essen- 
tially a matter  of  proper  doctor-patient  relationship,  it  also  re- 
quires the  right  kind  of  cooperation  by  the  community  and 
this  community  cooperation,  in  turn,  depends  in  large  part  on 
the  right  type  of  public  relations  developed  by  the  doctors  and 
hospital  management. 

Since  the  war,  an  ambitious  rural  hospital  building  program 
has  been  inaugurated  in  North  Dakota.  Several  new  hospitals 
have  been  built,  more  are  being  constructed,  and  others  are  be- 
ing planned  or  considered. 

Under  the  Hill-Burton  Act,  however,  but  two  hospitals  have 
been  constructed  and  placed  in  operation  with  federal  aid. 
These  two  are  the  hospitals  at  Elgin,  which  received  aid  only 
in  the  purchase  of  equipment,  and  the  Hettinger  hospital. 
The  hospital  at  Hazen  was  completed  without  federal  aid  before 
the  act  went  into  operation.  It  is  gratifying  to  learn  that  these 
three  hospitals  are  all  operating  in  the  black. 

Federal  Aid  money  already  spent  or  allocated  since  the  Hill- 
Burton  Act  became  effective  amounts  to  approximately  ^595,000. 
Money  available  for  1950  amounts  to  ^473,000. 

Rural  hospitals  now  being  constructed  under  the  Hill-Burton 
Act  are  Watford  City,  Bowman,  and  Cooperstown.  Bids  are 
being  opened  on  hospitals  at  Maddock  and  Lisbon.  New  hos- 
pitals are  to  be  built  at  Ashley,  Wishek  and  Linton,  and  appli- 
cations for  aid  under  the  Hill-Burton  Act  are  pending. 

Hospitals  now  being  constructed  without  federal  aid  are 
located  at  Mott,  Richardton,  Mohall,  Cackle,  Turtle  Lake  and 
Michigan.  In  all,  in  hospitals  already  built  and  in  operation, 
some  87  beds  have  been  added  to  present  hospital  facilities  in 
the  state.  The  other  hospitals  in  the  process  of  building  or 
which  are  planned  will  add  approximately  224  beds. 

M.  S.  Jacobson,  M.D.,  Chairman 
Veterans  Medical  Service 

The  following  is  the  report  of  the  chairman  of  the  Sub- 
Committee  on  Veterans  Medical  Service  of  the  Committee  on 
Medical  Economics  of  the  North  Dakota  State  Medical  Asso- 
ciation: 

The  program  of  the  North  Dakota  Veterans  Medical  Service 
enters  its  fourth  year  of  operation  and  the  report  submitted 
herewith  is  for  the  calendar  year  1949.  Mr.  John  Fox  remains 
our  director  and  in  general  the  activities  appear  to  be  satisfac- 
tory in  most  phases  of  the  operation. 

We  have  continued  our  efforts  for  reimbursement  of  claimed 
losses  in  operations  of  the  Medical  Service  Division.  The 
voucher  for  the  claimed  loss  for  the  fiscal  years  1948  and  1949 
in  the  amount  of  ^582.12  was  paid  by  the  Veterans  Adminis- 
tration Center,  Fargo,  North  Dakota,  November  21,  1949.  The 
voucher  for  the  fiscal  year  of  1947  in  the  amount  of  ^1811.08 
was  of  necessity  forwarded  to  the  General  Accounting  Office 
in  Washington,  D.C.,  since  that  amount  would  be  paid  from 
a lapsed  appropriation  and  the  Fargo  agency  has  no  authority 
to  make  such  payment.  It  is  believed  that  payment  in  this 
amount  will  likewise  be  made  and,  if  and  when  this  is  done, 
it  is  then  hoped  that  arrangements  can  be  made  to  carry  the 
office  on  a cash  basis  with  a guarantee  by  the  Veterans  Admin- 
istration that  our  office  would  suffer  no  loss. 

The  administrative  program  has  gone  on  smoothly  enough 
with  the  usual  number  of  cancellations  resulting  from  the  se- 


verity of  the  weather  and  changes  of  address  on  the  part  of 
the  veterans.  The  total  amount  of  authorizations  issued  in  the 
calendar  year  of  1949  is  in  a lesser  amount  than  the  amount 
issued  in  the  calendar  year  of  1948. 


Authoriza-  Amount  Amount  Paid 

tions  Vouchered  to  Doctors 

1948  ^93,600.27  {(81,643.33  ^74,012.77 

1949  65,978.15  60,730.38  56,035.41 


The  amount  vouchered  is  actually  less  than  required  to  op- 
erate the  office  on  a paying  basis  and  we  hope  we  can  get  on  a 
cash  basis  with  the  Veterans  Administration  soon. 

Our  relationships  with  the  Veterans  Administration  continue 
to  be  on  a very  cooperative  and  satisfactory  basis.  It  is  recom- 
mended that  the  home  care  veterans  administration  plan  be  re- 
tained in  the  state  of  North  Dakota  with  continuing  efforts  to 
get  the  program  on  an  even  financial  basis. 

R.  B.  Radl,  M.D.,  Chairman 

SPECIAL  COMMITTEES 

The  following  reports  of  Special  Committees  were  referred  to 
the  reference  committee  to  consider  the  reports  of  the  President, 
Secretary,  and  Special  Committees: 

Emergency  Medical  Service 

A meeting  of  the  Committee  on  Emergency  Medical  Service 
has  not  been  held  for  there  have  been  no  apparent  emergencies 
requiring  action  by  this  special  committee.  A meeting  is  planned 
to  be  held  in  Grand  Forks  at  the  time  of  the  state  medical 
meeting. 

In  behalf  of  the  committee  it  was  suggested  that  local  med- 
ical societies  organize  their  physicians  in  the  larger  cities  and 
communities  so  that  they  will  be  prepared  in  the  event  of  a 
local  catastrophe  with  many  casualties  such  as  may  occur  in 
major  fires. 

The  medical  aspects  of  atomic  warfare  has  been  a major  con- 
cern of  the  Council  on  National  Emergency  Medical  Service  of 
the  American  Medical  Association.  Our  state  had  three  physi- 
cians, one  from  the  State  Health  Department,  one  from  the 
North  Dakota  State  Medical  School,  and  one  from  the  State 
Radiological  Society,  represented  in  the  course  given  March  27 
to  31,  1950,  by  the  Atomic  Energy  Commission  in  their  pro- 
gram of  indoctrination  of  the  entire  physician  population  in  the 
medical  aspects  of  atomic  warfare.  This  latter  program  promises 
to  be,  in  the  future,  one  of  the  major  projects  of  this  committee. 

The  following  is  the  report  of  Dr.  H.  M.  Berg,  who  attended 
the  atomic  energy  course  at  the  Argonne  Laboratories  on  the 
Medical  Aspects  of  Atomic  Warfare: 

"An  atomic  bomb  explosion  over  any  North  Dakota  city 
would  cause  practically  complete  destruction  of  that  city  and  the 
greater  part  of  the  population  would  be  injured  and  a consid- 
erable number  killed.  Such  an  explosion  causes  the  following 
types  of  injury:  (1)  Air  blast  effect  due  to  the  explosion; 

(2)  Secondary  air  blast  injuries  due  to  falling  buildings  and 
flying  missiles  from  the  explosion;  (3)  Severe  burns  caused  by 
radiant  heat  from  the  explosion  of  the  atomic  bomb;  (4)  Flame 
burns  to  people  trapped  in  burning  wreckage;  (5)  Radiation 
injuries. 

"The  explosion  would  almosr  completely  destroy  all  buildings, 
render  all  utilities  such  as  water,  sewer,  electricity,  gas  and  tele- 
phones, useless,  and  set  a large  number  of  fires.  The  streets 
would  be  filled  with  rubble,  making  it  impossible  for  extensive 
rescue  or  fire  fighting  to  be  done  until  some  of  the  main  streets 
had  been  cleared  by  bulldozers.  All  wooden  buildings,  besides 
being  crushed  from  the  blast,  would  also  catch  fire  from  the 
heat  of  the  bomb.  The  hospitals  would  be  destroyed  and  a large 
number  of  rhe  nurses  and  doctors  in  that  city  would  be  on  the 
casualty  list. 

"If  the  bomb  were  similar  to  the  type  used  in  Japan  and 
were  exploded  in  the  air  over  the  city,  it  would  probably  be 
safe  for  rescue  crews  to  enter  the  city  without  fear  of  receiving 
too  much  irradiation.  By  the  time  rescue  crews  could  be  organ- 
ized, trained  men  and  equipment  from  other  communities 
should  be  available  to  determine  the  amount  of  residual  radia- 
tion remaining. 

"There  was  very  little  radiation  apparent  in  Nagasaki  and 
Hiroshima  a short  time  after  the  bomb  explosion.  None  of  the 
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people  who  entered  the  city  after  the  explosion  in  rescue  work 
suffered  any  radiation  damage.  New  type  bombs  may  leave 
considerable  residual  radio-activity. 

"The  casualty  rate  for  any  North  Dakota  city  would  be  high 
as  all  of  our  cities  are  small  and  everyone  would  be  close  to 
the  center  of  the  blast.  The  casualty  rate  would  probably  be 
from  50  per  cent  to  70  per  cent. 

"The  classification  of  the  injuries  would  be  about  as  follows: 
(1)  Wounds,  70  per  cent;  (2)  Burns,  65  to  85  per  cent;  (3) 
Radiation  injury,  about  30  per  cent. 

"These  statistics  suggest  that  for  any  of  our  large  North 
Dakota  cities  we  would  probably  have  5,000  to  20,000  casualties. 
The  majority  of  these  would  be  burns  and  multiple  wounds 
which  would  require  extensive  medical  attention.  Many  of  these 
cases  would  be  in  shock  and  would  require  plasma  and  blood. 

"The  people  injured  by  radiation  would  be  classified  in  three 
types;  severe,  moderate,  light. 

"Those  in  the  severe  type  will  die  in  a short  time  and  nothing 
can  be  done  for  them.  The  individuals  in  the  moderate  type 
will  require  multiple  transfusions,  antibiotics,  and  good  care  as 
a considerable  number  of  this  group  can  be  saved.  No  attempt 
was  made  to  save  this  group  in  Japan,  as  they  did  not  realize 
that  anyone  in  this  group  could  be  saved.  Those  who  receive 
only  a slight  amount  of  radiation  do  not  require  any  care  as 
they  will  recover  by  themselves.  However,  it  probably  will  be 
impossible  to  entirely  differentiate  the  moderate  and  light  groups 
for  some  days  after  the  blast.  For  that  reason,  most  of  those  in 
the  light  group  would  have  to  be  classified  as  having  received 
a moderate  amount  of  radiation  and  be  given  treatment. 

"In  the  event  an  atom  bomb  should  be  dropped  over  one  of 
our  cities,  we  should  be  prepared  to  set  up  some  type  of  good 
emergency  communication  with  other  cities  in  the  involved  area, 
as  such  a bomb  would  completely  destroy  present  existing  facili- 
ties. Plans  should  be  complete  for  immediate  mobilization  of 
rescue  teams  from  surrounding  communities.  These  rescue  teams 
should  have  available  heavy  equipment  for  clearing  streets.  The 
water  system  in  the  involved  city  probably  would  be  destroyed. 
Some  emergency  equipment  should  be  available  from  surround- 
ing communities  to  help  control  the  extensive  fires  which  would 
result  from  the  blast. 

"Several  depots  of  emergency  medical  supplies  should  be 
available  in  various  parrs  of  the  state.  Arrangements  should  be 
complete,  so  that  these  supplies  could  be  made  available  in  a 
very  short  time  in  the  involved  areas.  The  doctors  and  nurses 
should  be  organized,  so  that  a sufficient  number  could  be  made 
available  for  emergency  treatment  of  the  casualties  in  a very 
short  time. 

"After  emergency  treatment  of  the  injured,  a plan  should  be 
worked  out  for  their  evacuation  to  undamaged  areas  where 
proper  facilities  would  be  made  available  for  their  treatment. 
A tremendous  amount  of  blood  and  plasma  would  be  necessary 
for  the  treatment  of  these  patients.  The  number  of  hospital 
beds  in  the  state  would  not  be  adequate  for  the  casualties  from 
even  one  city.  Some  plan  should  be  worked  out  for  beds  for 
this  large  numbet  an  short  notice.  The  care  of  these  patients 
will  require  a well  organized  laboratory  force,  as  their  treatment 
will  have  to  be  guided  by  the  laboratory  findings. 

"C.onclusions.  An  atomic  bomb  dropped  over  one  of  our 
cities  will  cause  a large  number  of  casualties.  Most  of  the  in- 
juries requiring  immediate  attention  will  be  extensive  burns  and 
multiple  wounds.  About  30  per  cent  of  the  casualties  will  be 
radiation  injuries.  Rescue  teams,  radiation  detection  personnel, 
nurses,  doctors  and  medical  supplies  will  have  to  be  brought  in 
from  undamaged  communties.  Arrangements  will  have  to  be 
made  for  setting  up  emergency  care  at  the  site  of  the  explosion 
and  for  evacuation  of  the  more  severely  injured  to  other  areas 
for  care. 

It  is  planned  to  have  a representative  of  this  committee 
attend  the  semi  annual  meeting  of  the  Council  on  National 
Fmergency  Medical  Service  of  the  American  Medical  Associa- 
tion to  he  held  in  Chicago,  on  May  6,  1650,  at  which  time  the 
program  will  be  devoted  primarily  to  civil  defense. 

C A.  Arneson,  M.D.,  Chairman 


Industrial  Health 

The  American  Medical  Association  has  offered  a 12  point 
program  to  meet  the  challenge  and  offset  the  need  for  the 
socialization  of  medicine.  One  of  these  points  is  a greater  in- 
dustrial medical  program  with  emphasis  on  safeguards  against 
industrial  hazards  and  accidents  in  the  home,  on  the  farm,  and 
on  the  highway. 

Since  all  of  the  industries  in  North  Dakota  employ  less  than 
500  employees,  they  have  not  been  able  to  develop  health  pro- 
grams which  are  within  their  financial  reach.  Therefore,  it  is 
necessary  for  the  committee  on  industrial  health  of  the  local 
medical  societies  to  point  out  the  way. 

In  reviewing  the  vital  statistics  for  1949,  20  accidental  deaths 
were  recorded  occurring  in  industry  as  compared  with  151 
deaths  on  the  highways,  18  in  agriculture,  23  in  fires  and  35 
by  drowning. 

C.  J.  Glaspel,  M.D.,  Chairman 
Mental  Hygiene 

At  the  time  of  the  referral  of  the  following  report  to  the 
reference  committee  to  consider  the  reports  of  the  President, 
Secretary  and  Special  Committees,  the  following  letter  was  read: 
"Dear  Mr.  Engebretson: 

You  will  recall  that  I,  together  with  other  physicians,  was 
named  on  the  committee  of  Mental  Hygiene  for  the  years  1949 
and  1950. 

This  letter  is  to  inform  you  that  I have  never  been  notified, 
consulted  or  had  an  opportunity  to  read  this  report  to  be  made 
to  the  Society. 

It  is  also  my  opinion  that  Dr.  G.  S.  Carpenter  has  never 
been  consulted.  I will,  therefore,  not  approve  nor  disapprove 
the  report  of  this  Committee  until  I have  had  an  opportunity 
to  study  It. 

This  being  the  fact,  I would  ask  that  the  report  of  this  Com- 
mittee not  be  accepted  until  all  members  thereto  have  had  an 
opportunity  to  read  the  same. 

A.  M.  Fisher,  M.D.,  Superintendent, 
State  Hospital  for  the  Insane,  Jamestown,  N,  D.” 

=1:  * 51:  * 

In  order  to  prepare  this  report  it  was  planned  to  have  a meet- 
ing of  the  committee  in  the  winter  of  1950.  The  season  was  so 
unusua  lly  severe  that  it  was  considered  a hardship  on  members 
of  the  committee  to  travel  in  order  to  meet,  and  accordingly  the 
meeting  was  delayed  with  the  expectation  that  there  would  be 
a sufficiently  long  break  in  the  weather  to  permit  our  members 
to  get  together.  When  the  Executive  Secretary,  Mr.  E.  F.  Enge- 
bretson, inquired  about  our  report,  an  attempt  was  made  to  call 
a meeting.  On  March  8 and  9 we  suffered  a storm;  communi- 
cations were  disrupted  and  it  was  impossible  to  contact  all  the 
committee  members.  Accordingly  a meeting  and  consultation 
was  held  by  a quorum  of  the  committee  from  among  those  who 
could  be  reached  by  telephone  on  March  9,  1950, 

Last  year’s  report  published  in  the  Journal-Lancet  of  Sep- 
tember, 1949,  indicated  that  about  one-twelfth  of  the  people  of 
the  state  of  North  Dakota  are  emotionally  or  mentally  ill,  and 
that  our  situation  with  respect  to  mental  health  was  not  much 
different  to  that  in  the  rest  of  the  nation.  Attention  was  drawn 
to  the  National  Mental  Health  Act  of  1946.  Recommendations 
were  made  for  hospitals  being  built  to  put  aside  several  beds  for 
short-term  treatment  of  nervous  and  mental  ailments;  the  pres- 
ent form  of  commitment  bv  a quasi-judicial  procedure  was  criti- 
cized; it  was  recommended  that  the  ambiguous  word  "insane’ 
and  the  associated  stigma  be  abolished. 

Emphasis  was  put  on  the  establishment  of  special  classes  for 
children  in  most  large  towns  where  such  classes  could  be  sus- 
tained. Reference  was  made  to  the  problem  of  juvenile  delin- 
quency. 

The  attitude  of  the  department  of  Public  Instruction  to  the 
examining  of  our  children  and  the  attitude  of  the  Public  Wel- 
fare Board  towards  the  indigent  who  are  mentally  ill  was  con- 
sidered. The  report  referred  to  the  problems  that  face  the  judi- 
ciary, the  North  Dakota  Penitentiary  and  the  Veterans  Admin- 
istration. It  was  recommended  to  the  North  Dakota  State 
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Board  of  Medical  Examiners  that  they  shall  not  permit  candi- 
dates for  license  to  practice  medicine  to  obtain  such  a license  in 
North  Dakota  if  such  candidates  do  not  show  some  fundamen- 
tal understanding  of  the  human  being  as  one  unit  mentally  and 
organically.  A brief  general  outline  was  indicated  for  the  estab- 
lishment of  clinics  for  a mental  hygiene  program  for  the  gen- 
eral population. 

Aside  from  publication  of  the  report  in  the  Journal-Lancet 
of  September,  1949,  mimeographed  copy  of  the  complete  report 
was  sent  to  both  United  States  senators  for  North  Dakota,  both 
representatives  in  Congress  for  North  Dakota,  the  Governor  of 
North  Dakota,  the  members  of  the  Supreme  Court,  the  Board 
of  Administration,  the  Department  of  Health,  the  Department 
of  Public  Instruction,  the  Department  of  Public  Welfare,  the 
Attorney  General  and  many  other  influential  citizens  and  insti- 
tutions in  our  state. 

Although  the  Mental  Hygiene  Committee  of  the  North  Da- 
kota State  Medical  Association  has  some  ideas  with  respect  to 
the  building  of  a mental  hygiene  program  for  the  general  popu- 
lation of  the  state,  it  was  considered  advisable  to  collect  a sym- 
posium of  views  from  various  national  authorities  with  the 
intention  of  accepting  such  advices  and  ideas  as  could  be  useful 
to  the  state  of  North  Dakota,  and  accordingly  consultations 
were  held  with  the  following  authorities: 

Dr.  R.  H.  Felix,  of  the  National  Institute  of  Health,  Public 
Health  Service,  Washington,  D.C.;  Dr.  John  M.  Dorsey,  De- 
partment of  Psychiatry,  Wayne  University,  Detroit,  Michigan; 
Dr.  George  Stevenson,  president  of  the  American  Psychiatric 
Association,  and  president  of  the  National  Committee  for  Men- 
tal Hygiene;  Dr.  Samuel  Hamilton,  formerly  of  the  U.  S. 
Public  Health  Service;  Dr.  W.  C.  Menninger,  formerly  lieuten- 
ant-general in  the  U.  S.  armed  services,  past  president  of  the 
American  Psychiatric  Association,  and  now  with  the  Menninger 
Foundation,  Topeka,  Kansas;  The  Honorable  Minister  of 
Health,  Province  of  Ontario,  Toronto,  Canada. 

The  National  Health  Foundation,  Philadelphia,  Pennsylvania; 
The  National  Committee  for  Mental  Hygiene,  Inc.,  New  York; 
Dr.  Winfred  Overholser,  past  president  of  the  American  psy- 
chiatric Association  and  now  with  the  St.  Elizabeth’s  Hospital, 
Washington,  D.C.;  Dr.  Leo  H.  Bartemeier,  secretary,  American 
Psychiatric  Association,  Detroit,  Michigan;  Dr.  C.  C.  Bur- 
lingame, Institute  of  Living,  Hartford,  Connecticut;  Dr.  Clem- 
ents C.  Fry,  Yale  University;  Dr.  Daniel  Blain,  medical  di- 
rector of  the  American  Psychiatric  Association,  formerly  med- 
ical director  of  the  Veterans  Administration;  Dr.  Karl  Bowman, 
former  president  of  the  American  Psvchiatric  Association,  the 
Langley-Porter  Clinic,  San  Francisco,  California. 

A questionnaire  was  sent  to  Dr.  Francis  J.  Braceland,  Mayo 
Clinic,  Rochester,  Minnesota,  secretary  of  rhe  American  Board 
of  Psychiatry,  but  he  was  not  at  his  office  at  the  time.  At  the 
present  time  of  dictating  this  report  Dr.  Braceland  has  written 
a letter  to  us  indicating  that  he  would  be  satisfied  to  consult 
with  us  on  the  subject  matter  submitted  to  him. 

To  repeat,  the  intention  of  these  consultations  was  to  obtain 
a symposium  of  views  from  national  authorities  in  regard  to 
what  is  considered  a suitable  mental  hygiene  program.  The 
general  subjects  for  discussion  hinged  on  the  following  propo- 
sitions: whether  such  a program  could  be  justified  by  the 
money  and  effort  spent;  whether  such  a program  could  devote 
itself  to  examination  and  diagnosis  without  therapy;  whether 
such  a program  should  undertake  therapy;  should  such  a pro- 
gram be  paid  for  out  of  public  funds  or  by  the  individuals  who 
are  receiving  benefits.  Questions  as  to  type  of  program  and 
tvpes  and  methods  of  operating  clinics  were  discussed,  including 
the  kinds  of  indispositions  to  be  cared  for;  the  most  practical 
methods  of  testing  and  treating;  kind  and  number  of  personnel, 
records,  relations  with  general  hospitals;  relations  with  associated 
and  assisting  organizations  and  service  clubs;  cost  and  financing; 
the  time  element  involved  in  the  treatment  of  one  who  is  in- 
disposed; child  problems;  family  relations;  the  relationship  of 
such  a program  to  the  law  and  to  the  courts,  and  to  public 
instruction  in  schools.  The  out-patient  care  of  veterans  was  dis- 
cussed and  a beginning  was  made  at  relevant  legislation. 

The  previouslv  mentioned  authorities  were  very  kind  in  their 
replies  and  in  their  desire  to  assist  the  committee.  Sufficient 
material  and  opinions  were  obtained  so  that  with  application 


it  would  be  possible  to  write  a book  on  how  to  establish  a good 
mental  hygiene  program.  Replies  were  in  some  instances  vo- 
luminous, detailed  and  decidedly  authoritative.  The  committee 
intends  to  investigate  the  various  plans  submitted  more  thor- 
oughly before  next  year’s  report. 

These  things  are  obvious:  a good  mental  hygiene  program 
for  the  state  of  North  Dakota  is  necessary,  and  the  perspective 
of  the  people  of  the  state  and  those  who  guide  them  may  have 
to  be  altered  before  an  efficient  and  beneficial  program  is  work- 
ing adequately.  It  may  take  five  years  or  maybe  ten  years 
before  the  mental  hygiene  program  is  working  m North  Da- 
kota as  well  as  we  should  like.  Progress  is  being  made;  the 
people,  press,  radio  and  state  executive  departments  are  becom- 
ing more  mental  hygiene  conscious. 

About  half  the  hospital  beds  of  the  nation  and  about  half 
the  hospital  beds  in  our  state  are  occupied  by  people  who  are 
mentally  and  emotionally  affected.  This  in  itself  gives  some 
idea  of  the  magnitude  of  the  problem  with  which  we  are  faced. 
When  we  speak  of  half  the  hospital  beds  in  the  state  being 
occupied  by  people  who  are  mentally  and  emotionally  affected, 
we  are  likely  to  forget  that  about  twenty  times  as  many  people 
as  are  in  hospitals  are  not  in  hospitals  but  are  sick  in  the  various 
widespread  communities;  they  arc  indisposed,  miserable,  with 
aches  and  complaints  of  psychogenic  origin,  all  in  need  of  skill- 
ful and  kindly  treatment  in  a mental  hygiene  program. 

In  North  Dakota  during  the  past  year  our  physicians  and 
the  public  have  become  more  mental  hygiene  conscious.  The 
State  Board  of  Health  is  doing  some  good  work  with  psycholo- 
gists; the  Public  Welfare  Bureau  has  shown  an  interest  in  a 
child  guidance  clinic  at  Fargo  and  at  the  time  of  dictating  this 
report  is  advertising  for  the  services  of  a full-time  psychiatrist; 
the  state  hospital  at  Jamestown  is  doing  good  work  for  those 
in  custodial  care.  The  Department  of  Public  Instruction  is  con- 
scious of  the  problem  of  mental  hygiene  and  personality  testing. 
The  State  Training  School  is  employing  a psychologist  com- 
mencing June  1,  1950,  to  assist  the  able  psychologist.  Dr. 
Lloyd  G.  Thompson,  superintendent  of  the  school. 

There  is  a need  for  coordination  and  integration.  As  it  is, 
there  is  an  undesirable  likelihood  of  each  agency  working  in- 
dependently with  the  result  that  much  good  work  may  be  lost 
in  overlapping  and  confusion.  In  view  of  the  magnitude  of  the 
problem  of  Mental  Hygiene,  as  previously  indicated,  it  would 
be  highly  advisable  that  only  one  agency  should  be  the  center 
for  the  development,  guidance,  direction  and  responsibility  for 
a Mental  Hygiene  program  coordinating  or  assisting  all,  the 
helpful  or  needy,  departments  or  individuals,  for  their  mutual 
benefit  and  the  good  of  all  the  people  of  the  state. 

It  is  intended  to  form  a North  Dakota  Committee  for  Mental 
Hygiene  consisting  of  approved  members  of  the  American  Psv- 
chiatric Association  and  other  physicians  who  are  sufficiently 
interested  in  the  subject,  and  this  committee  will  be  allied  with 
the  National  Committee  for  Mental  Hygiene.  This  will  be  a 
step  towards  integration,  coordination,  and  we  hope  for  legisla- 
tion and  the  acquiring  of  the  necessary  appropriations  and  per- 
sonnel. A good  mental  hygiene  program  can  be  established  in 
North  Dakota  in  the  near  future. 

R.  H.  Breslin,  B.A.,  M.D.,  Chairman 

Displaced  Physicians 

The  Committee  on  Displaced  Physicians  was  appointed  as  a 
result  of  action  taken  by  the  North  Dakota  State  Board  of 
Medical  Examiners  at  its  January  6,  1949,  meeting.  At  that 
meeting,  held  in  Grand  Forks,  the  following  resolution  was 
passed: 

"It  was  moved  that  a total  of  not  to  exceed  eight  (8)  dis- 
placed physicians  per  year  for  three  (3)  years,  who  have  been 
sponsored  by  an  accredited  social  agency,  be  permitted  to  take 
the  State  Board  medical  examination  for  a temporary  license 
after  first  serving  a year’s  general  internship  in  a North  Dakota 
hospital,  such  hospital  being  first  approved  by  the  State  Board 
of  Medical  Examiners. 

"Th  is  license  is  valid  only  in  a rural  community  where  serv- 
ices are  not  now  available  and  at  a location  designated  by  the 
sponsoring  group  and  approved  by  the  State  Board  of  Medical 
Examiners. 
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"When  the  displaced  physician  attains  full  citizenship,  this 
temporary  license  may  be  made  permanent  by  the  action  and  the 
approval  of  the  Board  of  Medical  Examiners.  This  temporary 
license  will  only  apply  to  displaced  physicians  as  defined  by  the 
current  Act  of  Congress.” 

Under  this  resolution  a number  of  displaced  physicians  have 
been  admitted  to  North  Dakota  and  have  been  permitted  to 
serve  their  internship  in  various  hospitals  throughout  the  state. 

At  the  January,  1950,  meeting  of  the  North  Dakota  State 
Board  of  Medical  Examiners,  two  of  these  displaced  physicians 
appeared  before  the  Board.  They  satisfactorily  passed  the  re 
quirements  of  the  Board  and  at  present  are  practicing  in  North 
Dakota.  During  the  course  of  a year,  a number  of  displaced 
physicians  have  come  to  North  Dakota  to  take  their  required 
internship.  The  North  Dakota  State  Board  of  Medical  Exam- 
iners m many  instances  has  not  been  notified  that  these  dis- 
placed physicians  are  serving  internships  in  North  Dakota  and 
that  they  intend  to  apply  for  permission  to  take  the  State 
Boards  in  the  near  future.  To  remedy  this  and  also  to  correct 
some  other  minor  faults,  the  resolution  was  amended  to  read 
as  follows: 

"Whereas,  the  North  Dakota  State  Board  of  Medical  Exam- 
iners at  their  January  meeting  has  reviewed  the  Displaced  Per- 
son Physicians  program,  and 

"Whereas,  it  appears  that  there  have  been  assimilated  as 
many  displaced  person  physicians  for  this  period  as  the  hospitals 
can  presently  take  care  of  without  hardship  occurring  to  grad- 
uates of  medical  schools  of  these  United  States,  and 

"Whereas,  the  presently  accredited  social  agencies  contrary  to 
their  agreement  have  brought  displaced  person  physicians  into 
this  state  without  in  any  way  notifying  the  North  Dakota 
State  Board  of  Medical  Examiners,  and 

"Whereas,  the  Displaced  Person  Physicians  program  was 
originally  instituted  to  resettle  displaced  person  physicians  who 
were  incarcerated  in  displaced  persons  camps  directly  into  the 
state  of  North  Dakota  and  not  to  serve  as  a final  resettlement 
point  for  all  those  displaced  person  physicians  whom  the  ac- 
crediting agencies  might  bring  into  other  states  of  these  United 
States  without  assuring  them  when  they  were  brought  to  other 
states  of  their  right  to  practice  medicine  in  such  state. 

Now,  Therefore,  Be  It  Resolved,  that  the  resolution  govern- 
ing the  placement  of  displaced  person  physicians  be  amended 
as  follows: 

""After  the  word  "sponsored"  in  the  fourth  line  add  "from 
applicants  desiring  resettlement  from  the  foreign  country  in 
which  they  were  held  as  displaced  person  physicians  directly  to 
the  state  of  North  Dakota." 

And  after  the  word  "agency"  in  the  fourth  line  add  'and 
notice  of  such  sponsored  applicant  be  given  in  each  instance  to 
the  Board  to  determine  whether  or  not  there  be  present  facilities 
for  the  assimiliation  of  such  applicants,"  and 

"It  Is  Further  Resolved,  that  the  social  accredited  agencies  be 
advised  that  no  more  commitments  be  made  on  their  part  for 
placement  of  displaced  person  physicians  without  first  notifying 
and  receiving  approval  from  the  North  Dakota  State  Board  of 
Medical  Examiners.  " 

There  has  been  no  formal  meeting  of  this  Committee  during 
the  year  since  nothing  of  any  major  importance  came  up  which 
would  warrant  a meeting  of  this  Committee. 

The  program  at  present  is  functioning  very  nicely  and  it  is 
recommended  that  this  committee  be  kept  as  a permanent  com- 
mittee as  long  as  the  problem  of  displaced  physicians  confronts 
us. 

O.  A.  Skpi.ak,  M.D.,  Chairman 
Nursing  Education 

There  having  been  no  urgent  problems  presented  by  the 
Nurses  Association  this  year,  your  Committee  on  Nursing  Edu- 
cation has  not  met.  Your  chairman,  however,  has  been  kept 
in  touch  with  the  nursing  situation  through  the  state  office. 
A repre.sentative  of  the  state  office  has  attended  nursing  group 
meetings. 

C.  W.  Toomly,  M.D.,  Chairman 


Report  of  Delegate  to  the  Nationaf  Conference  of 
County  Medical  Society  Officers 
(Atlantic  City,  June  1949) 

The  following  report  was  referred  to  the  reference  committee 
to  consider  the  reports  of  the  President,  Secretary  and  Special 
Committees: 

The  following  is  a brief  summary  of  some  of  the  activities 
and  talks  that  were  given  at  the  meeting  of  the  National  Con- 
ference of  County  Medical  Society  Officers,  which  was  held  at 
Atlantic  City,  June  5,  1949.  More  than  two  hundred  persons, 
most  of  whom  were  county  medical  society  officers,  attended  the 
panel  discussions  and  over  five  hundred  doctors  and  their  wives 
were  on  hand  to  hear  Senator  McClellan  and  Mr.  Whitaker. 
On  Saturday  evening,  June  4,  a social  hour  with  banquet  was 
given  by  Dr.  A.  M.  Mitchell,  conference  chairman.  Most  of 
the  panel  discussions  were  held  on  Sunday  morning. 

Panel  1.  Is  your  Society  prepared  to  care  for  emergency  calls? 
Moderator,  Mr.  Theodore  Wiprud,  secretary.  Medical  Society 
of  the  District  of  Columbia,  Washington,  D C.  Three  subjects 
were  discussed:  (a)  an  active  emergency  call  plan;  (b)  plans  for 
a small  county  society;  and  (c)  twenty-four  hour  telephone  an- 
swering service. 

Of  most  interest  to  the  local  society  of  North  Dakota  was 
the  plan  discussed  by  James  A.  Biggins,  M.D.,  chairman  of  the 
committee  on  economics,  public  relations,  Mercer  County  Med- 
ical Society,  Sharpsville,  Pa.  In  general,  the  plan  was  to  have 
some  central  place  where  the  calls  could  be  taken  and  doctors 
available  to  make  calls.  In  one  town,  the  doctors  agreed  that 
they  would  designate  among  themselves  one  doctor  to  make 
calls  while  the  others  are  away.  In  the  other  community,  the 
hospital  was  designated  as  the  central  call  center  and  the  doc- 
tors were  placed  voluntarily  on  a rotating  call  list.  In  general, 
these  plans  seem  to  work  out  very  well  in  this  community. 

Panel  II . Does  your  Society  have  an  indigent  medical  care 
plan?  Moderator,  W.  Andrew  Bunten,  Sheyenne,  Wyoming. 
Three  plans  were  discussed:  (a)  Maryland  Medical  Plan  pro- 
gram; (b)  the  Washington  State  program;  and  (c)  the  County 
Society  plan.  There  was  much  discussion  pro  and  con  these 
different  plans. 

The  high  lights  of  the  meetings  were  the  talks  given  by  the 
Honorable  John  McClellan,  United  States  Senator  from  Ar- 
kansas, and  Mr.  Whitaker.  Both  gave  excellent  presentations  on 
the  subject  of  Compulsory  Health  Insurance.  I am  sure  that 
we  can  count  on  the  influence  of  the  Honorable  John  L.  Mc- 
Clellan to  defeat  any  government  health  plan  that  may  be 
submitted, 

John  H.  Bond,  M.D.,  State  Delegate 

Report  of  Delegate  to  the  American 
Medical  Association 
(Atlantic  City,  June  1949) 

The  following  report  of  the  Delegate  to  the  American  Med- 
ical Association  was  referred  to  the  reference  committee  to  con- 
sider the  reports  of  the  Council,  Councillors,  Delegate  to  the 
American  Medical  Association,  and  Member  of  the  Medical 
Center  Advisory  Council: 

Delegate  attendance,  needless  to  say,  was  excellent.  Your 
delegate  attended  all  sessions  of  the  House  of  Delegates  and 
as  many  informal  sessions  as  possible  with  the  thought  of  ob- 
taining as  much  information  as  possible  concerning  the  prob- 
lems of  other  sections  of  the  country  and  comparing  them  to 
our  problems  in  North  Dakota.  1 am  convinced  that  we  in 
North  Dakota  are  indeed  far  better  off  from  the  standpoint  of 
patient-physician  relationship  and  public  relations  than  men  in 
large  industrial  areas  or  those  of  the  deep  south. 

Meetings  of  the  House  of  Delegates  were  interesting  and 
efficiently  run.  Many  resolutions  were  submitted,  most  of  which 
were  disposed  of  with  a minimum  of  argument.  Probably  the 
greatest  amount  of  time  was  spent  considering  a resolution  by 
Dr.  Wood  of  Tennessee  concerning  the  care  of  all  veterans  and 
their  dependents.  This  resolution  was  turned  down  on  its  first 
presentation  but  because  of  its  far  reaching  possibilities  in  pre- 
venting the  substitution  of  one  form  of  socialized  medicine  by 
another,  was  reconsidered.  After  much  argument  from  the  floor 
it  was  referred  to  committee  and  after  further  consideration 
was  passed  on  to  the  Board  of  Trustees.  It  would  be  well  for 
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all  members  of  the  Association  to  read  Dr.  Wood’s  resolution, 
which  is  quoted  as  follows: 

"Whereas,  the  Seventy-third  Congress  enacted  a law  (Section 
706,  Chapter  12,  Title  38,  found  in  U.S.  Code  1940  edition) 
which  reads:  'Provided,  that  any  veteran  of  any  war  who  was 
not  dishonorably  discharged,  suffering  from  disability,  disease 
or  defect,  who  is  in  need  of  hospitalization  or  domiciliary  care 
and  is  unable  to  defray  the  necessary  expenses  therefor  (includ- 
ing transportation  to  and  from  the  Veterans’  Administration 
facility)  shall  be  furnished  necessary  hospitalization  or  domi- 
ciliary care  (including  transportation)  in  any  Veterans’  Admin- 
istration facility,  within  the  limitations  existing  in  such  facili- 
ties, irrespective  of  whether  the  disability,  disease  or  defect  was 
due  to  service.  The  statement  under  oath  of  the  applicant  on 
such  form  as  may  be  prescribed  by  the  Administrator  of  Vet- 
erans’ Affairs  shall  be  accepted  as  sufficient  evidence  of  inability 
to  defray  necessary  expenses’;  and 

"Whereas,  this  legislation  has  led  to  the  appropriation  of 
large  sums  of  money  (over  ^1,000,000,000)  by  the  Congress 
to  finance  the  expansion  of  existing  Veterans’  hospitals  and  the 
construction  of  new  ones  in  order  to  meet  the  needs  of  vet- 
erans entitled  to  these  benefits;  and 

"Whereas,  a large  majority  of  the  admissions  to  existing  Vet- 
erans’ Hospitals  are  veterans  with  disabilities  which  are  not 
service  connected;  and 

"Whereas,  these  benefits  are  not  equally  accessible  to  all  vet- 
erans eligible  to  them  because  Veterans’  Hospitals  are  not 
equally  accessible  to  them;  and 

"Whereas,  the  Congress  of  the  United  States  enacted  the 
Hospital  Survey  and  Construction  Act  (the  Hill-Burton  Bill) 
in  1946  for  the  purpose  of  (1)  conducting  a study  of  the  needs 
of  the  civilian  population  of  the  nation  with  respect  to  hospitals, 
and  (2)  to  extend  federal  aid  in  the  construction  of  needed 
civilian  hospitals  wherever  needed  in  cooperation  with  civilian 
agencies  and  local  governments;  and 

"Whereas,  the  studies  that  have  been  conducted  show  that 
the  nation  should  be  divided  into  approximately  2,300  hospital 
services  areas  in  each  of  which  a hospital  should  be  located  if 
one  does  not  exist;  and 

"Whereas,  veterans  become  civilians  when  they  are  discharged 
from  military  service  and  are  distributed  throughout  these  hos- 
pital service  areas  in  approximately  the  same  proportion  as  other 
civilian  citizens,  and  are  counted  in  determining  the  hospital 
needs  of  a hospital  service  area;  and 

"Whereas,  it  would  be  necessary  for  a Veterans’  Hospital  to 
be  located  in  each  of  the  several  hospital  service  areas  for  these 
service  benefits  to  be  as  accessible  to  veterans  as  they  would  be 
if  administered  in  civilian  hospitals;  and 

"Whereas,  these  two  federal  hospital  programs — one  by  the 
Veterans’  Administration  and  the  other  by  the  Administrator 
of  the  Hospital  Survey  and  Construction  Act — are  in  conflict 
with  each  other  at  many  points.  There  are  conflicts  in  basic 
policies.  One  seeks  to  establish  large  hospitals  in  large  centers, 
the  other  seeks  to  establish  hospitals  in  hospital  service  areas 
to  make  them  accessible  to  the  people.  There  is  conflict  between 
the  two  systems  for  trained  personnel.  There  is  competition  for 
patronage  and  funds.  These  conflicts  result  in  the  overlapping 
of  services  and  in  many  forms  of  waste;  and 

"Whereas,  if  the  Veterans’  Administration  should  construct 
and  operate  a sufficient  number  of  veterans’  hospitals  to  make 
hospital  service  benefits  available  to  all  veterans  entitled  to  them 
under  existing  laws,  it  would  create  a federal  hospital  system 
of  such  proportions  as  to  destroy  our  civilian  system  of  hos- 
pitals; and 

"Whereas,  it  is  the  desire  and  purpose  of  this  House  of 
Delegates  not  to  destroy  or  impair  any  benefit  to  which  any 
veteran  is  entitled  under  existing  laws,  but  rather  to  change  the 
form  of  these  benefits  in  such  a way  as  to  make  them  more 
readily  available  to  veterans  who  are  eligible  to  them  and  to 
bring  their  administration  into  harmony  with  our  civilian  sys- 
tem of  medical  and  hospital  care  and  financing;  therefore  be  it 

"Resolved,  by  the  House  of  Delegates  of  the  American  Med- 
ical Association,  that  we  petition  the  Congress  of  the  United 
States  to  enact  legislation  which  would  have  the  following 
effects. 


"1.  Repeal  Section  706,  Chapter  12,  Title  38,  of  the  World 
War  Veterans’  Act  and  substitute  therefor  a new  law  with  the 
following  provisions:  (a)  that  the  Administrator  of  Veterans’ 
Affairs  be  authorized  and  directed  to  issue  to  each  veteran 
eligible  to  receive  such  benefits,  a medical  and  hospital  service 
contract  with  a benefit  provision  in  an  amount  sufficient  to  cover 
the  cost  of  ( 1 ) necessary  hospitalization  in  a civilian  hospital 
that  is  approved  for  service  to  veterans  by  the  Veterans’  Admin- 
istration and  (2)  necessary  medical  and  surgical  services  ren- 
dered in  such  hospitals,  on  the  basis  of  the  fee  schedule  that 
applies  to  veterans  with  service-connected  disabilities;  or  that 
the  Administrator  of  Veterans’  Affairs  be  authorized  to  pur- 
chase such  a contract  from  corporations  engaged  in  the  sale 
and  administration  of  such  contracts  if  in  his  judgment  it  is 
feasible  to  do  so;  (b)  that  such  contracts  cover  all  diseases  and 
disabilities  which  require  hospitalization  except  the  following: 
(1)  disabilities  covered  by  compensation  laws;  (2)  service-con- 
nected disabilities;  (3)  chronic  illness  (extending  over  ninety 
days);  (4)  tuberculosis,  and  (5)  mental  illness;  (c)  that  vet- 
erans with  disabilities  in  the  categories  mentioned  in  (b)  except- 
ing those  covered  by  compensation  laws,  be  eligible  for  adnjis- 
sion  to  Veterans’  hospitals;  (d)  that  veterans  with  disabilities 
which  are  in  dispute  as  to  whether  or  not  they  are  service  con- 
nected, be  eligible  for  admission  to  Veterans’  hospitals  for 
study,  treatment  and  adjudication  and  that  the  dis,ibility  then 
be  classified  for  these  benefits  according  to  such  judgment;  (e) 
that  the  eligibility  of  a veteran  to  receive  the  contract  men- 
tioned above  be  determined  on  the  basis  of  his  or  her  net  in- 
come and  that  the  net  income  be  determined  by  the  same  meth- 
ods used  in  determining  his  or  her  liability  for  the  payment  of 
federal  income  tax,  and  (f)  that  the  veteran  be  required  to 
file  an  application  for  the  contract  on  a form  prescribed  by 
the  Administrator  of  Veterans’  Affairs,  in  which  the  veteran 
states  under  oath,  the  pertinent  facts  concerning  his  net  income 
and  dependents;  and  be  it  further 

"Resolved,  that  the  Speaker  of  the  House  is  authorized  and 
directed  to  appoint  a Committee  on  Veterans’  Affairs  of  not 
less  than  seven  Fellows  of  the  Association,  whose  duty  it  will  be 
to  use  their  best  efforts  to  bring  about  the  actions  above  set 
out.’’ 

The  greater  part  of  the  meeting  was  concerned  with  social- 
ized medicine.  Undoubtedly,  the  men  we  have  delegated  to 
work  out  our  destinies  on  this  subject  are  alert  and  very  capable. 
Our  public  relations  through  Whitaker  and  Baxter  have  im- 
proved markedly  in  the  past  two  years.  Much  remains  to  be 
done.  One  of  the  most  impressive  talks  on  the  evils  of  social- 
ized medicine,  and  a speech  given  in  a most  spectacular  and  con 
vincing  manner  was  delivered  by  Irvin  S.  Abel  of  England. 
If  he  could  but  tour  the  country  and  speak  to  lay  groups  in  the 
manner  in  which  he  spoke  to  the  House  of  Delegates,  public 
interest  would  rise  by  leaps  and  bounds. 

Probably  the  highlight  of  the  meeting  was  the  cessation  of 
Dr.  Fishbein’s  services  in  his  official  position.  Probably  this  was 
a necessary  move  considering  his  relations  in  Washington,  but 
it  was  apparent  that  many  present  felt  that  his  dismissal  could 
have  been  executed  in  a much  less  crude  manner.  He  probably 
"called  the  time’’  first  and  but  for  his  persistent  bulldoggedness 
we  might  now  be  in  the  same  plight  as  our  English  brethren. 

The  second  highlight  of  the  meeting  was  probably  the  ap- 
proval by  the  A.M.A.  of  lay  group  health  insurance  plans. 

I wish  to  present  the  following  thought  for  your  considera- 
tion. Would  it  not  be  better  to  change  our  state  meeting  date 
to  some  such  time  as  late  June  or  fall?  Our  meeting  in  May 
is  one  year  after  the  A.M.A.  meeting  and  six  months  after  the 
Interim  meeting.  After  that  length  of  time  the  meat  of  those 
meetings  is  not  only  cold  but  moldy  and  your  delegate’s  report 
is  valueless.  Should  some  measure  require  action  by  the  State 
Association  concerning  a national  policy  we  would  be  very  late. 

G.  W.  Toomey,  M.D.,  Alternate  Delegate 

Report  of  Delegate  to  the  American 
Medical  Association 
(Washington,  December  1949) 

It  was  my  privilege  as  your  delegate  to  attend  the  Washing- 
ton Session  of  the  House  of  Delegates  on  December  7,  1949. 

The  complete  report  of  the  transactions  of  the  House  of 
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Delegates  has  been  published  in  the  Journal  of  the  Amencan 
Medical  Association,  in  the  issues  of  December  17,  24  and  31. 

The  outstanding  impression  gained  by  your  delegate  at  this 
session  was  one  of  great  satisfaction  with  the  aggressive  and 
informed  leadership  which  the  doctors  of  the  United  States  now 
have  in  their  own  organization,  the  American  Medical  Associa- 
tion. The  Association  is  engaged  in  an  all-out  campaign  to  pro- 
tect, not  only  the  doctors,  but  the  citizens  of  the  United  States 
from  the  evil  effects  of  expansion  of  socialism  and  the  socialistic 
substitute,  called  the  welfare  state.  The  doctors  of  America  are 
in  the  forefront  of  this  fight  and  as  Dr.  Irons  stated  in  his 
address  to  the  delegates,  "In  this  crisis  we  cannot  delegate  our 
individual  responsibilities  to  others  than  ourselves."  It  was 
clearly  apparent,  at  this  meeting,  that  while  the  leaders  in  the 
A M. A.  can  point  the  direction  and  do  a lot  of  the  work,  it  is 
still  necessary  for  each  and  every  individual  doctor  in  his  own 
community  to  carry  on  this  battle  with  diligence  and  vigilance. 
There  is  no  one  in  a better  position  to  inform  others  of  this 
continuing  threat  to  their  freedom. 

In  order  that  our  present  effective  campaign  may  be  continued 
the  constitution  and  by-laws  of  the  Association  were  altered, 
so  that  annual  dues  now  set  at  twenty-five  dollars  (^25.00)  are 
to  be  collected  from  each  member.  These  dues  are  being  col- 
lected through  the  state  and  district  societies.  Payment  is  ob- 
ligatory for  those  who  desire  membership  in  the  American  Med- 
ical Association.  Subscription  to  one  of  the  journals  and  pay- 
ment of  fellowship  dues  together  amounting  to  twelve  (^12.00) 
dollars  is  necessary  for  those  who  wish  to  become  fellows  of  the 
association.  Members  of  the  association  may  attend  annual  meet- 
ings but  only  fellows  may  hold  office. 

Legislation.  In  general  the  American  Medical  Association 
registered  its  opposition  to  the  type  of  bills  which  call  for  large 
appropriations  of  federal  money  to  be  distributed  to  the  states. 
It  has  been  so  often  shown  that  federal  money  carries  with  it 
federal  control  and  that  in  its  distribution  very  often  more 
thought  is  given  to  its  effectiveness  as  a means  of  changing  the 
social  system,  than  the  purpose  or  the  objective  for  which  it  was 
voted  by  the  Congress.  There  is,  of  course,  a growing  realiza- 
tion throughout  the  country  that  further  extension  of  federal 
grants  for  purposes,  which  should  be  cared  for  locally,  is  not 
in  the  best  interest  of  this  country. 

Dr.  Morris  Fishbein  has  retired  as  editor  of  the  Journal  of 
the  American  Medical  Association,  being  replaced  by  Dr. 
Austin  E.  Smith.  A lifetime  pension  has  been  granted  Dr. 
Fishbein. 

The  name  of  the  magazine,  Hygeia,  has  been  changed  to 
Today  s Health  and  Dr.  OO'.  W.  Bauer  has  been  named  editor. 

The  Washington  office  has  been  expanded,  moved  to  new 
quarters  and  a legislative  committee  of  the  Board  of  Trustees 
has  been  appointed,  which  meets  frequently  to  discuss  and  pass 
on  all  proposed  legislation.  Up-to-date  information  as  to  our 
position  on  all  bills  is  available  through  this  office  to  state 
societies. 

Relations  with  lay-sponsored  voluntary  health  plans.  A spe- 
cial committee  of  the  Council  on  Medical  Service  with  Dr.  L. 
W.  Far.son  of  Bismarck  as  the  chairman,  met  in  open  session 
in  Washington,  December  4 and  5.  At  tbeir  previous  meeting 
the  Council  on  Medical  Service  submitted  to  the  House  of 
Delegates  a report  containing  twenty  principles  under  which  lay- 
sponsored  health  plans  might  be  approved  by  the  American 
Medical  Association.  Considerable  criticism  of  these  principles 
was  presented  by  different  persons  to  the  committee,  but  no 
change  was  made  in  them,  other  than  the  suggestion  that  they 
be  more  accurately  defined  for  the  benefit  of  state  medical  as,so 
ciations.  Your  delegate  voiced  opposition  to  the  general  principle 
of  permitting  m any  way,  lay-control  of  the  practice  of  medicine. 

Hospitals  in  the  practice  of  medicine.  A report  known  as  the 
Hess  report  was  adopted  at  the  previous  session  of  the  I louse  of 
Delegates,  recommending  certain  regulations  restricting  the  prac- 
tice of  medicine  by  hospitals.  Further  legal  opinion  Indicated 
that  the  proposed  regulations  would  be  illegal.  Hence,  the  en- 
tire matter  was  referred  to  another  committee  for  study  and 
to  be  reported  at  the  next  meeting.  This  is,  also,  becoming  an 
important  subject  and  deserves  careful  consideration  by  our 
association. 


Grievance  Committee.  The  A M. A.  is  on  record  as  favoring 
the  establishment  in  the  various  state  and  district  societies, 
where  feasible,  so-called  "grievance  committees,”  which  are  or- 
ganized to  hear  complaints  from  patients,  regarding  matters  in 
which  the  doctor  has,  in  their  opinion,  not  treated  them  in  the 
proper  manner.  This  might  involve  either  inadequate  or  pos- 
sibly too  much  treatment  or  might  involve  the  question  of 
proper  fees.  Establishment  of  grievance  committees  is  an  effec- 
tive public  relations  device  to  enhance  the  status  of  the  pro- 
fession as  a whole  in  the  public  mind. 

W.  A.  Wright,  M.D.,  Delegate 

The  Medical  Center  Advisory  Council 

The  following  report  of  our  representative  on  the  Medical 
Center  Advisory  Council  was  referred  to  the  reference  committee 
to  consider  the  reports  of  the  Council,  Councillors,  Delegate  to 
the  A.M.A.  and  Member  of  the  Medical  Center  Advisory 
Council: 

The  council  has  had  two  meetings  since  the  1949  meeting  of 
the  House  of  Delegates.  The  first  was  held  at  the  University 
on  June  28,  1949.  There  was  considerable  discussion  at  this 
meeting  over  the  desirability  of  developing  intern  programs  in 
the  hospitals  of  North  Dakota,  it  being  generally  agreed  that 
interns  tend  to  establish  practices  in  the  state  in  which  they 
take  their  internships.  The  council  agreed  that  the  Medical 
Center  should  serve  as  an  agency  for  obtaining  interns  from 
various  sources  of  supply  with  special  emphasis  on  medical  stu- 
dents from  North  Dakota  taking  their  internships  in  the  state. 
The  council  recommended  that  the  Medical  Center  and  the 
State  Department  of  Health  cooperate  in  the  selection  of  health 
committees  in  the  district  health  units  and  the  various  counties 
of  the  state.  The  problem  of  funds  for  the  operation  of  the 
Medical  School  was  given  careful  consideration  by  the  council. 
The  1949  legislature  did  not  appropriate  sufficient  funds  to 
properly  finance  the  Medical  Center  Program  as  approved  by 
the  people  m the  last  general  election.  The  constitutional 
amendment  providing  for  a one  mill  levy  earmarked  for  the 
Medical  Center  could  not  be  spread  on  the  tax  roll  for  1948. 
For  this  reason  the  Medical  Center  was  in  the  position  of  at- 
tempting to  carry  out  the  mandate  of  the  public  without  suffi- 
cient funds.  The  council  recommended  that  the  State  Board 
of  Higher  Education  borrow  money  on  the  uncollected  taxes 
so  that  the  operation  of  the  Medical  Center  might  begin  as  soon 
as  possible. 

The  second  meeting  of  the  council  was  held  at  the  University 
on  March  3,  1950.  Reports  were  received  from  Mr.  Page, 
Dean  Potter,  Professors  Cardy  and  Fischer,  and  Mr.  Robertson, 
assistant  to  President  West.  These  reports  indicated  that  great 
progress  has  been  made  during  the  past  nine  months.  The  new 
science  building  has  been  completed  and  is  now  occupied  by  the 
Medical  School.  Dr.  Cardy  reported  that  44  communities  have 
taken  advantage  of  a service  in  his  department  of  pathology 
which  offers  analyses  of  surgical  and  autopsy  specimens  sent  in 
by  doctors.  Dr.  Fischer  gave  a report  on  the  medical  technol- 
ogy program  which  was  organized  in  September,  1949.  Mr. 
Robertson  gave  a report  on  the  Division  of  Nursing  Education 
as  prepared  by  Director  Beatrice  Horsey.  This  report  indicates 
that  the  Department  of  Nursing  Education  is  developing  a 
complete  long-range  program  which  will  undoubtedly  be  of 
great  benefit  to  the  state. 

The  council  gave  due  consideration  at  its  March  3 meeting 
to  ways  and  means  by  which  the  Medical  School  might  be  im- 
proved and  expanded  so  that  it  will  meet  the  minimum  require- 
ments of  the  proper  accrediting  agencies.  Dean  Potter  pre- 
sented a tentative  estimated  budget  for  the  fiscal  year,  1950-51. 
He  also  indicated  that  an  additional  ^100,000  is  urgently  need- 
ed to  properly  equip  the  new  Science  building.  Inasmuch  as  it 
is  conservatively  estimated  that  the  one  mill  levy  will  produce 
over  a half  million  dollars  during  1950  and  no  money  has  been 
borrowed  to  date,  the  council  passed  a resolution  urging  the 
University  administration  to  approve  "an  adequate  budget 
within  the  Medical  Center  which  will  assure  an  approved  two- 
year  medical  school.’’ 

Mr.  Page,  director  of  the  State  Medical  Center,  reported  that 
^42,850  had  been  granted  to  the  Medical  School  by  the  North 
Dakota  Cancer  Socieiy  for  cancer  research;  ^13,000  had  been 
made  available  by  the  Veterans  Administration  for  research  in 
fungus  diseases;  {(5,000  had  been  granted  by  the  U.  S.  Public 
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Health  Service  for  cancer  training;  and  ^200  had  been  contrib- 
uted by  the  Alpha  Phi  sorority  of  the  University  to  begin  a 
research  fund  on  heart  diseases.  These  funds  will  make  it  pos- 
sible for  the  various  departments  in  the  Medical  School  to  in- 
stitute an  extensive  research  program. 

The  council  has  given  much  consideration  to  the  extent  of  the 
medical  education  program  that  North  Dakota  can  afford  with 
the  funds  available.  The  council  agreed  to  recommend  that  a 
survey  be  made  as  soon  as  possible  by  representatives  of  the 
proper  accrediting  agencies,  such  as  the  Council  on  Medical 
Education  and  Hospitals  of  the  American  Medical  Association 
and  the  Association  of  American  Medical  Colleges.  Representa- 
tives of  these  two  agencies  are  scheduled  to  visit  the  Medical 
School  during  the  first  week  in  April.  Their  report  will  be 
awaited  with  great  interest. 

Other  resolutions  passed  by  the  council  on  March  3,  1950, 
called  for  cooperation  by  the  Medical  Center  and  the  Public 
Health  Council  in  developing  additional  public  health  facilities 
in  Dickinson  and  Williston,  and  other  parts  of  the  state  as 
interest  and  need  appears.  The  council  recommended  that  funds 
be  made  available  to  the  North  Dakota  Dental  Association  for 
symposia  or  state-wide  refresher  courses  in  dentistry. 

Comments.  It  is  evident  that  great  strides  have  been  made 
in  the  development  of  the  State  Medical  Center  during  the  past 
year.  The  advisory  council  and  the  University  administration 
seem  agreed  that  every  effort  should  be  made  to  improve  and 
expand  the  present  two-year  medical  school  so  it  will  meet  the 
approval  of  the  proper  accrediting  agencies.  It  would  appear 
that  the  funds  available  from  the  one  mill  levy  will  cover  the 
cost  of  this  objective.  It  is  doubtful,  however,  that  it  will  per- 
mit expansion  to  a four-year  medical  school.  The  report  of  the 
consultants  from  the  American  Medical  Association  and  the 
Association  of  American  Medical  Colleges  will  undoubtedly  in- 
fluence the  attitude  of  the  Council  and  the  University  adminis- 
tration in  this  regard. 

L.  W.  Larson,  M.D.,  Member 

Medical  Center  Advisory  Council 
NEW  BUSINESS 

Dr.  Woutat  made  the  following  remarks  and  introduced  the 
following  resolution  which  was  referred  to  the  reference  com- 
mittee on  Resolutions  and  New  Business: 

I am  appearing  for  the  Radiologic  Society  of  North  Dakota 
regarding  a resolution  that  we  have  passed  which  was  requested 
to  be  presented  to  the  House  of  Delegates.  In  discussing  this 
with  some  of  the  members  of  the  House  this  afternoon,  it  was 
decided  to  present  it  with  a little  background  because  it  involves 
certain  actions.  Accordingly,  I will  try  to  give  some  of  the 
background  of  this  resolution. 

As  you  know,  for  many  years  there  has  been  controversy 
between  hospitals  and  physicians  regarding  the  tendency  of 
certain  hospitals  to  invade  the  field  of  medicine.  Infringements 
have  been  usually  on  pathology,  radiology,  anesthesiology  and 
physical  medicine.  The  controversy  has  gotten  to  the  point 
where  the  House  of  Delegates  of  the  American  Medical  Asso- 
ciation last  spring  adopted  a committee  report  of  the  Committee 
on  Hospitals  and  the  Practice  of  Medicine  (Hess  committee). 
This  report  reiterates  a good  many  of  previously  established  prin- 
ciples of  medical  ethics.  It  differs  in  the  previous  standards  and 
recommendations  on  three  points  which  are  of  considerable  im- 
portance and  which  concern  our  resolution.  The  following  are 
the  features  embodied  in  this  report: 

1.  The  recommendation  that  constituent  state  and  territorial 
medical  societies  appoint  committees  on  hospital  and  profes- 
sional relations  to  be  available  to  receive  complaints  with  ref- 
erence to  professional  or  economic  relationships  existing  between 
physicians  and  hospitals  or  medical  schools. 

2.  The  recommendation  that  if  local  compromise  of  the  com- 
plaint be  impossible,  charges  of  unethical  conduct  on  the  part 
of  either  members  of  the  professional  staff  or  hospital  manage- 
ment be  brought  before  the  Judicial  Council  of  the  American 
Medical  Association  for  examinations. 

3.  The  recommendation  that  the  Judicial  Council  "order  the 
withdrawal  of  the  Association’s  approval”  on  an  institution 
found  guilty  and  not  willing  to  cooperate  within  ethical  and 
legal  limits. 

The  third  item  has  created  considerable  controversy.  There 
was  considerable  question  raised  as  to  whether  it  might  not  be 
in  conflict  with  federal  law.  Accordingly,  after  it  was  passed. 


it  was  reconsidered  and  it  was  decided  to  re-refer  it  back  to  the 
committee  for  rewording.  It  will  again  be  presented  to  the 
House  of  Delegates  of  the  A.M.A.  Following  the  passage  of 
that  resolution  last  June,  there  were  some  very  bitter  editorials 
in  some  hospital  journals  regarding  this  Hess  report.  In  March, 
1950,  the  American  Hospital  Association  passed  some  resolu- 
tions and  by  the  wording  of  this  resolution  it  was  obvious  that 
the  Board  of  Trustees  of  the  American  Hospital  Association  are 
determined  to  absorb  the  practice  of  radiology,  pathology,  anes- 
thesiology, and  physical  medicine  as  a part  of  hospital  service. 
Accordingly,  the  radiological  societies  in  various  states  have 
adopted  a resolution,  and  have  recommended  that  other  states 
do  the  same,  and  present  this  resolution  to  the  House  of 
Delegates  of  the  State  Medical  Association  for  consideration. 
The  following  is  the  resolution: 

Whereas,  the  practice  of  medicine  by  lay  organizations,  both 
individual  and  institutional  is  becoming  of  increasing  and  grave 
concern,  and. 

Whereas,  a resolution  adopted  by  the  Board  of  Trustees  of 
the  American  Hospital  Association  in  March,  1950,  indicates 
their  consideration  of  absorption  of  the  services  of  radiology, 
pathology,  anesthesiology,  and  physical  medicine  as  hospital 
services,  and 

Whereas,  it  is  illegal,  with  some  exceptions  and  unethical  for 
any  lay  corporation  to  practice  medicine  and  to  furnish  medical 
services  for  a professional  fee  which  shall  be  so  divided  as  to 
produce  a profit  for  a lay  employer,  either  individual  or  insti- 
tutional, and 

Whereas,  the  House  of  Delegates  of  the  American  Medical 
Association  meeting  in  Atlantic  City,  New  Jersey,  in  June, 
1949,  adopted  the  report  of  the  Committee  on  Hospitals  and 
the  Practice  of  Medicine  (Hess  committee)  as  amended  by  the 
reference  committee  on  the  Report  of  the  Board  of  Trustees, 
and 

Whereas,  the  House  of  Delegates  of  the  American  Medical 
Association  meeting  in  Washington,  D.C.,  December,  1949,  re- 
referred the  above  report  to  the  Committee  on  Hospitals  and 
the  Practice  of  Medicine  (Hess  committee)  for  rewording,  and 

Whereas,  this  report  contains  recommendations  and  modes  of 
procedure  calculated  to  eliminate  the  above  and  other  differ- 
ences between  doctors  of  medicine  and  hospitals,  and/or  med- 
ical schools,  which  are  contrary  to  the  public  welfare; 

Now,  Therefore,  Be  It  Resolved:  That  the  North  Dakota 

Radiological  Society  meeting  in  Fargo  in  April,  1950,  record 
its  support  of  the  principles  set  forth  in  the  Hess  report,  and 

Be  It  Further  Resolved:  That  this  action  of  the  North  Da- 
kota Radiological  Society  be  transmitted  at  once  to  the  North 
Dakota  State  Medical  Association  requesting  the  North  Dakota 
State  Medical  Association  to  support  the  North  Dakota  Radio- 
logical Society  in  their  position  as  favoring  the  principles  of  the 
Hess  report,  and  that  the  North  Dakota  State  Medical  Asso- 
ciation appoint  a committee  on  Hospital  and  Professional  Rela- 
tions, or  delegate  the  functions  of  such  a committee  to  an 
appropriate  standing  committee,  and 

Be  It  Further  Resolved:  That  the  delegate  of  the  North 

Dakota  State  Medical  Association  to  the  House  of  Delegates 
of  the  A.M.A.  meeting  in  San  Francisco  in  June,  1950,  be 
advised  of  this  action,  and  be  requested  to  lend  the  support 
which  his  best  judgment  indicates  necessary  to  adopt  the  prin- 
ciples of  the  Hess  report  in  a form  that  will  be  consistent  with 
federal  and  state  law,  and  will  endorse  the  principles  of  medical 
ethics  of  the  American  Medical  Association. 

Philip  H.  Woutat,  M.D.,  President, 

North  Dakota  Radiological  Society 

Supplemental  Report  of  Committee  on 
Emergency  Medical  Service 

The  following  supplementary  report  of  the  Committee  on 
Emergency  Medical  Service  was  introduced  by  reading  and  re- 
ferred to  the  reference  committee  to  consider  the  reports  of  the 
President,  Secretary  and  Special  Committees: 

On  the  6th  of  May,  1950,  as  chairman  of  the  Committee  on 
Emergency  Medical  Service  and  only  representative  from  North 
Dakota,  I attended  the  meeting  of  the  Council  on  National 
Emergency  Medical  Service  of  the  A.M.A.  at  Chicago. 

The  meeting  was  devoted  almost  exclusively  to  the  problem 
of  civilian  defense  with  special  reference  to  atomic  warfare.  The 
papers  presented  and  discussions  led  were  primarily  by  members 
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of  Health  Resources  Divisions  of  the  National  Security  Re- 
sources Board;  also  there  were  representatives  from  the  Atomic 
Energy  Commission. 

Numerous  reprints,  outlines,  brochures,  etc.,  relating  to 
civilian  defense  were  turned  over  to  the  office  of  the  Executive 
Secretary  of  the  North  Dakota  State  Medical  Association  where 
they  may  be  available  for  review. 

In  brief  outline,  the  following  are  some  of  the  highlights 
which  I gathered  from  papers  presented,  panels  and  informal 
discussions. 

1.  Attempts  are  being  made  to  have  the  United  States  de- 
velop as  fast  as  possible  a program  of  civilian  defense.  (Ac- 
tually this  seems  to  be  as  big  a part  of  the  present  cold  war 
as  any.  It  was  brought  out  how  England,  only  through  their 
program  of  civilian  defense  started  more  than  five  years  before 
the  actual  war,  was  able  to  continue  through  the  dark  days  of 
war.) 

2.  Civilian  defense  will  be  primarily  a state  problem.  It  is 
desired  that  each  state  have  a state  civilian  defense  director  and 
that  state  legislative  enactment  measures  be  adopted  as  soon  as 
possible.  (It  was  emphasized  that  this  is  a civilian  problem  and 
that  help  from  the  military  services  or  federal  aid  is  not  to  be 
expected.  The  civilian  population  must  be  ready  to  take  care  of 
themselves.) 

3.  The  problem  of  civilian  defense  will  be  the  primary  re- 
sponsibility of  the  medical  profession.  There  are  now  NSRB- 
AEC  training  programs  underway,  to  instruct  as  many  as  pos- 
sible of  the  medical  profession  in  atomic  warfare  defense. 
(Three  members  of  our  state  have  already  attended  one  of  these 
training  programs  and  are  ready  to  present  their  knowledge  to 
members  of  our  state.  It  is  planned  to  dispel  some  of  the  hys- 
teria of  the  atomic  bomb  and  show  that  there  is  some  time  for 
first  aid  with  hope  of  recovery.  This  was  brought  out  by  a 
major  who  had  witnessed  three  atomic  explosions. 

4.  Foremost  among  the  many  problems  in  civilian  defense  are 
those  to  do  with  supplies,  methods  of  treating  burns,  provision 
for  whole  blood,  decentralization  with  dispersion. 

5.  In  the  next  war  there  will  be  a greater  conservation  of 
physicians.  Many  more  will  be  needed  for  civilian  defense. 
There  will  be  no  idle  months  of  physicians  doing  nothing  or 
performing  non-professional  tasks,  but  their  professional  ability 
will  be  utilized  to  the  utmost. 

6.  What  is  the  status  of  North  Dakota  in  the  present  plan? 
It  seemed  to  be  the  general  opinion  that  North  Dakota  and 
some  of  the  mountain  states  would  have  little  to  worry  about 
in  regard  to  an  atomic  bomb  explosion.  Nevertheless,  it  was 
thought  advisable  to  have  the  physicians  trained  in  atomic  de- 
fense so  that  they  might  help  others  if  necessary.  Maine,  which 
leads  the  country  in  the  present  civilian  defense  program,  has 
only  about  200,000  more  than  North  Dakota  in  the  last  census 
and  at  the  present  time  is  not  any  more  strategically  located 
than  North  Dakota. 

After  attending  the  meeting  it  would  be  my  recommendation: 

1.  That  North  Dakota  physicians  join  the  nation  in  develop- 
ing a state  civilian  defense  plan. 

2.  That  North  Dakota  physicians  become  acquainted  with 
National  Security  Resource  Board  and  Atomic  Energy  Com 
mission  Training  program  for  physicians  in  atomic  warfare. 

I should  be  pleased  to  report  further  on  civilian  defense  in 
person  or  by  letter  to  any  medical  society  or  component  body 
of  the  North  Dakota  State  Medical  Association. 

Charles  A.  Arneson,  M.D.,  Chairman 

Dr.  T.  E.  Pederson  spoke  and  introduced  the  following  reso- 
lution which  was  referred  to  the  reference  committee  to  consider 
the  reports  of  the  Standing  Committees; 

"I  think  this  would  bear  worthy  discussion  among  the  com- 
mittee members  of  the  Committee  for  Public  Policy  and  Legis- 
lation. 1 specifically  submit  this  as  the  recommendation  of  the 
Stutsman  County  Medical  Society  as  a supplementary  plan  in 
the  combating  of  our  ever  present  problem,  namely,  socialism: 

RESOLUTION 

"In  April  the  Stutsman  County  Medical  Society  invited  ten 
Jamestown  business  men  to  be  present  at  a banquet  meeting  to 
give  their  views  as  to  additional  ways  to  fight  socialism  and  to 
enlist  their  active  support  in  such  a program.  The  conclusions 
of  the  entire  group  are  embodied  in  the  following  resolution 
unanimously  accepted  by  the  Stutsman  County  Medical  Society. 


"Resolved,  that  the  overall  problem  is  not  socialized  medicine 
alone  but  socialism  in  all  its  forms,  and 

"Whereas,  the  more  ways  we  employ  and  the  more  agencies 
we  have  waging  the  battle,  the  greater  is  our  chance  of  victory, 
therefore,  let  us  look  for  other  methods  in  addition  to  what 
is  now  being  done,  and 

"Whereas,  the  battle  is  being  waged  adequately  on  the  na- 
tional scale  and  in  Washington  through  lobbying  as  carried  on 
by  the  American  Medical  Association,  are  we  doing  our  part 
on  the  local  level?  Are  we  organized  for  action  in  converting 
other  people  and  if  so,  are  we  and  our  converts  enthusiastic 
enough  to  vote?  The  difference  between  victory  and  defeat  for 
Smathers  in  Florida  was  the  organizing,  the  convincing,  and  the 
selling  of  this  idea  by  the  medical  men  and  the  medical  auxil- 
iary to  the  people  of  the  state.  Apparently,  they  thought  the 
problem  important  enough  to  get  in  and  dig.  They  were  or- 
ganized for  battle  on  the  local  level;  meaning  direct  contact 
between  doctor  and  his  friends  and  the  patients;  discussion  and 
speeches  in  the  communities  by  the  doctors;  enormous  personal 
letter  campaigns  from  doctor  to  the  patients  not  directly  con- 
tacted. 

"Now,  Therefore,  Be  It  Resolved,  that  we,  as  doctors  and 
citizens,  talk  as  much  against  socialism  in  all  its  forms  as  against 
socialized  medicine.  We  can  effectively  combat  state  sold  in- 
surance, state  operated  current  plants,  and  socialized  agriculture. 

"We  should  be  cooperating  with  the  insurance  men  of  the 
state,  exchanging  facts  and  talking  points  with  them,  so  that  we 
might  campaign  actively  against  their  problem  and  so  that  they 
might  do  likewise  for  us.  There  are  other  organizations  that 
need  our  cooperation  and  our  leadership.  Certainly  Mr.  Citizen 
will  more  readily  accept  the  fact  that  socialized  insurance  is 
undesirable  from  his  doctor,  supposedly  an  impartial  observer, 
than  from  his  insurance  man. 

"Be  It  Further  Resolved,  that  the  State  Medical  Association 
be  organized  to  assist  the  county  societies  in  organizing  their 
local  campaigns  by  stimulating  enthusiasm  locally  through  out- 
side speakers;  sending  "canned”  speeches  for  local  men  to  give; 
writing  newspaper  articles  to  be  carried  in  the  local  papers. 
Many  newspaper  men  in  the  state  recognize  the  importance  of 
this  battle  and  will  print  these  articles  free  of  charge  as  a public 
interest,  and 

"Be  It  Further  Resolved,  that  the  doctors  in  the  separate 
county  societies  be  enthusiastic  enough  and  active  enough  to 
make  their  society,  in  effect,  the  local  leader  in  organizing  and 
enlisting  the  aid  of  other  groups  in  each  community.  This 
group,  which  includes  the  county  medical  society,  the  insurance 
men,  the  American  Legion  and  others,  individually  or  as  groups 
could  form  a strong  voting  block  in  county  and  state  politics 
to  support  non-socialist  measures  and  candidates.  The  strength 
of  this  organization  could  be  reflected  in  the  eyes  of  the  local 
and  state  politicians  as  votes. 

"Be  It  Further  Resolved,  that  the  State  Medical  Association 
not  only  accept  and  endorse  these  resolutions,  but  also  provide 
an  active  campaign  in  carrying  out  this  program.” 

The  following  resolution  was  referred  to  the  reference  com- 
mittee on  Resolutions  and  New  Business; 

RESOLUTION 

Resolved,  that  a committee  from  the  State  Medical  Associa- 
tion be  appointed  to  confer  with  the  State  Insurance  Commis- 
sion regarding  investigation  of  the  various  small  "fly-by-night” 
health  insurance  companies,  and  a more  strict  supervision  be 
made  of  them.  This  should  be  done,  particularly  in  regard  to 
the  unethical  methods  of  selling  used  by  these  health  insurance 
companies. 

Devils  Lake  District  Medical  Society. 

The  Speaker  announced  that  the  next  order  of  business  would 
be  action  upon  several  amendments  to  the  Constitution  which 
were  introduced  at  the  1949  meeting  and  laid  on  the  table, 
pursuant  to  the  constitutional  provisions  for  the  amending  of 
the  Constitution. 

It  was  moved,  seconded  and  passed,  that  Article  V,  Section  I 
of  the  Constitution  be  amended  to  read  as  follows; 

"The  Council  shall  be  the  Executive  Body  of  the  Association 
and  shall  consist  of  one  Councillor  from  each  Councillor  Dis- 
trict” (balance  of  section  to  remain  the  same). 

It  was  moved,  seconded  and  passed  that  Article  IX,  Section  1, 
of  the  Constitution  be  amended  to  read  as  follows: 
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"The  officers  of  this  Association  shall  be  a President,  a Presi- 
dent-elect, a First  Vice-President,  a Second  Vice-President,  a 
Secretary,  a Treasurer,  a Speaker  of  the  House  of  Delegates, 
a Vice-Speaker  of  the  House  of  Delegates,  and  one  Councillor 
from  each  Councillor  District.” 

It  was  moved,  seconded  and  passed  that  Article  IX,  Section  3 
of  the  Constitution  be  amended  to  read  as  follows: 

"The  Speaker  and  the  Vice-Speaker  of  the  House  of  Dele- 
gates shall  be  elected  by  the  House  of  Delegates  at  its  second 
session  each  year.  Each  may,  but  need  not  be,  elected  from 
among  the  members  of  the  House  of  Delegates.” 

It  was  moved,  seconded  and  passed,  that  Chapter  IV,  Sec- 
tion 5,  of  the  By-Laws  be  amended  to  read  as  follows: 

"The  Speaker,  and  in  his  absence,  the  Vice-Speaker,  of  the 
House  of  Delegates  shall  preside  at  the  meetings  of  the  House 
of  Delegates  and  shall  perform  such  duties  as  custom  and  par- 
liamentary usage  require  of  a presiding  officer.  He  shall  have 
the  right  to  vote  only  when  his  vote  shall  be  the  deciding  vote.” 
Inasmuch  as  these  amendments  were  introduced  at  the  second 
session  of  the  1949  meeting  this  action  was  proper  and  final 
action. 

It  was  moved,  seconded  and  passed,  that  Chapter  XIII,  of 
the  By-Laws  be  amended  to  read  as  follows: 

"These  By-Laws  may  be  amended  at  any  annual  session  by 
a majority  vote  of  all  the  delegates  present  at  that  session.  Any 
such  amendment  may  be  introduced  at  any  session  of  the 
House  of  Delegates  but  shall  be  laid  on  the  table  for  that  cur- 
rent session,  but  may  be  acted  upon  at  any  later  session  of  the 
House  of  Delegates.” 

This  amendment  was  introduced  in  the  final  session  of  the 
1949  meeting  and  was  up  for  final  adoption. 

The  following  new  proposed  amendment  was  introduced  and 
referred  to  the  reference  committee  on  Resolutions  and  New 
Business: 

"The  annual  assessment  for  resident  members  who  have  re- 
tired from  practice  of  medicine,  and  non-resident  members  who 
have  retired,  and  non-resident  members  in  active  practice  who 
do  not  stay  outside  the  state  of  North  Dakota  for  a period  in 
excess  of  two  years,  shall  be  ^10.00  per  capita  unless  otherwise 
ordered  by  the  House  of  Delegates.” 

The  following  proposed  amendment  to  Chapter  VIII,  Sec- 
tion 1 of  the  By-Laws  was  introduced  and  laid  on  the  table  for 
final  action  in  the  second  session.  Said  proposed  amendment 
reads  as  follows: 

"The  Committee  on  Scientific  Program  shall  consist  of  six 
members  of  this  Association,  appointed  by  the  President  of 
this  Association;  two  of  which  shall  be  appointed  to  three-year 
terms;  two  of  which  shall  be  appointed  to  two-year  terms;  and 
two  of  which  shall  be  appointed  to  one-year  terms.  All  suc- 
cessors to  the  original  terms  shall  be  appointed  by  the  Presi- 
dent for  a term  of  three  years  each.  The  Committee  shall  hold 
its  first  meeting  on  or  before  the  second  Tuesday  in  December 
at  which  time  it  shall  consider  all  suggested  speakers  for  the 
scientific  program,  submitted  by  the  members  of  this  Associa- 
tion. The  committee  shall  select  at  least  twenty-five  per  cent  of 
the  speakers  on  the  scientific  program  from  members  of  the 
Association,  if  practicable,  and  if  there  are  not  sufficient  sug- 
gested local  speakers  to  meet  this  quota,  the  committee  shall  be 
authorized  to  request  presentation  of  such  papers  from  individ- 
uals who  are  members.  It  shall  determine  the  character  and 
scope  of  the  scientific  proceedings  of  the  Association,  subject  to 
the  provision  of  instructions  of  the  House  of  Delegates  or  of 
the  Association,  or  to  the  provisions  of  the  Constitution  and 
By-Laws.  Thirty  days  previous  to  each  annual  session  it  shall 
prepare  and  issue  a program  announcing  the  order  in  which 
papers,  discussions  and  other  business  shall  be  presented,  which 
shall  be  adhered  to  by  the  Association  as  nearly  as  is  prac- 
ticable.” 

Dr.  Radi  announced  that  the  Sixth  District  Society  had  in- 
structed its  delegates  to  bring  before  the  House  of  Delegates 
the  need  for  standardization  of  insurance  report  forms.  The 
solution  of  this  problem  was  referred  to  the  Council  and  the 
appropriate  committees  of  the  Association. 

The  next  order  of  business  was  the  setting  of  the  annual 
dues  which,  after  a short  discussion,  were  set  at  ^50.00  for  the 
year  1951. 


Nominating  Committee 

The  Speaker  announced  the  appointment  of  the  following 
members  to  the  Nominating  Committee:  E.  M.  Haugrud, 

chairman,  Fargo;  M.  S.  Jacobson,  Elgin;  R.  F.  Gilliland,  Car- 
rington; A.  D.  McCannel,  Minot;  C.  J.  Glaspel,  Grafton. 

Adjournment  ’ 

The  first  session  of  the  House  of  Delegates  was  adjourned  at 
10:15  P.M.  to  reconvene  at  2:00  P.M.,  May  28,  1950.  The 
motion  carried. 

SECOND  SESSION,  HOUSE  OF  DELEGATES 
Sunday  Afternoon,  May  28,  1950 

The  Second  Session  of  the  House  of  Delegates  was  called  to 
order  by  the  Speaker,  Dr.  A.  E.  Spear,  at  2:00  P.M.,  in  the 
Dacotah  room  of  the  Dacotah  hotel.  Grand  Forks,  North 
Dakota,  May  28,  1950. 

The  Secretary  called  the  roll.  Seventeen  delegates  responded 
and  the  Speaker  declared  a quorum  present.  The  following 
delegates  were  present: 

Drs.  W.  R.  Fox,  alternate.  Devils  Lake;  E.  M.  Haugrud, 
Fargo;  A.  C.  Fortney,  Fargo;  C.  V.  Bateman,  Wahpeton;  T.  Q. 
Benson,  Grand  Forks;  R.  W.  Vance,  Grand  Forks;  A.  K.  John- 
son, alternate,  Williston;  A.  R.  Sorenson,  Minot;  D.  J.  Halli- 
day,  Kenmare;  W.  H.  Gilsdorf,  Valley  City;  R.  B.  Radi,  Bis- 
marck; M.  S.  Jacobson,  Elgin;  R.  O.  Saxvik,  Bismarck;  R.  W. 
Rodgers,  Dickinson;  T.  E.  Pederson,  Jamestown;  H.  A.  La- 
Fleur,  Mayville;  R.  F.  Gilliland,  Carrington. 

The  reading  of  the  minutes  of  the  first  session  were  dis- 
pensed with  upon  motion  of  Dr.  Rodgers,  seconded  by  Dr. 
Vance,  and  carried. 

Selection  of  1951  Meeting  Place 

The  Speaker  announced  that  he  would  be  glad  to  entertain 
an  invitation  for  a place  for  the  1951  meeting  to  be  held.  Dr. 
R.  B.  Radi  stated  that  the  Sixth  District  Medical  Society  ex- 
tends a cordial  invitation  for  the  Sixty-fourth  Annual  Meeting 
to  be  held  in  Bismarck,  in  1951.  Upon  call  by  the  Speaker  for 
other  invitations.  Dr.  W.  A.  Wright  introduced  to  the  House 
of  Delegates,  Dr.  R.  G.  Mayer,  Secretary  of  the  South  Dakota 
State  Medical  Association,  and  Dr.  Rudolph  of  Aberdeen, 
South  Dakota.  Dr.  Mayer  extended  an  invitation  for  a joint 
meeting  with  the  South  Dakota  State  Medical  Association,  mak- 
ing the  following  remarks: 

"Twenty  years  ago  a delegation  from  South  Dakota  met  with 
the  North  Dakota  State  Medical  Association  and  invited  you 
to  join  with  us  in  a session  at  Aberdeen  on  our  fiftieth  anniver- 
sary. I remember  the  event  very  well.  We  had  a very  fine  meet- 
ing and  a large  delegation  from  North  Dakota.  Next  year  is 
our  seventieth  anniversary  of  organized  medicine  in  the  Dakotas. 
South  Dakota  has  chosen  Aberdeen  again  as  our  meeting  place. 
We  would  like  to  have  North  Dakota  join  with  us  again  at  a 
joint  session.  I think  it  would  be  mighty  fine  if  the  North 
Dakota  and  South  Dakota  men  could  get  together  more  often 
and  become  better  acquainted.  We  have  about  the  same  area 
in  geography,  the  same  population,  same  number  of  cities  about 
the  same  size.  Our  economy  depends  upon  agriculture  which 
gives  us  about  the  same  medical  problems  and  the  same  eco- 
nomical problems.  I believe  we  could  have  a much  better 
scientific  program  and  exhibits  by  having  a joint  session. 
Twenty  years  ago  when  we  met  at  Aberdeen  we  did  not  have 
the  facilities  at  Aberdeen  that  they  have  now.  We  have  a 
large  arena  and  auditorium  which  would  be  ideal  for  the  ex- 
hibits. Our  hotel  accommodations  are  adequate  to  take  care  of 
a large  meeting.  We  extend  that  invitation  to  you  and  we 
would  like  to  have  you  give  it  your  earnest  consideration  and 
let  us  know  what  you  decide.  Both  of  our  associations  have 
executive  secretaries  and  staffs  so  that  they  can  take  care  of  a 
lot  of  details  that  make  a convention  a success.” 

It  was  moved  by  Dr.  Radi,  seconded  by  Dr.  Fortney,  and 
carried,  that  the  matter  of  choosing  the  meeting  place  for  the 
1951  session  be  referred  to  the  Council. 

Dr.  Wright  expressed  the  appreciation  of  the  North  Dakota 
State  Medical  Association  for  the  invitation  tendered  by  the 
South  Dakota  delegation  and  assured  them  that  it  would  receive 
due  consideration. 
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Election  of  Officers 

Dr.  E.  M.  Haugrud,  chairman  of  the  Nominating  Com- 
mittee, presented  the  following  report.  The  Speaker  announced 
that  there  was  nothing  in  the  report  of  the  committee  that 
precluded  additional  nomination  of  officers  from  the  floor  and 
inquired  as  to  whether  any  additional  nominations  were  to  be 
made.  Hearing  none  he  declared  that  a motion  would  be 
in  order  to  declare  the  nominees  duly  elected  to  their  respective 
offices.  On  a motion  made  that  the  nominees  be  elected  unani- 
mously, which  motion  was  seconded,  all  voted  aye  and  the  fol- 
lowing officers  were  elected  unanimously: 

President — L.  W.  Larson,  Bismarck. 

President-elect — W.  E.  G.  Lancaster,  Fargo. 

First  Vice-President — O.  W.  Johnson,  Rugby. 

Second  Vice-President — J.  Sorkness,  Jamestown. 

Speaker  of  the  House — A.  E.  Spear,  Dickinson. 

Vice-Speaker  of  the  House — G.  A.  Dodds,  Fargo. 

Secretary — O.  A.  Sedlak,  Fargo. 

Treasurer — E.  J.  Larson,  Jamestown. 

Delegate  to  A.M.A. — W.  A.  Wright,  Williston. 

Alternate  Delegate  to  A.M.A. — G.  W.  Toomey,  Devils  Lake. 

Councillors:  First  District — J.  F.  Hanna,  Fargo;  Third  Dis- 
trict— C.  J.  Glaspel,  Grafton;  Sixth  District — R.  H.  Wald- 
schmidt,  Bismarck. 

Board  of  Medical  Examiners — A.  E.  Spear,  Dickinson;  W. 
A.  Wright,  Williston;  F.  E.  Weed,  Park  River. 

Member:  Medical  Adivsory  Board — L.  W.  Larson,  Bismarck; 
State  Health  Council — W.  A.  Wright,  Williston. 

REPORTS  OF  REFERENCE  COMMITTEES 

Reference  Committee  to  Consider  the  Reports  of  the 
President,  Secretary,  and  Special  Committees 

Dr.  C.  V.  Bateman,  chairman,  presented  the  following  re- 
port which  was  adopted  section  by  section,  and  as  a whole: 

1.  Report  of  the  President:  This  committee  wishes  to  com- 
mend the  very  able  work  of  the  President,  Dr.  W.  A.  Wright, 
in  his  excellent  efforts  toward  unifying  the  work  of  the  Asso- 
ciation during  his  term  of  office.  His  wide-spread  contacts  and 
numerous  personal  reports  in  many  districts  bespeak  the  great 
energy  and  effort  he  has  demonstrated  in  fulfilling  his  office. 

2.  Report  of  the  Secretary:  Commendation  of  the  North 

Dakota  Association  is  due  Secretary  O.  A.  Sedlak  for  a clear, 
detailed  and  concise  report.  Outstanding  among  the  Secretary’s 
findings  are  the  high  paid-up  membership,  indicative  of  re- 
newed energy  in  the  medical  interests  of  North  Dakota.  It  is 
exceedingly  gratifying  to  note  that  86.8  per  cent  of  our  state 
membership  have  been  keenly  aware  of  the  great  political  prob- 
lem confronting  our  national  A.M.A.  The  many  meetings  our 
Secretary  has  attended  is  indicative  of  his  interest.  This  com- 
mittee agrees  with  the  recommendation  of  the  Secretary  to  con- 
tinue the  office  of  the  Executive  Secretary. 

3.  Report  of  Committee  on  Emergency  Medical  Service: 
Among  reports  of  Special  Committees,  the  Emergency  Medical 
Service  Report  of  Dr.  C.  A.  Arneson  is  of  vital  importance  to 
the  understanding  of  the  needs  of  civilian  defense.  This  is 
primarily  a medical  problem.  His  report  and  supplementary 
report  gives  some  fine  detail.  His  offer  to  meet  and  report 
further  in  detail  to  the  medical  groups  of  the  state  should  be 
made  use  of. 

4.  Report  of  Committee  on  Industrial  Health:  The  report 

of  the  Committee  on  Industrial  Health  has  been  reviewed.  This 
reference  committee  recommends  its  continuance. 

5.  Report  of  Committee  on  Mental  Hygiene:  A quorum  of 
the  Committee  on  Mental  Hygiene  was  able  to  have  a meeting 
in  spite  of  adverse  weather  conditions.  Dr.  R.  H.  Breslin’s 
thorough  report  covers  a broad  field.  Of  particular  interest  to 
all  physicians  is  the  plan  for  the  adoption  of  an  adequate  men- 
tal hygiene  program  that  can  touch  everv  area  of  our  state  by 
trained  experts.  The  reference  committee  feels  that  the  screen- 
ing of  our  mentally  ill  before  admission  to  the  State  Hospital 
is  fairer  and  is  much  better  medical  practice. 

6.  Report  of  Committee  on  Displaced  Physicians:  The  re- 

port of  the  Committee  on  Displaced  Physicians  was  reviewed. 
It  is  considered  that  the  medical  men  of  North  Dakota  have 
been  sincere  in  their  relationship  to  these  incoming  physicians. 
Your  reference  committee  agrees  with  the  resolution  of  the 
Displaced  Physician’s  Committee  that  all  further  commitments 


of  displaced  persons  physicians  have  the  approval  of  the  North 
Dakota  State  Board  of  Medical  Examiners. 

Dr.  Glaspel,  secretary  of  the  State  Board  of  Medical  Exam- 
iners, was  called  upon  to  recount  the  experiences  of  the  Board 
regarding  the  Displaced  Physicians  program. 

This  report  of  displaced  physicians  is  a long  one.  It  is  quite 
possible  that  the  Board  should  have  given  you  some  report  a 
year  ago.  Then  we,  perhaps,  could  have  avoided  some  criticism 
directed  against  us.  A year  ago  last  January  the  Board  was 
asked  to  grant  an  audience  to  two  social  agencies,  namely,  the 
Catholic  Rural  Life  and  Lutheran  Aid  Society.  That  was 
granted  and  these  two  representatives  appeared  before  us  and 
told  their  story.  Their  organization,  after  screening  displaced 
persons,  were  going  to  bring  into  North  Dakota  certain  dis- 
placed persons  and  there  might  possibly  be  some  physicians  in 
this  group.  They  asked  what  would  be  the  attitude  of  the 
Board  toward  these  displaced  physicians  practicing  in  North 
Dakota.  We  called  their  attention  to  the  fact  that  full  Ameri- 
can citizenship  was  a requisite  to  practice  medicine  in  North 
Dakota.  The  first  reaction  of  the  Board  was  antagonistic  and  we 
thought  we  did  not  want  anything  to  do  with  that  sort  of  thing. 
However,  certain  events  that  happened  in  Minnesota  and  the 
publicity  attendant  on  this  case  regarding  a displaced  physician 
there  changed  our  mind  and  we  decided  to  give  this  further 
study.  I will  say  that  the  two  representatives  from  the  two 
social  agencies  were  most  cooperative.  We  finally  brought  up 
a sort  of  resolution  which  is  a modification  of  our  Licensing 
Act.  This  resolution  is  as  follows: 

"It  was  moved  that  a total  of  not  to  exceed  eight  (8)  dis- 
placed physicians  per  year  for  three  (3)  years,  who  have  been 
sponsored  by  an  accredited  social  agency,  be  permitted  to  take 
the  State  Board  Medical  Examination  for  a temporary  license 
after  first  serving  a year’s  general  internship  in  a North  Da- 
kota hospital,  such  hospital  being  first  approved  by  the  State 
Board  of  Medical  Examiners. 

"This  license  is  only  valid  in  a rural  community  where  serv- 
ices are  not  now  available  and  at  a location  designated  by  the 
sponsoring  group  and  approved  by  the  State  Board  of  Medical 
Examiners. 

"When  the  displaced  physician  attains  full  citizenship,  this 
temporary  license  may  be  made  permanent  by  the  action  and 
the  approval  of  the  Board  of  Medical  Examiners.  This  tempo- 
rary license  will  only  apply  to  displaced  physicians  as  defined 
by  the  current  Act  of  Congress.’’ 

After  the  displaced  physician  has  served  in  this  community 
for  a length  of  time  to  apply  for  American  citizenship,  which 
is  from  three  to  five  years,  he  must  again  come  before  the 
Board  and  at  that  time  we  take  final  action  on  him,  whether 
or  not  we  consider  him  a suitable  person  to  practice  medicine 
in  North  Dakota.  We  have  had  two  men  take  the  examina- 
tions. The  poorest  paper  written  by  an  American  graduate  is 
much  superior  to  those  written  by  these  two  displaced  physi- 
cians. However,  when  one  considers  the  medical  education  in 
Europe,  one  can  appreciate  why  these  men  are  very  handi- 
capped and  a man  has  to  be  mentally  sharp  to  come  out  of  a 
medical  school  of  that  kind  with  as  much  knowledge  as  an 
American  graduate. 

Our  resolution  called  for  a maximum  of  eight  displaced  phy- 
sicians per  year  for  a period  of  three  years.  That  will  give  us 
twenty-four.  At  the  end  of  that  time  we  might  be  able  to  tell 
a little  better  what  kind  of  finished  product  is  being  turned  out. 
At  present  we  have  about  ten  men,  in  the  state,  scattered 
around  through  the  various  hospitals. 

7.  Report  of  Committee  on  Nursing  Education:  The  report 
of  the  Committee  on  Nursing  Education  states  no  immediate 
problems.  Your  reference  committee  recommends  that  the  Com- 
mittee on  Nursing  Education  and  the  North  Dakota  State 
Nursing  Association  have  some  understanding  as  to  the  basis 
of  medical  practice  from  a social  and  ethical  point  of  view. 

C.  V.  Bateman,  M.D.,  Acting  Chairman 
M.  S.  Jacoilson,  M.D. 

Reference  Committee  to  Consider  the  Reports 
of  the  Council,  Councillors.  Delegate  to  the  A.M.A., 
and  Member  of  the  Medical  Center  Advisory  Council 

Dr.  W.  H.  Gilsdorf,  chairman,  presented  the  following  re- 
port which  was  adopted  section  by  section  and  ns  a whole: 

1.  Report  of  Chairman  of  the  Council:  Your  reference  com- 
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mittee  has  reviewed  the  report  of  the  Council  as  submitted  by 
Chairman  McCannel  and  printed  in  the  Handbook.  Your  com- 
mittee after  discussing  the  amendment  to  Chapter  VIII,  Sec- 
tion 1,  of  the  By-Laws,  as  printed  in  the  Handbook  recom- 
mends the  adoption  of  the  amendment  with  the  recommenda- 
tion that  at  least  one  member  of  the  Scientific  Committee  be 
a resident  of  the  city  in  which  the  next  state  meeting  will  be 
held. 

We  are  pleased  to  note  in  the  Council  report  that  the  mis- 
understanding between  the  insurance  profession  and  doctors 
arising  from  newspaper  advertising  presented  by  the  Blue  Cross 
has  been  satisfactorily  settled. 

Your  reference  committee  reviewed  and  discussed  the  recom- 
mendation by  the  Committee  on  Public  Policy  and  Legislation 
for  the  establishment  of  a Grievance  Committee.  We  feel  that 
it  would  be  a good  public  relations  instrument,  but  the  Med- 
ical Society  should  receive  more  information  on  such  a com- 
mittee and  suggest  that  the  Committee  on  Public  Policy  and 
Legislation  seek  such  information. 

2.  Report  of  the  Chairman  of  the  Council’s  Supplementary 
Report:  The  attention  of  your  reference  committee  is  now  di- 
rected to  the  Supplementary  Report  of  the  Council  given  May 
27,  1950. 

Your  reference  committee  recommends  the  whole-hearted  ap- 
proval by  the  State  Society  of  Dr.  L.  W.  Larson’s  possible  ap- 
pointment to  the  Board  of  Trustees  of  the  A.M.A. 

Your  reference  committee  has  discussed  with  Dr.  Saxvik  his 
plan  for  a multi-phasic  screening  program.  We  recognize  that 
Dr.  Saxvik  is  competent  in  his  suggestions  and  note  that  a com- 
mittee of  doctors  from  the  state  society  will  control  but  not 
operate  the  unit.  Your  reference  committee  requests  the  ap- 
proval of  this  program. 

Your  reference  committee  is  in  favor  of  the  organization  of 
a Heart  Committee,  and  if  formed,  recommends  that  this  com- 
mittee be  included  in  an  amalgamation  of  standing  committees. 

Your  reference  committee  commends  the  Council  members  on 
their  accomplishments  during  the  past  year. 

3.  Reports  of  Councillors:  Your  reference  committee  re- 

viewed the  reports  of  the  District  Councillors  and  was  pleased 
to  see  an  increased  number  of  good  scientific  meetings. 

4.  Report  of  Delegates  to  the  A.M.A.:  Your  reference  com- 
mittee has  considered  the  reports  of  the  two  Delegates  to  the 
A.M.A.  meetings.  We  wish  to  compliment  them  on  their  ex- 
cellent reports  and  note  Dr.  Toomey’s  suggestion  to  change  the 
date  of  our  annual  convention.  We  feel  that  this  will  require 
further  discussion. 

5.  Report  of  the  Member  of  the  Medical  Center  Advisory 

Council:  Your  reference  committee  has  reviewed  the  report  of 

the  member  of  the  Medical  Center  Advisory  Council  and  sub- 
mits the  following  comments  made  by  Dr.  L.  W.  Larson: 

"It  is  evident  that  great  strides  have  been  made  in  the  de- 
velopment of  the  State  Medical  Center  during  the  past  year. 
The  Advisory  Council  and  the  University  Administration  seem 
agreed  that  every  effort  should  be  made  to  improve  and  expand 
the  present  two-year  medical  school  so  it  will  meet  the  approval 
of  the  proper  accrediting  agencies.  It  would  appear  that  the 
funds  available  from  the  one  mill  levy  will  cover  the  cost  of 
this  objective.  It  is  doubtful,  however,  that  it  will  permit  ex- 
pansion to  a four-year  medical  school.  The  report  of  the  con- 
sultants from  the  American  Medical  Association  and  the  Asso- 
ciation of  American  Medical  Colleges  will  undoubtedly  influence 
the  attitude  of  the  Council  and  the  University  Administration 
in  this  regard.” 

W.  H.  Gilsdorf,  M.D.,  Chairman 

J.  D.  Craven,  M.D. 

R.  F.  Gilliland,  M.D. 

A.  K.  Johnson,  M.D. 

W.  R.  Fox,  M.D. 

On  motion  of  Dr.  Haugrud,  seconded  by  Dr.  Gilsdorf,  and 
passed,  the  order  of  business  was  changed  for  the  purpose  of 
accepting  the  resignation  of  Dr.  Sorkness  as  a member  of  the 
Council.  Dr.  Sorkness  made  the  following  remarks: 

"I  appreciate  the  honor  that  the  House  of  Delegates  have 
bestowed  upon  me,  in  electing  me  Second  Vice-President.  I will 
do  the  best  I can.  I believe  that  it  is  the  custom  to  tender  my 
resignation  from  the  Council  at  the  present  time  to  accept  the 
office  of  Second  Vice-President.” 


It  was  moved  by  Dr.  Haugrud,  seconded  and  passed,  that 
Dr.  Sorkness’  resignation  from  the  Council  be  accepted.  The 
Nominating  Committee  then  placed  in  nomination  the  name  of 
Dr.  Richard  Nierling  of  Jamestown  to  replace  Dr.  Sorkness  as 
a Councillor  for  the  Seventh  District.  The  nomination  was 
seconded  by  Dr.  Gilsdorf  and  passed  unanimously. 

Reference  Committee  to  Consider  Reports  of  the  Standing 

Committees,  Except  the  Report  of  the  Committee  on 
Medical  Economics  and  its  Sub-Committees 

1.  Report  of  Committee  on  Medical  Education:  Your  ref- 

erence committee  was  impressed  by  the  report  of  the  Committee 
on  Medical  Education  and  feels  they  deserve  to  be  especially 
commended.  This  committee  feels  that,  if  in  the  future  a four 
year  medical  school  is  to  be  considered,  thought  should  be  given 
to  the  possibility  of  regional  education.  We  also  feel  that  finan- 
cial aid  to  the  student  should  not  extend  beyond  the  academic 
years,  but  we  encourage  further  exploration  as  advised  by  the 
Committee  on  Medical  Education  for  coordination  of  internship 
and  resident  training,  within  the  state. 

Dr.  Leigh,  chairman  of  the  Committee  on  Medical  Education, 
was  given  the  floor  to  communicate  the  following  information 
to  the  House  of  Delegates: 

"Since  the  report  was  compiled,  the  Board  of  Higher  Educa- 
tion requested  representatives  of  the  rating  bodies  of  American 
Medical  Schools  of  the  A.M.A.  to  go  to  Grand  Forks,  which 
they  did  in  March.  They  made  four  recommendations  which 
I feel  very  certain  we  can  fulfill  in  the  not  too  distant  future. 
One  recommendation  was  a change  in  one  of  our  existing 
courses;  the  other  one,  public  health  and  hygiene;  third,  addi- 
tional work  on  the  library.  This,  as  you  know,  is  being  built 
as  fast  as  possible  with  appropriations  available.  The  fourth 
recommendation  was  for  more  clinical  instruction  in  the  two 
year  medicine.  With  the  construction  of  the  St.  Michael’s  Hos- 
pital adjacent  to  the  campus,  we  feel  within  the  next  two  years 
that  we  can  comply  with  the  fourth  recommendation.  The 
points  that  Dr.  Vance  brought  to  our  attention  is  the  question 
of  subsidation.  It  was  brought  up  at  the  committee  meeting 
and  discussed.  All  over  the  country  there  has  been  a great 
demand  for  more  doctors.  In  Mississippi  they  have  had  much 
success  with  the  plan  of  subsidation.  It  was  thought  North 
Dakota  might  have  to  resort  to  this.  From  the  looks  of  things. 
North  Dakota  will  be  adequately  taken  care  of.  We  are  only 
about  45  short  of  adequate  coverage  of  1949. 

"If  there  are  any  questions  relative  to  our  two  year  school, 
I shall  be  glad  to  answer  them.” 

2.  Report  of  Committee  on  Official  Publication:  Your  com- 
mittee has  been  gratified  to  see  so  many  publications  by  North 
Dakota  physicians  in  our  official  publication  during  the  past 
year. 

3.  Report  of  Committee  on  Necrology  and  Medical  History: 
Your  reference  committee  moves  the  adoption  of  the  report  on 
Necrology  and  Medical  History.  (At  that  time  the  Speaker 
announced  that  the  chair  would  request  the  House  of  Delegates 
to  rise  for  one  moment  in  silent  tribute  to  the  members  who 
have  passed  on.  Thereupon  followed  a moment  of  silence  with 
all  delegates  and  guests  standing.) 

4.  Report  of  Committee  on  Pneumonia:  Your  reference 

committee  was  impressed  by  the  report  of  the  Committee  on 
Pneumonia  because  of  the  increased  mortality  over  1948.  We 
feel  that  it  is  not  a representative  picture  of  this  disease  because 
of  (1)  lack  of  reporting  of  this  disease;  (2)  increasing  incidence 
of  atypical  pneumonia;  (3)  terminal  pneumonia  secondary  to 
debilitating  diseases. 

5.  Report  of  Committee  on  Maternal  and  Child  Welfare: 
Your  reference  committee  has  reviewed  the  report  of  the  Com- 
mittee on  Maternal  and  Child  Welfare. 

6.  Report  of  Committee  on  Cancer:  Your  reference  com- 

mittee has  reviewed  the  report  of  the  Committee  on  Cancer. 

7.  Report  of  Committee  on  Tuberculosis:  Your  reference 

committee  has  reviewed  the  report  of  the  Committee  on  Tuber- 
culosis. We  feel  that  the  committee  has  been  especially  active 
in  the  work  being  done  on  detecting  and  eliminating  tubercu- 
losis. For  the  interest  of  the  society,  we  feel  a report  on  BCG 
inoculations  should  be  reported. 

8.  Report  of  Committee  on  Fractures:  Your  reference  com- 
mittee has  reviewed  the  report  of  the  Committee  on  Fractures. 
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9.  Report  of  Committee  on  Public  Policy  and  Lep,islation\ 
Your  reference  committee  wishes  to  compliment  the  Committee 
on  Public  Policy  and  Legislation  for  their  untiring  efforts  m 
disposing  of  controversial  matters  in  a most  satisfactory  manner. 

10.  Report  of  Committee  on  Venereal  Diseases:  Your  ref- 

erence committee  has  reviewed  the  report  of  the  Committee  on 
Venereal  Diseases. 

11.  Report  of  Committee  on  Public  Health:  Your  reference 
committee  has  reviewed  the  report  of  the  Committee  on  Public 
Health. 

12.  Report  of  Committee  on  Crippled  Children:  Your  ref- 

erence committee  has  reviewed  the  report  of  the  Committee  on 
Crippled  Children. 

R.  W.  Vance,  M.D.,  Chairman 

George  Waldren,  M.D. 

R.  W.  Rolkjers,  M.D. 

Reference  Committee  to  Consider  the  Reports  of  the 
Committee  on  Medical  Economics  and  Sub-Committees 
on  Prepayment  Medical  Care,  Veterans  Medical 
Service  and  Rural  Health 

Dr.  T.  Q.  Benson,  chairman,  presented  the  following  report, 
which  was  adopted  section  by  section,  and  as  a whole: 

1.  Report  of  Committee  on  Medical  Economics: 

Your  reference  committee  recommends  that  the  Committee 
on  Medical  Economics  be  commended  for  its  splendid  work. 
A new  fee  schedule  proposed  by  this  committee  and  approved 
by  the  Council  of  1950  has  been  presented  to  the  North  Da- 
kota State  Welfare  Board.  The  North  Dakota  State  Welfare 
Board  has  not  thus  far  accepted  the  new  fee  schedule.  Until 
such  time  as  the  new  fee  schedule  has  been  accepted,  we  recom- 
mend that  private  practitioners  charge  welfare  cases  fees  which 
in  their  own  opinion  seem  proper. 

Inasmuch  as  many  old  line  companies  are  selling  an  accept- 
able policy  for  medical  and  hospital  care,  they  feel  aggrieved 
at  the  Medical  Association's  endorsement  of  the  Blue  Shield 
Plan  only.  We,  therefore,  recommend  that  companies  which 
sell  acceptable  policies  may  also  be  approved  by  the  Association 
upon  application.  We  recommend  that  a committee  of  three 
be  chosen  to  examine  prepaid  medical  insurance  policies  and  that 
this  committee  be  given  the  power  to  approve  or  disapprove 
such  policies,  and  further  that  they  be  empowered  to  consult 
with  the  State  Commissioner  of  Insurance  in  regard  to  issuance 
of  licenses  to  companies  selling  prepaid  medical  and  hospital 
insurance.  We  recommend  that  the  North  Dakota  State  Com- 
missioner of  Insurance  be  requested  to  avail  himself  of  the  setv- 
ices  of  this  committee. 

We  commend  the  committee  for  the  alertness  in  regard  to 
the  menace  of  bills  aimed  at  the  socialization  of  medicine,  and 
further,  we  urge  each  member  of  the  State  Association  to  con- 
tinue the  fight  against  socialism  in  the  territory  in  which  he 
resides. 

2.  Report  of  Committee  on  Rural  Health:  Your  reference 

committee  commends  the  Committee  on  Rural  Health  for  its 
actiivty.  We  recommend  that  the  doctors  in  their  respective 
counties  associate  themselves  intimately  with  any  rural  health 
committee  which  may  be  formed  in  order  that  they  may  be 
instrumental  in  directing  the  policies  of  such  committees. 

5.  Report  of  Committee  on  Prepayment  Medical  Care:  It 

has  come  to  our  attention  that  Blue  Shield  will  pay  onlv  75 
per  cent  of  the  liability  in  cases  which  are  served  outside  of  the 
state  in  which  the  policy  was  written.  We  recommend  that  in 
cases  in  which  Dolicy  holders  are  stricken  unexpectedly  with 
illness  outside  of  their  state,  the  company  shall  pay  the  total 
amount  or  100  per  cent  of  the  liability.  We  recommend  that 
the  Executive  Secretary  advise  such  companies  of  this  proposal 

4.  Report  of  Committee  on  Veterans  Medical  Service:  We 

commend  the  Sub  committee  on  Veterans  Medical  Service  for 
their  splendid  work. 

5.  Report  of  Representative  to  the  National  Conference  of 
County  Medical  Society  Officers:  Dr.  John  H.  Bond,  of  Dis- 
trict No.  I,  who  passed  away  recently,  was  the  delevate  to  the 
National  Conference  of  County  Medical  Society  Officers.  His 
report  was  drawn  up  in  two  panels,  which  included:  (1)  Is  your 
society  prepared  to  care  for  emergency  medical  ca.ses?  (2)  Does 
your  society  haye  an  indigent  medical  care  plan? 

This  reflects  the  public-mindedness  of  American  physicians. 
It  is  evident  from  the  report  that  small  unit  set-ups  such  as 


town  and  country  groups,  be  made  available  to  insure  constant 
medical  service. 

T.  Q.  Benson,  M.D.,  Chairman 
A.  R.  Sorenson,  M.D. 

D.  j.  Halliday,  M.D. 

After  considerable  discussion  relative  to  the  possibility  of 
establishing  a uniform  form  for  medical  reports  to  insurance 
companies,  it  was  moved,  seconded  and  passed  that  the  Com- 
mittee on  Medical  Economics  take  this  matter  up  with  the 
North  Dakota  Federation  of  Insurance  to  attempt  to  work  out 
such  a uniform  form  on  a voluntary  basis. 

Reference  Committee  on  Resolutions 

Dr.  R.  B.  Radi,  chairman,  presented  the  following  report 
which  was  adopted  section  by  section  and  as  a whole: 

Your  Committee  on  Resolutions  wishes  to  present  the  fol- 
lowing amendment  to  the  By-Laws: 

That  Chapter  VIII,  Section  1,  be  amended  to  read  as  fol- 
lows: 

"The  Committee  on  Scientific  Ptogram  shall  consist  of  six 
members  of  this  Association,  appointed  by  the  President  of  this 
Association;  two  of  which  shall  be  appointed  to  three-year 
terms;  two  of  which  shall  be  appointed  to  two-year  terms,  and 
two  of  which  shall  be  appointed  to  one-year  terms.  One  mem- 
ber of  this  Scientific  Committee  shall  be  a resident  of  the  city 
in  which  the  next  state  meeting  will  be  held.  All  successors 
to  the  original  terms  shall  be  appointed  by  the  President  for  a 
term  of  three  years  each.  The  committee  shall  hold  its  first 
meeting  on  or  before  the  second  Tuesday  in  December,  at  which 
time  It  shall  consider  all  suggested  speakers  for  the  scientific  pro- 
gram, submitted  by  the  members  of  this  Association.  The 
committee  shall  select  at  least  twenty-five  per  cent  of  the  speak- 
ers on  the  scientific  program  from  members  of  the  Association, 
if  practicable,  and  if  there  are  not  sufficient  suggested  local 
speakers  to  meet  this  quota,  the  committee  shall  be  authorized 
to  request  presentation  of  such  papers  from  individuals  who 
are  members.  It  shall  determine  the  chatacter  and  scope  of  the 
scientific  proceedings  of  the  Association,  subject  to  the  provi- 
sion of  instructions  of  the  House  of  Delegates  or  of  the  Asso- 
ciation, or  to  the  provisions  of  the  Constitution  and  By-Laws. 
Thirty  days  previous  to  each  annual  session  it  shall  prepare  and 
issue  a program  announcing  the  order  in  which  papers,  discus- 
sions and  other  business  shall  be  presented,  which  shall  be 
adhered  to  by  the  Association  as  nearly  as  is  practicable." 

Your  Committee  on  Resolutions  wishes  to  submit  the  follow- 
ing amendment  to  the  By-Laws: 

That  Chaptet  XIII  of  the  By-Laws  be  amended  to  read  as 
follows: 

"These  By-Laws  may  be  amended  at  any  annual  session  by 
a majority  vote  of  all  the  delegates  present  at  that  session.  Any 
such  amendment  may  be  introduced  at  any  session  of  the  House 
of  Delegates  but  shall  be  laid  upon  the  table  for  that  current 
session,  but  may  be  acted  upon  at  any  later  session  of  the  House 
of  Delegates.” 

On  motion  duly  made,  seconded  and  passed,  the  order  of 
business  was  changed  for  the  purpose  of  accepting  an  amend- 
ment to  the  Reoort  of  the  Reference  Committee  to  consider  the 
report  of  the  Committee  on  Medical  Economics.  The  amend- 
ment related  to  the  section  where  the  reference  committee  rec- 
ommended that  a committee  of  three  be  appointed  to  inspect 
and  approve  hospital  and  medical  policies  and  to  consult  with 
the  State  Insurance  Commissioner.  The  following  remarks  were 
made  by  Dr.  Larson:  "If  this  suggestion  goes  through,  I would 
be  faced  with  the  job  of  appointing  these  three  members. 
I believe  there  is  great  merit  in  this  idea  but  this  committee  is 
going  to  have  a great  deal  of  responsibility.  First  of  all,  they 
will  have  to  decide  what  is  good  policy.  Are  you  going  to  give 
them  authority  to  place  the  stamp  of  approval  upon  a given 
policy  by  a given  company? 

"You  have  a Sub-Committee  on  Prepayment  Medical  Plans. 
I would  like  to  suggest  that  this  motion  be  amended  to  give 
the  authority  to  that  Committee  on  Medical  Economics.  A 
committee  of  three  is  all  right  and  if  it  is  going  to  be  up  to  me 
to  appoint  them,  I will  do  the  best  1 can,  but  this  is  a ticklish 
situation.  I can  foresee  some  difficulties  and  a small  committee 
without  the  advantage  of  a lot  of  the  ground  work  already  hav- 
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ing  been  laid  by  existing  committees,  may  have  a job  on  its 
hands.” 

On  motion  duly  made,  seconded  and  passed,  the  reference 
committee  report  to  consider  the  report  of  the  Committee  on 
Medical  Economics,  was  amended  to  read  as  follows: 

"Inasmuch  as  many  old  line  companies  are  selling  an  accept- 
able policy  for  medical  and  hospital  care,  they  feel  aggrieved 
at  the  Medical  Association’s  endorsement  of  the  Blue  Shield 
plan  only.  We,  therefore,  recommend  that  companies  which 
sell  acceptable  policies  may  also  be  approved  by  the  Association 
upon  application.  We  recommend  that  the  Committee  on  Med- 
ical Economics  be  empowered  to  examine  prepaid  medical  insur- 
ance policies  and  that  this  committee  be  given  the  power  to 
approve  and  disapprove  such  policies,  and  further  that  they  be 
empowered  to  consult  with  the  State  Commissioner  of  Insurance 
in  regard  to  issuance  of  licenses  to  companies  selling  prepaid 
medical  and  hospital  insurance.  We  recommend  that  the  North 
Dakota  State  Commissioner  of  Insurance  be  requested  to  avail 
himself  of  the  services  of  this  committee.” 

The  order  of  business  then  reverted  to  the  adoption  of  the 
reference  committee  Report  on  Resolutions. 

Your  Committee  on  Resolutions  wishes  to  present  the  follow- 
ing resolution: 

Whereas,  the  Sixty-third  Annual  Meeting  of  the  North 
Dakota  State  Medical  Association  held  in  Grand  Forks,  North 
Dakota,  May  27th  to  30th,  1950,  presents  an  outstanding  scien- 
tific and  entertainment  program. 

Now,  Therefore,  Be  It  Resolved,  that  the  House  of  Delegates 
offer  its  thanks  and  appreciation  to  the  Grand  Forks  District 
Medical  Society,  to  the  citv  of  Grand  Forks,  to  Dr.  W.  A. 
Wright,  State  Association  President,  and  to  the  several  local 
program  and  entertainment  committees  for  the  efforts  and  con- 
tributions they  have  made  to  assure  a successful  meeting. 

Your  committee  on  resolutions  wishes  to  present  the  follow- 
ing resolutions: 

Whereas,  the  Woman’s  Auxiliary  of  the  North  Dakota  State 
Medical  Association,  under  the  able  leadership  of  President 
Mrs.  H.  M.  Berg  of  Bismarck,  has  continued  to  be  of  great 
assistance  to  our  Association,  being  especially  helpful  to  our 
organization  in  its  stand  against  the  socialization  of  medicine. 
Now,  therefore,  be  it  resolved,  that  the  House  of  Delegates 
express  its  appreciation  to  the  Auxiliary. 

Your  committee  on  resolutions  wishes  to  present  the  following 
resolution: 

Whereas,  the  American  people  now  enjoy  the  privileges  of 
the  highest  level  of  health,  the  best  standards  of  scientific  medi- 
cine and  the  free  choice  of  medical  care. 

And  whereas,  the  accomplishments  of  American  medicine 
were  attained  by  free  people,  working  under  a system  of  free 
enterprise. 

And  Whereas,  in  the  experience  of  all  countries  where  govern- 
ment has  assumed  control  of  medical  care,  there  has  been  a 
progressive  deterioration  of  medical  standards  and  medical  care 
to  the  detriment  of  the  health  of  these  people. 

Now,  Therefore,  Be  It  Resolved,  that  the  House  of  Delegates, 
assembled  at  this  sixtv-third  annual  meeting,  strongly  protest  to 
the  Congress  of  the  United  States  the  passage  of  any  legisla- 
tion imposing  upon  the  people  of  this  nation  any  form  of  com- 
pulsory health  insurance,  or  any  system  of  medical  care  de- 
signed for  national  bureaucratic  control. 

And  Be  It  Further  Resolved,  that  a copy  of  this  resolution 
be  forwarded  to  the  chairman  of  the  Appropriations  Committee 
of  the  United  States  Senate  and  House  of  Renresentatives,  and 
to  the  congressmen  from  the  State  of  North  Dakota. 

Your  committee  on  resolutions  wishes  to  present  the  follow- 
ing resolution: 

Whereas,  the  people  of  North  Dakota  and  the  United  States 
of  America  enjoy  the  finest  medical  care  in  the  world. 

And  Whereas,  this  has  been  accomplished  by  a free  medical 
profession,  developed  under  the  American  system  of  individual 
endeavor. 

And  Whereas,  there  are  numerous  movements  being  proposed 
that  would  stifle  this  system. 

And  Whereas,  these  movements  are  obscured  by  misleading 
titles. 

And  Whereas,  H.  R.  Bill  6000  in  the  Congress  of  the 
United  States  dealing  with  Social  Security  may  be  such  a move. 


Now,  Therefore,  Be  It  Resolved,  that  the  House  of  Delegates 
assembled  at  the  sixty-third  annual  meeting  of  the  North  Da- 
kota State  Medical  Association  oppose  H.  R.  Bill  6000  as  pres- 
ently presented  and  suggest  that  in  the  interest  of  the  people  of 
North  Dakota  and  the  medical  profession  serving  them,  our 
duly  elected  representatives  in  the  United  States  Senate  and 
House  of  Representatives  do  investigate  the  administration  of 
the  present  Social  Security  Law,  investigate  the  lobbying  of 
Social  Security  employees  in  the  interest  of  their  own  depart- 
ment, and  investigate  the  costly,  cumbersome  multiple  report 
system  of  wage  recording,  that  more  efficiency  in  Social  Security 
administration  be  obtained  at  a saving  of  tax  dollars. 

Be  It  Further  Resolved,  that  a copy  of  this  resolution  be  for- 
warded to  the  representatives  from  North  Dakota  to  the 
United  States  Congress. 

Your  committee  on  resolutions  wishes  to  present  the  follow- 
ing resolution: 

Whereas,  the  President  of  the  United  States  continues  to 
propose  a form  of  compulsory  medical  insurance,  and. 

Whereas,  the  best  efforts  of  the  A.M.A.  and  the  state  so- 
cieties are  unalterably  opposed  to  this  form  of  legislation,  and 

Whereas,  opposition  to  this  form  of  bureaucracy  can  best  be 
proposed  by  an  educational  program. 

Now,  Therefore,  Be  It  Resolved,  that  the  President  of  the 
Association  continue  the  present  Public  Policy  and  Legislative 
Committee  as  previously  appointed. 

Your  committee  on  resolutions  wishes  to  present  the  follow- 
ing resolution: 

Whereas,  the  overall  oroblem  is  not  socialized  medicine  alone, 
but  socialism  in  all  its  forms,  and 

Whereas,  the  A.M.A.  has  done  a commendable  job  of  edu- 
cation on  a national  level,  and  our  state  committee  has  been 
working  diligently  in  disseminating  information  to  the  doctors 
in  preparation  for  the  general  education  of  the  laity  at  the 
local  level. 

Now,  Therefore,  Be  It  Resolved,  that  the  State  Medical  Asso- 
ciation be  instrumental  in  organizing  and  assisting  the  county 
societies  in  obtaining  the  cooperation  of  various  local  lay  groups 
in  opposing  the  problem  of  socialism  and  socialized  medicine  at 
the  local  level,  and 

Be  It  Further  Resolved,  that  we,  as  physicians,  be  active  and 
enthusiastic  in  opposing  socialism  in  all  its  forms. 

Your  Committee  on  Resolutions  wishes  to  present  the  follow- 
ing resolution: 

Dr.  Philip  H.  Woutat,  president  of  the  North  Dakota  Radio- 
logical Society,  presented  to  the  House  of  Delegates  detailed 
information  as  to  the  so-called  Hess  Committee  report  of  the 
American  Medical  Association.  The  report  and  recommenda- 
tions of  that  society  are  copied  herewith  and  attention  is  invited 
to  the  fact  that  consideration  has  been  given  in  this  report  to 
other  branches  of  medicine  as  well  as  radiology. 

"Whereas,  the  practice  of  medicine  by  lay  organizations,  both 
individual  and  institutional,  is  becoming  of  increasing  and  grave 
concern,  and 

Whereas,  a resolution  adopted  by  the  Board  of  Trustees  of 
the  American  Hospital  Association  in  March,  1950,  indicates 
their  consideration  of  absorption  of  the  services  of  radiology, 
pathology,  anesthesiology,  and  physical  medicine  as  hospital 
services,  and 

Whereas,  it  is  illegal,  with  some  exceptions,  and  unethical 
for  anv  lay  corporation  to  practice  medicine  and  to  furnish 
medical  services  for  a professional  fee  which  shall  be  so  divided 
as  to  produce  a profit  for  a lay  employer,  either  individual  or 
institutional,  and 

Whereas,  the  House  of  Delegates  of  the  American  Medical 
Association  meeting  in  Atlantic  City,  New  Jersey,  in  June. 
1949.  adopted  the  report  of  the  Committee  on  Hospitals  and 
the  Practice  of  Medicine  (Hess  committee)  as  amended  by  the 
reference  committee  on  the  report  of  the  Board  of  Trustees, 
and 

Whereas,  the  House  of  Delegates  of  the  American  Medical 
Association  meeting  in  Washington,  D.C.,  December,  1949. 
re-re^'erred  the  above  report  to  the  Committee  on  Hospitals  and 
the  Practice  of  Medicine  (Hess  committee)  for  rewording,  and 

Whereas,  the  report  contains  recommendations  and  modes  of 
procedure  calculated  to  eliminate  the  above  and  other  differ- 
ences between  doctors  of  medicine  and  hospitals,  and/or  med- 
ical schools,  which  are  contrary  to  the  public  welfare. 
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Now,  Therefore,  Be  It  Resolved,  that  the  North  Dakota 
Radiological  Society  meeting  in  Fargo  in  April,  1950,  record  its 
support  of  the  principles  set  forth  in  the  Hess  Report,  and 

Be  It  Further  Resolved,  that  this  action  of  the  North  Da- 
kota Radiological  Society  be  transmitted  at  once  to  the  North 
Dakota  State  Medical  Association  requesting  the  North  Da- 
kota State  Medical  Association  to  support  the  North  Dakota 
Radiological  Society  in  their  position  as  favoring  the  principles 
of  the  Hess  report,  and  that  the  North  Dakota  State  Medical 
Association  appoint  a committee  on  Hospital  and  Professional 
relations,  or  delegate  the  functions  of  such  a committee  to  an 
appropriate  standing  committee,  and 

Be  It  Further  Resolved,  that  the  delegate  of  the  North 
Dakota  State  Medical  Association  to  the  House  of  Delegates 
of  the  American  Medical  Association  meeting  in  San  Francisco 
in  June,  1950,  be  advised  of  this  action,  and  be  requested  to 
lend  the  support  which  his  best  judgment  indicates  necessary 
to  adopt  the  principles  of  the  Hess  report  in  a form  that  will 
be  consistent  with  federal  and  state  law,  and  will  enforce  the 
principles  of  medical  ethics  of  the  American  Medical  Associa- 
tion 

Philip  H.  Woutat,  M.D.,  President, 
North  Dakota  Radiological  Society” 

Whereas,  this  report  implies  the  possibility  of  procedural 
methods  of  medical  practice  contrary  to  that  considered  best  in 
the  state  of  North  Dakota, 

Now,  Therefore,  Be  It  Resolved,  that  this  report  be  accepted 
and  the  resolution  therein  be  followed. 

Y our  committee  on  resolutions  wishes  to  present  the  follow- 
ing resolution: 

Whereas,  Dr.  N.  O.  Ramstad,  Bismarck,  North  Dakota,  and 
member  of  the  Sixth  District  Medical  Society,  has  met  with  the 
requirements  of  Article  4,  Section  4,  of  the  Constitution  refer- 
ring to  Honorary  Membership, 

Now,  Therefore,  Be  It  Resolved,  that  Dr.  N.  O.  Ramstad  be 
elected  to  honorary  membership  in  the  State  Association  and 
that  the  Secretary  be  instructed  to  notify  him  of  the  honor. 

R.  B.  Radl,  M.D.,  Chairman 
E.  M.  Haugrud,  M.D. 

T.  E.  Pederson,  M.D. 

R.  O.  Saxvik,  M.D. 

The  House  of  Delegates  adjourned  at  4:30  P.M.  to  recon- 
vene in  15  minutes. 

THIRD  SESSION  OF  THE  HOUSE  OF  DELEGATES 
OF  THE  NORTH  DAKOTA  STATE 
MEDICAL  ASSOCIATION 

The  Speaker  called  the  House  to  order  at  4:45  P.M.,  May 
28,  1950,  in  the  Dacotah  room  of  the  Dacotah  hotel.  Grand 
Forks,  North  Dakota. 

A quorum  was  declared  present  and  sixteen  doctors  answered 
the  roll  call. 

On  motion  duly  made,  seconded  and  passed,  the  reading  of 
the  minutes  of  the  second  session  was  dispensed  with. 

Reference  Committee  on  Resolutions 

Dr.  R.  B.  Radi,  Cha  irman,  presented  the  following  report, 
wh  ich  was  adopted  section  by  section  and  as  a whole: 

Chapter  IX,  Section  6,  of  the  By-Laws  is  amended  to  read 
as  follows: 

"Exceptions  to  the  per  capita  annual  assessment  are  the  fol- 
lowing: 

1 Resident  members  and  non-resident  members  who  have 
retired  from  active  practice  shall  be  assessed  ^10.00  per  annum. 

2.  Resident  and  non-resident  members  in  active  practice  out- 
side of  the  state  but  who  return  to  the  state  within  two  years 
shall  be  asssessed  $10.00  per  annum. 

3.  Members  in  graduate  training  without  restrictions  to  the 
period  of  time  involved  shall  be  assessed  $10.00  per  annum. 

4.  Members  who  are  totally  and  permanently  disabled  for 
medical  practice  by  reason  of  physical  or  mental  incapacity  shall 
be  exempt  from  any  annual  assessment.  Such  member  shall  not 
have  the  ri<?ht  to  vote  or  to  hold  office  and  shall  not  receive  the 
official  publication  of  the  Association  without  charge. 

New  Biisines.s 

On  motion  duly  made,  seconded  and  passed,  tlie  Executive 
Secretary  was  directed  to  cause  the  Constitution  and  Fiy-I-aws 
to  be  reprinted  and  sent  out  to  every  member  of  the  Associa- 
tion. 


Adjournment 

The  Speaker  declared  the  House  of  Delegates  adjourned 
sine  die  at  6:00  P.M. 

SCIENTIFIC  PROGRAM 
Monday,  May  29,  1950 

High  School  Auditorium,  Grand  Forks,  North  Dakota 

8:30  to  9:30  A M. — Registration. 

9:30  to  10:00 — "The  Use  of  Anesthesia  in  General  Practice” 
— Dr.  J.  S.  Lundy,  Mayo  Clinic,  Rochester,  Minnesota.  (Dr. 
Lundy  was  introduced  by  Dr.  W.  A.  Wright,  President  of  the 
Association,  as  the  son  of  a pioneer  doctor  from  Inkster,  North 
Dakota.  Dr.  O.  W.  Johnson  in  behalf  of  the  State  Board  of 
Medical  Examiners  presented  Dr.  Lundy  with  a license  to  prac- 
tice in  North  Dakota.) 

10:00  to  10:30 — Intermission. 

10:30  to  11:00 — "Cancer  of  the  Large  Bowel” — Dr.  John  T. 
Reynolds,  University  of  Illinois  College  of  Medicine. 

11:00  to  11:30 — "Diagnosis  and  Treatment  of  Chronic  Oc- 
clusive Arterial  Disease  of  the  Extremities” — Dr.  Nelson  W. 
Barker,  Mayo  Clinic,  Rochester,  Minnesota. 

2:00  to  2:30  P.M. — "Treatment  of  Some  of  the  Common 
Medical  Emergencies’’ — Dr.  R.  B,  Radi,  Bismarck,  North  Da- 
kota. 

2:30  to  3:00 — "Surgical  Treatment  of  Peptic  Ulcer” — -Dr. 
Lester  R.  Dragstedt,  chairman.  Department  of  Surgery,  Uni- 
versity of  Chicago,  Chicago,  Illinois. 

3:00  to  3:30 — Intermission. 

3:30  to  4:00 — "The  Significance  of  Tumors  of  the  Neck” — 
Dr.  C.  W.  Mayo,  Mayo  Clinic,  Rochester,  Minnesota. 

4:00  to  4:30 — "Respiratory  Allergy  in  Children” — Dr.  Al- 
bert Stoesser,  University  of  Minnesota,  Minneapolis,  Minnesota. 

4:30  to  5:00 — "Rh  Factor  and  Transfusions” — Dr.  A.  K. 
Johnson,  Williston,  North  Dakota. 

Tuesday,  May  30,  1950 

High  School  Auditorium,  Grand  Forks,  North  Dakota 

9:30  to  9:30  A M. — "Treatment  of  Fractures  Which  Require 
Open  Reduction” — Dr.  A.  E.  Culmer,  Grand  Forks,  North 
Dakota. 

9:30  to  10:00 — "Cancer  of  the  Lung” — Dr.  L.  G.  Rigler, 
chief.  Department  of  Radiology,  University  of  Minnesota,  Min 
neapolis,  Minnesota. 

10:00  to  10:30 — Presidential  address — Dr.  W.  A.  Wright, 
President,  North  Dakota  State  Medical  Association,  Williston, 
North  Dakota.  — Inaugural  address — Dr.  L.  W.  Larson, 
President-Elect,  North  Dakota  State  Medical  Association,  Bis- 
marck, North  Dakota. 

10:30  to  11:00 — Clinical  Pathological  Conference  in  the 
Exhibit  Hall.  Dr.  J.  D.  Cardy,  Professor  of  Pathology,  Univer- 
sity of  North  Dakota  School  of  Medicine. 

11:00  to  12:30 — 'The  Surgeon’s  Role  in  the  Management  of 
Cancer  of  the  Alimentary  Tract’’ — Dr.  Owen  H.  Wangensteen, 
chief.  Department  of  Surgery,  University  of  Minnesota,  Minne- 
apolis, Minnesota. 

2:00  to  2:30 — "Application  of  the  Insulins  in  the  Treatment 
of  Diabetes  Mellitus  with  Comments  on  Diabetes  Detection” — 
Dr.  Lester  J.  Palmer,  Clinical  Professor  of  Medicine,  Washing- 
ton State  University,  Seattle,  Washington,  and  President-elect 
of  the  American  Diabetes  Association. 

2:30  to  3:00 — "The  Use  of  Antibiotics  in  General  Practice” 
— Dr.  D.  R.  Nichols,  Mayo  Clinic,  Rochester,  Minnesota. 

3:00  to  3:30 — Intermission. 

3:30  to  4:00 — "Diagnosis  and  Treatment  of  Common  Endo- 
crinologic  Disorders” — Dr.  W.  A.  Stafne,  and  Dr.  L.  E.  Wold, 
Fargo,  North  Dakota. 

4:00  to  4:30 — "The  Hysterectomy  Problem” — Dr.  Leonard 
A.  Lang,  Minneapolis,  Minnesota. 

4:30  to  5:00 — "Poliomyelitis:  Diagnosis  and  Treatment” — 
Dr.  L.  G.  Pray,  Fargo,  North  Dakota. 

Installation  of  President 

Dr.  W.  A.  Wright:  I now  have  a very  pleasant  duty  and 

privilege  to  perform;  that  is  calling  on  the  incoming  President 
to  take  office.  Dr.  Robert  Campbell  and  Dr.  Paul  Burton,  will 
voii  escort  Dr.  L.  W.  Larson  of  Bismarck  to  the  platform?  Dr. 
Larson  should  feel  very  proud  to  have  as  his  escorts  two  such 
distinguished  past  presidents.  It  is  my  very  great  pleasure  and 
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a real  satisfaction  to  know  that  I can  turn  this  office  over  to 
the  one  man  in  North  Dakota  who  is  the  most  qualified  in 
medical  affairs  to  offer  the  best  type  of  leadership  the  Associa- 
tion is  entitled  to.  I now  present  to  you,  your  new  President, 
Dr.  L.  W.  Larson,  of  Bismarck. 

INAUGURAL  ADDRESS 
L.  W.  Larson,  M.D. 

Bismarck,  North  Dakota 

Thank  you,  Drs.  Wright,  Campbell  and  Burton.  I wish  to 
thank  you  for  the  honor  you  have  conferred  upon  me. 

It  is  my  earnest  desire  to  merit  your  confidence  in  my  ability 
to  discharge  the  duties  and  fulfill  the  obligations  incident  to 
the  office  of  President  of  our  Association.  It  has  been  blessed 
with  the  ability  and  devotion  to  duty  of  a long  list  of  past 
presidents.  Not  the  least  of  these  is  my  predecessor.  Dr.  Wil- 
lard Wright.  He  entered  the  presidency  with  a thorough  knowl- 
edge of  the  social  and  economic  problems  which  face  our  pro- 
fession and  he  has  contributed  generously  of  his  time  and  talents 
to  the  affairs  of  the  Association  during  the  past  year.  I pledge 
you  my  determination  to  do  likewise.  Your  continued  support 
is  solicited.  United  in  a common  effort  we  will  not  fail  to  up- 
hold the  high  traditions  of  service  to  the  people  of  our  state 
which  our  Association  has  maintained  for  over  half  a century. 

A glorious  history  of  progress  and  attainment  has  been  writ- 
ten by  the  medical  profession  since  our  Association  was  founded 
in  1888.  Research  laboratories  and  public  health  departments 
have  almost  eliminated  the  contagious  diseases  which  plagued 
our  people  as  recently  as  twenty-five  years  ago.  The  discovery 
of  insulin  has  reduced  diabetes  to  a low  position  as  the  cause 
of  morbidity  as  well  as  mortality.  Pernicious  anemia  is  no  longer 
a frightful  disease  since  Minot  and  Murphy  discovered  liver 
as  a therapeutic  agent.  The  sulfa  drugs  and  the  antibiotics 
have  conquered  most  of  the  infectious  processes,  against  which 
the  profession  was  literally  hlepless  less  than  two  decades  ago. 
Pediatrics  and  obstetrics  have  made  such  notable  progress  ducing 
this  period  that  the  hazards  of  child-bearing  and  neonatal  life 
have  been  reduced  to  unbelievably  low  figures.  Surgery  has 
progressed  to  the  point  where  total  gastrectomy,  pneumonectomy 
and  the  removal  of  hitherto  inoperable  brain  tumors  are  being 
done  almost  routinely  by  qualified  surgeons.  Increased  knowl- 
edge of  fluid  balance  and  the  liberal  use  of  safe  blood  have 
saved  countless  lives  from  medical  and  surgical  deaths.  The  dis- 
covery of  the  Rh  factor  is  reducing  the  mortality  from  erythro- 
blastosis and  blood  transfusions.  There  is  even  a strong  possi- 
bility that  a successful  treatment  for  cancer  will  be  forthcoming 
as  the  result  of  the  combined  program  of  research  which  is  be- 
ing sponsored  by  the  National  Cancer  Institute  and  the  Ameri- 
can Cancer  Society.  Our  hospitals  have  developed  from  the 
rooming-house  stage  to  institutions  in  which  patients  through- 
out the  land  can  go  with  safety  and  physicians  can  practice 
scientific  medicine.  Our  medical  schools  have  grown  from  the 
diploma-mill  era  to  the  modern  school  of  today,  capable  of 
turning  out  graduates  with  a vast  knowledge  of  disease. 

The  medical  profession  can  take  great  pride  in  these  develop- 
ments which  have  contributed  so  greatly  in  making  our  country 
what  it  is  today.  But  other  important  factors  have  developed 
to  influence  the  lives  of  our  people  during  this  same  period.  We 
have  fought  and  won  two  world  wars,  the  impacts  of  which  will 
not  be  erased  for  generations  to  come.  Pressure  groups,  both 
large  and  small,  have  become  so  powerful  that  our  politicians 
dare  not  displease  them  for  fear  of  reprisals.  The  philosophy 
of  federal  government  paternalism,  which  was  the  outgrowth  of 
the  depression  during  the  thirties,  has  become  so  entrenched  Ln 
Washington  that  the  old  concepts  of  initiative,  hard  work,  a^d 
personal  responsibility  have  been  discarded  by  a large  segment 
of  our  population.  An  inevitable  result  has  been  the  demand 
for  compulsory  health  insurance  on  the  part  of  many  either 
through  design  or  because  of  honest  or  misguided  motives. 
Organized  medicine  has  been  attacked  through  the  press  and 
radio,  on  the  floor  of  Congress,  and  in  its  committee  hearings 
i'or  its  "do-nothing”  policy.  Charges  of  monopoly  have  been 
hurled  by  men  and  women  in  high  places.  Attempts  have  been 
made  to  substantiate  these  claims  through  court  action  and  in- 
vestigations by  representatives  of  the  justice  departments.  But 
through  it  all  our  profession  has  remained  firm  in  its  conviction 
that  the  practice  of  medicine  in  the  United  States  must  not  be 


subjected  to  government  control.  Through  the  American  Med- 
ical Association  it  has  developed  a program  of  education  de- 
signed to  inform  the  public  of  the  dangers  of  socialized  medi- 
cine. The  results  have  been  striking.  Thousands  of  organiz- 
tions,  whose  members  come  from  all  walks  of  life,  have  joined 
in  the  fight  to  preserve  American  medicine  as  we  know  it  today. 
People  are  beginning  to  realize  that  government  control  of  medi- 
cine is  invariably  a first  step  to  socialism  and  that  fascism  or 
communism  will  come  later.  The  time  has  come  when  our  peo- 
ple are  ready  to  exercise  their  greatest  heritage,  that  of  the 
right  to  vote  without  fear,  against  those  who  would  lead  us 
down  the  road  that  can  end  only  in  the  same  deplorable  con- 
dition in  which  millions  of  people  throughout  the  world  find 
themselves  today. 

The  responsibility  of  the  individual  physician  to  his  profession 
and  to  his  patients  has  never  been  greater  than  it  is  today.  He 
must  provide  good  medical  care  at  a price  his  patients  can 
afford  to  pay.  The  public  has  never  been  as  well-informed  on 
medical  matters  as  at  present.  Slip-shod  examinations  and  curb- 
stone consultants  will  not  satisfy  a people  who  know  that  mod- 
ern medicine  is  a science  as  well  as  an  art.  But  the  responsibility 
of  the  individual  physician  does  not  end  there.  He  is  indebted 
to  his  fellow  citizens  for  the  privilege  they  grant  him  to  prac- 
tice his  profession  without  government  control.  In  return,  it  is 
his  duty  to  take  an  active  interest  in  the  social,  economic,  and 
political  problems  facing  our  nation  today.  If  he  really  believes 
in  free  enterprise  he  should  say  so.  Furthermore,  he  should 
openly  support  those  candidates  for  office  who  share  the  same 
beliefs.  The  recent  primary  election  in  Florida  emphasizes  what 
an  aroused  profession  can  do  to  help  defeat  a candidate  for  the 
United  States  Senate  who  has  been  known  throughout  his 
Washington  career  as  a vitriolic  critic  of  our  profession,  and  a 
proponent  of  every  left  wing  scheme  presented  to  the  Congress, 
including  compulsory  health  insurance.  Fortunately,  the  issues 
are  being  made  more  clear  each  year  throughout  the  country, 
and  the  candidates,  regardless  of  party  affiliation,  are  labeled 
so  that  all  may  know  what  they  stand  for  and  what  they  will 
do  if  elected. 

Our  profession  has  accomplished  much  in  the  past.  Its  task 
in  the  years  ahead  is  clear.  The  statement  of  Sir  Frances  Drake 
seems  appropriate  for  us  all:  "Grant  us  to  know  that  it  is  not 
the  beginning,  but  the  continuing  of  the  same  until  it  is  thor- 
oughly finished,  which  yieldeth  the  true  glory.” 

PRESIDENTIAL  ADDRESS 

W.  A.  Wright,  M.D. 

Williston,  North  Dakota 

It  makes  me  very  happy  to  have  Dr.  Lancaster  say  all  these 
nice  things  about  me.  I hope  I have  deserved  some  of  them. 
This  has  been  a very  happy  year  because  I have  had,  and  hope 
merited,  the  respect  of  our  Association.  I have  had  the  pleasure 
of  associating  with  so  many  fine  people  and  have  had  excellent 
cooperation  from  all  our  members.  I want  to  thank  each  and 
everyone  of  you  that  has  helped  so  much  in  the  past  year. 
I hope  I shall  still  be  an  active  member  of  the  Association  after 
I give  up  this  office. 

I think  you  will  all  agree  that  for  some  years  past,  the  para- 
mount objective  of  organized  medicine  has  been  to  withstand 
the  assaults  of  those,  who  wish  to  transfer  control  of  medical 
practice  from  the  profession  to  the  federal  government.  During 
this  time,  we  have  learned  that  in  this  battle  we  do  not  stand 
alone.  We  have  with  us  other  men  of  good  will  who  believe 
in  the  dignity  and  liberty  of  the  individual,  rather  than  in  an 
all-powerful  socialistic  or  welfare  state.  We  are  not  facing  the 
prospect  of  socialization  of  the  practice  of  medicine  only,  we 
face  complete  socialization  and  domination  of  our  everyday  lives. 
Hence,  I am  going  to  speak  to  you  today  concerning  our  obli- 
gation to  society  as  a whole  and  have  chosen  for  my  title  the 
phrase  "No  Man  Is  An  Island.” 

"No  man  is  an  island  entire  unto  himself,”  wrote  John 
Donne,  the  17th  century  cleric  and  poet.  We  are  each  a small 
part  of  mankind  deriving  from  the  past  and  contributing  to 
the  future.  Similarly,  a doctor  is  not  a doctor  only,  but  is  a 
part  of  the  fabric  of  our  community  life  and  our  civilization. 
As  one  of  the  present  civic  responsibilities  for  which  he  will  not 
receive  any  immediate  reward,  a doctor  is  called  upon  to  lead 


352 


The  Journal-Lancet 


the  current  phase  of  the  never  ending  struggle  for  freedom  of 
the  individual.  For  it  seems  certain  that  if  we  are  to  retain 
and  advance  this  freedom,  it  will  be  necessary  for  us  to  exert 
time  and  effort  without  thought  of  personal  gain. 

Vast  numbers  of  people  throughout  the  world  now  live  under 
a system  of  government  which  calls  for  complete  subservience 
to  an  all-powerful  state.  As  yet,  this  has  not  happened  here, 
but  the  danger  is  ever  present  and  we  must  always  remember 
that  our  individual  liberty  is  not  something  to  be  taken  for 
granted.  We  must  remember  that  freedom  is  a living  thing  in 
a constantly  changing  social  order.  It  is  something  to  work 
and  fight  for,  to  be  retained  and,  where  possible,  extended.  In 
many  respects,  it  seems  fitting  that  the  medical  profession  should 
play  a leading  role  in  this  social  struggle.  We  are  by  virtue  of 
natural  selection,  education,  later  training  and  responsibility  of 
our  position,  persons  who  should  qualify  for  leadership.  Some- 
thing over  one  hundred  years  ago,  Robert  Louis  Stevenson  wrote 
"There  are  men  and  classes  of  men  that  stand  above  the  com- 
mon herd,  the  soldier,  the  sailor  and  the  shepherd  not  infre- 
quently, the  artist  rarely,  rarer  still  the  clergyman,  the  physi- 
cian almost  as  a rule.  He  is  the  flower,  such  as  it  is,  of  our 
civilization.  He  will  be  thought  to  have  shared  as  little  as  any 
in  the  defects  of  the  period  and  most  notably  exhibited  the  vir- 
tues of  the  race.”  Can  we,  of  this  day,  deserve  this  high 
tribute? 

With  the  rise  of  scientific  medicine  there  has  been  a great 
tendency  for  physicians  to  be  content  with  furthering  profes- 
sional and  scientific  ends  with  consequent  neglect  of  their  social 
and  political  duties.  We  have,  perhaps,  not  taken  that  place  in 
the  ordinary  affairs  of  the  community,  state  and  nation  for 
which  we  are  fitted.  To  be  sure,  complete  devotion  to  science 
is  a full  and  exacting  life  and  undoubtedly,  a completely  re- 
warding one;  but  science  alone  does  not  make  the  complete  man. 
And  many  thoughtful  observers  feel  that  we  should  be  pre- 
pared, not  only  to  work  for  the  increased  knowledge  and  facili- 
ties of  the  profession,  but  we,  also,  should  remember  our  duties 
as  citizens.  Certamly,  no  one  will  deny  that  this  is  a time 
when  intelligent  and  enlightened  leadership  is  needed  through- 
out our  nation,  as  perhaps  never  before. 

Francis  Bacon  defined  our  duty  to  our  profession  when  he 
wrote,  "I  hold  every  man  a debtor  to  his  profession  from  the 
which  as  men,  of  course,  do  seek  to  receive  countenance  and 
profit,  so  ought  they  of  duty  to  endeavor  themselves  by  way 
of  amends  to  be  a help,  an  ornament  thereunto.”  And  again 
Bacon  points  out  our  general  obligations,  when  he  said,  "Men 
m great  place  are  thrice  servants;  servants  of  the  sovereign  state, 
servants  of  fame  and  servants  of  their  business  or  profession.” 

In  addition,  then,  to  being  members  of  an  honored  and  re- 
spected profession,  we  have  the  great  privilege  of  living  under 
the  system  of  American  democracy.  Certainly  it  seems  that  as 
ordinary,  thoughtful  citizens,  we  should  be  interested  in  main- 
taining the  democratic  system  which,  so  far,  has  served  us  so 
well.  Our  democratic  tradition  is  deeply  rooted  in  the  past, 
extending,  at  least,  back  to  that  day  in  June,  1215,  when  the 
bold  knights  of  England  at  Kunneymede  forced  King  John  to 
grant  them  the  Magna  Charta.  Since  then,  our  freedom  has 
been  gradually  extended  over  the  many  years  by  men  who 
worked,  fought  and  died  for  liberty.  One  wonders  what  some 
of  these  bold  knights  and  those  who  followed  them  would  think 
of  the  many  Americans  who  because  of  indifference  or  self- 
interest  will  not  exert  themselves  to  retain  and  extend  the  same 
hard-won  freedoms.  As  Shakespeare  expressed  it,  "the  time  of 
life  is  short,  to  spend  that  shortness  basely  were  too  long.” 

We  doctors  are  primarily  called  upon  to  so  conduct  our  af 
fairs  that  people  in  general  will  recognize  the  superiority  of 
private  practice  over  any  form  of  political  medicine.  Most  of 
our  pi-rsonal  and  collective  activities  are  subjected  to  quite  close 


scrutiny;  as  John  Donne  remarked,  "I  observe  the  physician 
with  the  same  diligence  as  he  the  disease.’’ 

Modern  methods  of  collecting  and  distributing  information 
result  in  wide  and  often  premature  publicity.  Much  of  this 
may,  from  our  point  of  view,  be  undesirable,  but  it  certainly 
calls  for  intelligent  action  on  our  part.  A leading  member  of 
the  modern  profession  of  public  relations  counsellor,  Benjamin 
Sonnenberg,  describes  this  situation  in  a profile  by  Geoffrey 
Heilman  in  The  New  Yorker.  He  is  quoted  as  saying,  "In 
the  olden  days,  your  only  forum  was  a courtroom;  at  the  pres- 
ent time,  you  are  tried  in  the  press  or  other  public  media;  you 
are  tried  before  the  bar  of  public  opinion,  a man’s  whole  career 
can  be  ruined,  because  of  the  media  of  mass  communication, 
by  innuendo.  The  law  can’t  catch  up  with  that.  'The  result  is 
that  as  a man  or  even  a corporation  is  more  and  more  de- 
pendent on  public  opinion,  it  is  necessary  to  practice  preventive 
medicine  in  publicity  and  to  initiate  counter  attacks.  It  is  no 
longer  enough  merely  for  a man  to  sell  his  wares  at  a profit. 
He  must  take  time  out  to  express  a feeling  of  social  respon- 
sibility. It  is  important  what  he  does  with  the  money  after  he 
makes  his  profit,  how  large  that  profit  is,  and  whether  or  not 
he  is,  at  all  times,  behaving  in  the  public  interest.  He  can  sur- 
vive only  by  consent  of  the  consumers,  who  are  not  now  th^ 
sort  to  listen  to  William  H.  Vanderbilt's  philosophy  of  "the 
public  be  damned.” 

You  hardly  need  to  be  reminded  of  the  great  public  ap- 
petite now  existing  for  information  on  medical  subjects  in  both 
the  scientific  and  economic  fields.  The  various  media  for  the 
dissemination  of  news  are  all  seeking  items  of  medical  interest 
for  presentation.  This  presents  us  with  one  opportunity  for 
public  service.  We  must  see  that  so  far  as  possible,  infornjation 
is  factual,  ethically  presented,  interesting  and  valuable.  Cer- 
tainly, it  is  to  our  advantage  not  to  shirk  this  obligation,  be- 
cause we  know  so  well  that  our  most  valuable  ally  is  a properly 
informed  body  of  public  opinion. 

But  our  responsibility  extends  beyond  the  mere  dissemination 
of  proper  scientific  and  economic  information  as  it  pertains  to 
health  and  related  subjects.  We  have  the  duty  and  privilege  of 
furnishing  in  the  common  ordinary  affairs  of  the  community 
that  leadership  and  that  amount  of  time  and  energy  which  is 
required  in  a democratic  society,  so  that  such  a society  may 
function  for  the  general  good.  Certainly,  the  majority  of  the 
medical  profession  are  not  in  sympathy  with  the  type  of  leader- 
ship which  is  presently  being  offered  us  by  many  of  those  both 
in  and  out  of  office.  Too  many  of  them  remind  us  of  the  fellow 
Sam  Johnson  described  as  having  "but  one  idea  and  that  was 
the  wrong  one.”  Or  as  Robert  Burton,  author  of  the  Anatomy 
of  Melancholy  observed:  "set  a beggar  on  horseback  and  he 
will  ride  at  a gallop.” 

Often  we  are  discouraged  by  the  magnitude  and  complexity 
of  the  problems  facing  our  civilization.  It  is  comforting,  then, 
to  read  a few  lines  written  by  Winston  Churchill  in  a book 
concerning  hobbies,  in  which  he  writes  of  the  pleasures  of  a 
large  library.  Certainly,  few  men  in  our  day  have  struggled 
with  more  vexatious  situations  than  he  has.  Nor  for  that  mat- 
ter, has  any  one  man  made  better  progress  in  the  settlement  of 
many  of  these  problems.  Churchill  wrote,  "To  browse  about 
a library  is  to  chase  pride,  even  in  its  most  innocent  forms, 
from  the  heart.  As  one  surveys  the  mighty  array  of  sages, 
saints,  historians,  scientists,  poets  and  philosophers,  whose 
treasures  one  will  never  be  able  to  admire,  still  less  enjoy,  the 
brief  tenure  of  our  existence  here  dominates  mind  and  spirit. 
Think  of  all  the  wonderful  tales  that  have  been  told,  well  told, 
which  you  will  never  know.  Think  of  all  the  searching  inquiries 
into  matters  of  great  consequence,  which  you  will  never  pursue. 
Think  of  all  the  delighting  or  disturbing  ideas  that  you  will 
never  share.  Think  of  all  the  mighty  labors  that  have  been 
accomplished  for  your  service,  but  of  which  you  will  never  reap 
the  harvest.’’ 
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MEMBERSHIP  BY  DISTRICTS 


First  District 

Haugrud,  E.  M.,  Pres Fargo 

Hawn,  H.  W.,  Sec.  Fargo 


Armstrong,  W.  B.  

Bacheller,  S.  C 

Baird,  J.  A.  

Bakke,  H 

Bateman,  C.  V.  

Beithon,  E.  J.  

Beltz,  Melvin  E.  

Borland,  V.  G 

Burt,  A.  C.  

Burton,  John  P.  

Burton,  P.  H.  _ 

Clark,  I.  D.,  Jr.  

Corbus,  B.  C.,  Jr.  

Darner,  C.  B.  

Darrow,  F.  I.  (Rtd.) 

Darrow,  K.  E 

DeCesare,  F.  A.  

Dillard,  J.  R 

Dodds.  G.  A.  

Donat,  T.  L 

Elofson,  C.  E 

Fjelde,  J.  H.  

Fortin,  H.  J. 

Fortney,  A.  C.  

Foster,  G.  C.  

Geib,  Marvin  

Gronvold,  F.  O 

Hall,  G.  H.  

Hanna,  J.  F.  

Haugrud,  E.  M 

Hawn,  H.  W.  

Heilman,  C.  O.  

Hunter,  C.  M.  

Hunter,  G.  W 

Ivers,  G.  U.  

Klakeg,  C.  H.  

Klein,  A.  L.  

Kulland,  Roy  

Lancaster,  W.  E.  G 

Larson,  G.  A.  

LeMar,  John  

Lewis,  T.  H.  

Long,  W.  H.  

Lytle,  F.  T 

Mazur,  B.  A 

Miller,  H.  W.  (Rtd.)... 

Moe,  A.  E.  

Morris,  A.  C.  (Rtd.)_. 

Nichols,  A.  A.  

Nichols,  W.  C.  

Oftedal,  Trygve 

Ostfield,  J.  R 

Peterson,  E.  R.  

Poindexter,  M.  H.,  Jr. 
Pray,  L.  G. 

Richter,  E.  H.  

Rogers,  R.  G 

Schleinitz,  F.  B.  

Schneider,  J.  F.  

Sedlak,  O.  A.  

Stafne,  W.  A 

Swanson,  J.  C.  

Tainter,  Rolfe  

Thompson,  A.  M.  


Fargo 

Enderlin 

Fargo 

Lisbon 

Wahpeton 

Wahpeton 

Wahpeton 

Fargo 

Fargo 

Fargo 

Fargo 

Casselton 

Fargo 

Fargo 

Fargo 

Fargo 

Fargo 

Fargo 

Fargo 

Fargo 

Fargo 

Fargo 

Fargo 

Fargo 

Fargo 

Fargo 

Fargo 

Fargo 

Fargo 

Fargo 

Fargo 

Fargo 

Fargo 

Fargo 

Fargo 

Fargo 

Fargo 

West  Fargo 

Fargo 

Fargo 

Fargo 

Fargo 

Fargo 

Fargo 

Fargo 

Casselton 

Fargo 

Fargo 

Fargo 

Fargo 

Fargo 

Fargo 

Fargo 

Fargo 

Fargo 

Hunter 

Fargo 

Hankinson 

Fargo 

Fargo 

Fargo 

Fargo 

Fargo 

Wahpeton 


First — ( Continued ) 
Tronnes,  Nels  (Rtd.) 

Fargo 

Urenn,  B.  M. 

Fargo 

Veifrh,  Ahner 

Lisbon 

Weible,  R.  D.  

Fargo 

Wold,  L.  E.  

Wright,  Wm.  K. 

Fargo 

Fargo 

Devils  Lake 


Fawcett,  R.  M.,  Pres.  Devils  Lake 

Fawcett,  D.  W.,  Sec Devils  Lake 

Engesather,  J.  A.  D.  Brocket 

Fawcett,  D.  W.  Devils  Lake 

Fawcett,  J.  C.  Devils  Lake 

Fawcett,  R.  M.  Devils  Lake 

Fox,  W.  R Rugby 

Gerber,  L.  S, 

(N.  Mex.)  Albuquerque 
Horsman,  A.  T.  (Hon.)  Devils  Lake 

Johnson,  C.  G.  Rugby 

Keller,  E.  T.  Rugby 

MacDonald,  J.  A Cando 

Mahoney,  J.  H Devils  Lake 

Miles,  A.  M Rolla 

Palmer,  D.  W Cando 

Pine,  L.  F Devils  Lake 

Pollard,  W.  S.  Minnewaukan 

Sihler,  W.  F.  (Hon.)  Devils  Lake 

Stickelberger,  J.  S.  (Rtd.)... Oberon 

Toomey,  G.  W.  Devils  Lake 

Vigeland,  G.  N.  Maddock 


Grand  Forks 


Mahowald,  R.  E.,  Pres Grand  Forks 

Graham,  J.  H.,  Sec Grand  Forks 

Alger,  L.  J.  Grand  Forks 

Benson,  T.  Q.  Grand  Forks 

Benwell,  H.  D.  Grand  Forks 

Brown,  B.  E,  (Rtd.) .._  (la.)  Iowa  City 

Brown,  G.  F.  . (la.)  Iowa  City 

Burrows,  F.  N.  (Hon.) Bathgate 

Campbell,  R.  D.  (Hon.)  Grand  Forks 

Countryman,  G.  L.  Grafton 

Countryman,  J.  E.  (Hon.) 

(Ore.)  Arch  Cape 

Culmer,  A.  E.,  Jr Grand  Forks 

Dailey,  W.  C.  Grand  Forks 

Deason,  F.  W.  Grafton 

Flaten,  A.  N.  Edinburg 

Fritzell,  K.  E.  Grand  Forks 

Glaspel,  C.  J.  Grafton 

Graham,  C.  M Grand  Forks 

Graham,  J.  H.  Grand  Forks 

Grinnell,  E.  L.  Grand  Forks 

Haugen,  C.  O.  Larimore 

Haunz,  E.  A Grand  Forks 

Hill,  Frank  A.  Grand  Forks 

Jensen,  A.  F.  Grand  Forks 

Johann,  O.  P.  . Grafton 

Lamont,  J.  G.  Grafton 

Landry,  L.  H.  Walhalla 

Leigh,  R.  E.  Grand  Forks 

Leigh,  Richard  Grand  Forks 

Liebeler,  W.  A.  Grand  Forks 

Lommen,  C.  E.  Fordville 


Grand  Forks — (Continued) 


Mahowald,  R.  E.  Grand  Forks 

Moore,  J.  H.  Grand  Forks 

Muus,  J.  Meyer  McVille 

Muus,  O.  H.  . Grand  Forks 

Panek,  A.  F.  Milton 

Peake,  F.  Margaret  Grand  Forks 

Piltingsrud,  H.  R.  Park  River 

Porter,  C.  B Grand  Forks 

Quale,  V.  S.  ..  Grand  Forks 

Rand,  C.  C Grafton 

Ruud,  H.  O.  Grand  Forks 

Ruud,  M.  B.  Grand  Forks 

Sandmeyer,  J.  A.  Grand  Forks 

Silverman,  L.  B.  Grand  Forks 

Stratte,  J.  J Grand  Forks 

Strom,  A.  D.  . ...  Langdon 

Thorgrimson,  G.  G Grand  Forks 

Tompkins,  C.  R.  Grafton 

Tompkins,  Wm.  . Grafton 

Turner,  R.  C ..  Grand  Forks 

Vance,  R.  W Grand  Forks 

Waldren,  G.  R.  Cavalier 

Waldren,  H.  M.,  Jr Drayton 

Weed,  F.  E Park  River 

Williamson,  G.  M.  (Hon.) 

Grand  Forks 

Witherstine,  W.  H.  Grand  Forks 

Woutat,  P.  H Grand  Forks 

Youngs,  N.  A.  Grand  Forks 


Kotana 

Craven,  J.  P.,  Pres.  Williston 

Skjei,  D.  E.,  Sec.  ..Williston 

AbPlanalp,  I.  S Williston 

Craven,  J.  D.  Williston 

Craven,  J.  P.  Williston 

Hagan,  E.  J.  Williston 

Johnson,  A.  K.  ..  Williston 

Johnson,  P.  O.  C.  Watford  City 

Korwin,  J.  J Williston 

Lund,  C.  M.  Williston 

McPhail,  C.  O.  Crosby 

Skjei,  D.  E Williston 

Wright,  W.  A Williston 


Northwest 


Fischer,  V.  J.,  Pres 

Hurly,  W.  C.,  Sec 

Ayash,  J.  J.  

Ball,  Wm.  J.  

Minot 

Minot 

Minot 

Minot 

Harvey 

Bethea,  R.  O.,  Jr.  

..  Minot 

Blatherwick,  Robt 

...  Parshall 

Blatherwick,  W.  E.  

...  Sanish 

Bray,  D.  L.  . .. 

Algona,  la. 

Breslich,  P.  J.  

Minot 

Cameron,  A.  L.  

Minot 

Combs,  A.  B 

Minot 

Conroy,  M.  P. 

. Minot 

Craise,  O.  S. 

Towner 

Devine,  J.  L.,  Jr.  . ... 

Minot 

Devine,  J.  L.,  Sr 

Minot 

Dyson,  R.  E.  

Minot 

Ensign,  Wm.  G 

Minot 
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Nortliwcst — (Continued ) 

Sixtfi — (Continued ) 

Erenfcld,  F.  R. 

Bismarck 

Fischer,  V.  J. 

Minot 

Buckingham,  T.  W. 

Bismarck 

Flath,  M.  G. 

Stanley 

Cartwright,  John  T. 

Bismarck 

(jammeli,  K.  1 . 

Kenmare 

Cochran,  R.  B. 

Bismarck 

Garrison,  M.  W. 

Minot 

Constans,  G.  M.  (Rtd.) 

Bismarck 

Greene,  E.  E. 

Craychee,  W.  A. 

Halhday,  D.  J. 

Kenmare 

(Minn. 

) Minneapolis 

Halverson,  C.  H. 

Dahlen.  G.  A. 

Bismarck 

Halverson,  H.  L. 

DeMouIly,  O.  M. 

Flasher 

Hammargren,  A.  F. 

Harvey 

Diven,  W.  L. 

Bismarck 

Hochhauser,  Martin 

Garrison 

Enders,  W.  R. 

Hazen 

Huntley,  W.  B. 

Minot 

Fredricks,  L.  H. 

Bismarck 

Hurly,  Wm.  C. 

Freise.  P.  W. 

Bismarck 

Fngalis,  C.  L.  

Gaebe,  O.  C. 

New  Salem 

Johnson,  H.  Paul 

(Ore.)  Albany 

Goughnour,  Myron 

Bismarck 

Johnson,  O.  W. 

Griebenow,  F.(Ktd.) 

Bismarck 

Kermott,  L.  H. 

Minot 

Grorud,  A.  C. 

Bismarck 

Kermott,  L.  Henry 

Minot 

HefTron.  M.  M. 

Bismarck 

Knudson,  K.  O. 

Glenburn 

Heinzeroth,  George 

Turtle  Lake 

Lampert,  M.  T. 

Minot 

Henderson,  R.  W. 

Bismarck 

Livingston,  N.  B.,  Jr. 

Mohall 

Hetzler,  A.  E. 

Mandan 

McCannel,  A.  D. 

Minot 

Icenogle,  G.  D. 

Bismarck 

Malvey,  Kenneth 

Jacobson,  M.  S. 

._  Elgin 

Naegeli,  F.  D. 

LaRose,  V.  J.  (Rtd.) 

Bismarck 

Nelson,  L.  F. 

Bottineau 

Larson,  L.  W. 

Bismarck 

Oltman,  D.  L. 

Minot 

Lipp,  G.  R 

Bismarck 

Ransom.  E.  M. 

McEwen,  John  C. 

Bismarck 

Rowe.  P.  H. 

Minot 

Monteith,  George 

Hazelton 

Bismarck 

Sorenson,  A.  R. 

Orr,  A.  C 

Bismafck 

Sorenson,  Rodger 

Minot 

Bismarck 

Spomer,  J.  P. 

Perrin,  E.  D. 

Bismarck 

Timm,  J.  F.  (Hon.) 

Peters,  Clifford  H. 

. Bismarck 

(Ore.)  Portland 

Pierce,  W.  B. 

Bismarck 

Wall,  W.  W.  . . 

Minot 

Quain,  E.  P.  (Hon.) 

(Ore.)  Salem 

Wheelon,  F.  E. 

Minot 

Radi,  R.  B 

Bismarck 

Ramstad,  N.  O.  (Hon.) 

Bismarck 

SFieyenne  Valley 

Roan,  M.  W.  (Rtd.) 
Rosenberger,  H.  P. 

Bismarck 

Cook,  Paul,  Pres. 

Valley  City 

(So.  Dak.)  Aberdeen 

Meredith,  C.  J.,  Sec. 

Valley  City 

Salomone,  E. 

..  Elgin 

Almklov,  L. 

Cooperstown 

liaxvik,  k.  U. 
Schoregge,  C.  W. 

Bismarck 

Bismarck 

Christianson,  Gunder 

Valley  Oity 

Schoregge,  R.  D. 

Bismarck 

Cook.  Paul  T. 

Valley  Oity 

Shannon,  D.  D. 

Riverdale 

(jilsdort.  W.  H. 

Valley  City 

Shook,  L.  D. 

Riverdale 

Macdonald,  A. 

Valley  City 

Mandan 

Macdonald,  A.  W.  (H 

on.)  Valley  City 

Spielman,  George 

Mandan 

Macdonald,  Neil  A. 

Valley  City 

Thompson,  Arnold 

Bismarck 

Meredith,  C.  j. 

Valley  Oity 

Tudor.  Robert  B. 

Bismarck 

Merrett,  J.  P. 

Valley  City 

Hazen 

Van  Houten,  J.  (Rtd. 

) Valley  City 

Vinje,  Ralph  (Minn. 

) Minneapolis 

Wicks,  F.  L. 

Valley  City 

Vonnegut,  F.  F. 

Linton 

Waldschmidt,  R.  H. 
Weyrens,  P,  J. 

Bismarck 

Hebron 

Arneson,  C.  A.,  Pres 

Bismarck 

Williams,  J.  R. 

Bismarck 

Peters,  C.  H.,  Sec, 


Bismarck 


Arneson,  C.  A.  Bismarck 

Bahamonde,  J.  M.  Elgin 

Baumgartner,  C.  J.  F5ismarck 

Benson,  O.  T. 


(Cal.)  N.  Hollywood 


Berg,  H.  M. 
Bertlieau,  H.  J. 
Bixby,  Harriet 
Blumentlial,  F'liilip 
Bodenstab,  W.  H. 
Fioertb.  E.  Fd 
FFreslin,  R.  H. 


Bismarck 
Linton 
(Mass.)  Holliston 
Mandan 
(Hon.)  Bismarck 
Fdismarck 
Mandan 


Soiitliwestern 


Rodgers,  R.  W.,  Pres. 

Dickin.son 

Reichert,  H.  L.,  Sec. 

Dickinson 

Bush,  C.  A. 

Beach 

I3ukart,  C.  R. 

Dickinson 

Dukart,  Ralph 

Dickinson 

GiLsdorf,  A.  R. 

Dickinson 

Guloicn,  H.  E. 

Dickinson 

Gumper,  A.  J. 

Dickinson 

F^ciseth,  H.  K. 

Mott 

Larsen,  H.  C. 

F3ickinson 

McNeil,  J.  H. 

Hettinger 

SoutFiwest — (Continued ) 

Martens,  Apollon  Killdcer 

Reichert,  D.  J.  Dickinson 

Reichert,  H.  L.  Dickinson 

Rodgers,  R.  W.  Dickinson 

Schumacher,  Wm.  A.  Hettinger 

Seitz,  Sherwood  B.  Richardton 

Spanjers,  A.  J.  Dickinson 

Spear,  A.  E.  Dickinson 


Stutsman 

Jansonius,  J.  W.,  Pres Jamestown 

Nierling,  R.  D.,  Sec Jamestown 

Arzt,  P.  G.  Jamestown 

Beall,  J.  A.  Jamestown 

Carpenter,  G.  S _ Jamestown 

Culbert,  M.  H.  (Rtd.) Medina 

Cuthbert,  W.  H.  Jamestown 

Elsworth,  J.  N.  ...  Jamestown 

Fergusson,  F.  W.  Lodi,  Calif. 

Fergusson,  V.  D.  Edgelcy 

Fisher,  A,  M.  Jamestown 

Fitzjerrell,  H.  B.  Jamestown 

Gerrish,  W.  A.  (Hon.) Jamestown 

Hieb,  E.  O.  Jamestown 

Holt,  G.  H.  . Jamestown 

Jansonius,  J.  W.  Jamestown 

Larson,  E.  J.  Jamestown 

Lucy,  R.  E Jamestown 

Lynde,  Roy  Ellendale 

McFadden,  R.  L.  Jamestown 

Maloney,  13.  W LaMoure 

Martin,  C.  S.  . . Kensal 

Melzer,  S.  W.  ..Woodworth 

Miles,  J.  V.  . Jamestown 

Nierling,  R.  D.  Jamestown 

Pederson,  T.  D Jamestown 

Sorkness,  Joseph  Jamestown 

Wood,  W.  W.  Jamestown 

Woodward,  F.  O.  Jamestown 

Woodward,  R.  S.  . Jamestown 


Traill-Steele 

Little,  R.  C.,  Pres.  Mayville 

Vinje,  Syver,  Sec.  ..  Hillsboro 


Andrews,  Bernice 
Cable,  Thomas  M. 
Cleary,  H.  G. 
Dekker,  O.  D. 
Hoeh  n,  David 
Kjelland,  A.  A. 
Knutson,  O.  A. 
1-aFleur,  H.  A. 
Little,  R.  C. 

Savre,  M.  T. 
Vinje,  Syver 
Wheeler,  G.  S. 


Sharon 

Hillsboro 

Northwood 

Hope 

. Sharon 

Hatton 

Buxton 
....  Mayville 
Mayville 
Northwood 
Hillsboro 
Portland 


Tri-County 

F3oyum,  L.  E.,  F’res.  Harvey 


Boyum,  L.  E. 

Boyum,  1^.  A. 
Gilliland,  R.  F. 
Owens,  C.  G. 
Schwinghamer,  E.  J. 
Seibel,  G.  W. 
Voglewede,  Wm.  C. 


Harvey 
Harvey 
Carrington 
New  Rockford 
New  Rockford 
New  Rockford 
Carrington 
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AbPlanalp,  I.  S.  Williston 

Alger,  L.  J ...  Grand  Forks 

Almklov,  L Cooperstown 

Andrews,  Bernice  Sharon 

Armstrong,  W.  B.  ..  . . Fargo 

Arneson,  C.  A.  Bismarck 

Arzt,  P.  G.  Jamestown 

Ayash,  J.  J.  Minot 

Bacheller,  S.  C.  Enderlin 

Bahamonde,  J.  M.  Elgin 

Baird,  J.  A Fargo 

Bakke,  H.  Lisbon 

Ball,  Wm.  J.  Minot 

Bateman,  C,  V Wahpeton 

Baumgartner,  C.  J.  Bismarck 

Beall,  J.  A.  Jamestown 

Beck,  C.  A.  Fdarvey 

Beithon,  E.  J.  Wahpeton 

Beltz,  M.  E Wahpeton 

Benson,  O.  T.  — (Cal.)  N.  Hollywood 

Benson,  T.  Q Grand  Forks 

Benwell,  H.  D.  Grand  Forks 

Berg,  H.  M.  Bismarck 

Bertheau,  H,  J Linton 

Bethea,  R.  O.,  Jr.  Minot 

Bixby,  Harriet  (Mass.)  Holliston 

Blatherwick,  Robert  Parshall 

Blatherwick,  Wilfred  E.  Sanish 

Blumenthal,  Philip  Mandan 

Bodenstab,  W.  H.  (Hon.) Bismarck 

Boerth,  E.  H.  Bismarck 

Borland,  V.  G.  Fargo 

Boyum,  L.  E Harvey 

Boyum,  P.  A.  Harvey 

Bray,  D.  L Algona,  la. 

Breslich,  P.  J Minot 

Breslin,  R.  H.  Mandan 

Brink,  N.  O.  — Bismarck 

Brown,  Bernice  E.  (Ret.) 

(la.)  Iowa  City 

Brown,  G.  F.  (la.)  Iowa  City 

Buckingham,  T.  W.  Bismarck 

Burrows,  F.  N.  (Hon.) Bathgate 

Burt,  A.  C Fargo 

Burton,  John  P Fargo 

Burton,  Paul  H Fargo 

Bush,  C.  A.  Beach 

Cable,  T.  M.  Hillsboro 

Cameron,  A.  L ■_ Minot 

Campbell,  R.  D.  (Hon.) 

Grand  Forks 

Carpenter,  G.  S.  Jamestown 

Cartwright,  J.  T.  Bismarck 

Christianson,  Gunder  Valley  City 

Clark,  I.  D.,  Jr Casselton 

Cleary,  H.  G.  Northwood 

Cochran,  R.  B.  Bismarck 

Combs,  A.  B.  Minot 

Conroy,  M.  P.  Minot 

Constans,  G.  M.  (Rtd.) Bismarck 

Cook,  P.  T.  Valley  City 

Corbus,  B.  C.,  Jr.  Fargo 

Countryman,  G.  L Grafton 

Countryman,  J.  E.  (Hon.) 

(Ore.)  Arch  Cape 

Craise,  O.  S.  Towner 

Craven,  J.  D.  Williston 

Craven,  J.  P.  Williston 

Craychee,  W.  A.  

(Minn.)  Minneapolis 

Culbert,  M.  H.  (Rtd.) Medina 

Culmer,  A.  E.,  Jr Grand  Forks 

Cuthbert,  Wm.  H Jamestown 


Dahlen,  G.  A Bismarck 

Dailey,  W.  C Grand  Forks 

Darner,  C.  B.  Fargo 

Darrow,  F.  I.  (Rtd.) Fargo 

Darrow,  K.  E.  Fargo 

Deason,  F.  W.  Grafton 

DeCesare,  F.  A Fargo 

Dekker,  O.  D Hope 

DeMoully,  O.  M.  Flashjr 

Devine,  J.  L.,  Jr Minot 

Devine,  J.  L.,  Sr.  Minot 

Dillard,  J.  R.  Fargo 

Diven,  W.  L.  ...  Bismarck 

Dodds,  G.  A.  Fargo 

Donat,  T.  L.  ..  Fargo 

Dukart,  C.  R.  Dickinson 

Dukart,  Ralph  Dickinson 

Dyson,  R.  E.  Minot 

Elofson,  C.  E.  . Fargo 

Elsworth,  J.  N.  Jamestown 

Enders,  W.  R.  Hazen 

Engesather,  J.  A.  D.  Brocket 

Ensign,  Wm.  G.  Minot 

Erenfeld,  F.  R.  Minot 

Fawcett,  D.  W.  Devils  Lake 

Fawcett,  J.  C.  Devils  Lake 

Fawcett,  R.  M.  Devils  Lake 

Fergusson,  F.  W.  Lodi.  Calif. 

Fergusson,  V.  D.  ..  Edseley 

Fischer,  V.  J Minot 

Fisher,  A.  M.  . Jamestown 

Fitzjerrell,  H.  B Jamestown 

Fjelde,  J.  H.  Fargo 

Flaten,  A.  N.  ..  Edinburgh 

Flath,  M.  G.  Stanley 

Fortin,  H.  J.  Fargo 

Fortney,  A.  C.  Fargo 

Foster,  G.  C.  Fargo 

Fox,  W.  R.  _ Rugby 

Fredricks,  L.  H.  Bismarck 

Freise,  P.  W.  ....  Bismarck 

Fritzell,  K.  E.  Grand  Forks 

Gaebe,  O.  C.  New  Salem 

Gammell,  R.  T.  Kenmare 

Garrison,  M.  W.  Minot 

Geib,  Marvin  J.  Fargo 

Gerber,  L.  S.  (N.M.)  Albuquerque 

Gerrish,  W.  A.  (Hon.)  Jamestown 

Gilliland,  R.  F.  Carrington 

Gilsdorf,  A.  R.  Dickinson 

Gilsdorf,  W.  H.  Valley  City 

Glaspel,  C.  J.  Grafton 

Goughnour,  Myron  Bismarck 

Graham,  C.  M.  Grand  Forks 

Graham,  ).  H.  Grand  Forks 

Greene,  E.  E.  Westhope 

Griebenow,  F.  (Rtd.)  Bismarck 

Grinnell,  E.  L Grand  Forks 

Gronvold,  F.  O.  Fargo 

Grorud,  A.  C.  . Bismarck 

Guloien,  H.  E.  Dickinson 

Gumper,  A.  J.  D''^’nson 

Hagan,  E.  J.  Williston 

Hall,  G.  H.  Fargo 

Halliday,  D.  J.  Kenmare 

Halverson,  C.  H.  Minot 

Halverson,  H.  L.  Minot 

Hammargren,  A.  F.  Harvev 

Hanna,  J.  F.  Fargo 

Haugen.  C O Lar'more 

Haugrud,  E.  M.  Fargo 

Haunz,  E.  A.  Grand  Forks 

Hawn,  H.  W.  Fargo 


Heffron,  M.  M.  Bismarck 

Heilman,  C.  O.  Fargo 

Heinzeroth,  G.  E.  . Turtle  Lake 

Helseth,  H.  K.  Mott 

Henderson,  R.  W.  Bismarck 

Hetzler,  A.  E.  Mandan 

Hieb,  E.  O.  Jamestown 

Hill,  Frank  A.  Grand  Forks 

Hochhauser,  Martin  Garrison 

Hoehn,  David  . Sharon 

Holt,  G.  H.  Jamestown 

Horsman,  A.  T.  (Hon.)  Devils  Lake 

Hunter,  C.  M.  Fargo 

Hunter,  G.  W.  Fargo 

Huntley,  W.  B.  Minot 

Hulry,  Wm.  C Minot 

Icenogle,  G.  D Bismarck 

Ingalls,  C.  L.  ..  Minot 

Ivers,  G.  U Fargo 

Jacobson,  M.  S.  Elgin 

Jansonius,  J.  W Jamestown 

Jensen,  A.  F.  Grand  Forks 

Johann,  O.  P Grafton 

Johnson,  A.  K.  Williston 

Johnson,  C.  G.  _.  Rugby 

Johnson,  H.  Paul  (Ore.)  Albany 

Johnson,  O.  W.  Rugby 

Johnson,  P.  O.  C.  ..  Watford  City 

Keller,  E.  T.  Rugby 

Kermott,  L.  Henry  Minot 

Kermott,  L.  H.  Minot 

Kjelland,  A.  A.  Hatton 

Klakeg,  C.  H.  Fargo 

Klein,  A.  L.  Fargo 

Knudson,  K.  O.  Glenburn 

Knutson,  O.  A.  Buxton 

Korwin,  J.  J.  Williston 

Kulland,  Roy  West  Fargo 

LaFleur,  H.  A.  Mayville 

Lament,  J.  G.  Grafton 

Lampert,  M.  T.  Minot 

Lancaster,  W.  E.  G Fargo 

Landry,  L.  H.  Walhalla 

LaRose,  V.  I.  (Rtd.)  . Bismarck 

Larsen,  H.  C.  Dickinson 

Larson,  E.  J.  ..  Jamestown 

Larson,  G.  A.  . Fargo 

Larson,  L.  W.  . Bismarck 

Leigh,  Ralph  E.  Grand  Forks 

Leigh,  Richard  . Grand  Forks 

LeMar,  John  Fargo 

Lewis,  T.  H.  Fargo 

Liebeler,  W.  A.  Grand  Forks 

Lipp,  G.  R.  Bismarck 

Little,  R.  C.  . Mayville 

Livingston,  N.  B.,  Jr.  Mohall 

Lommen,  C.  E.  Fordville 

Long,  W.  H.  Fargo 

Lucy,  R.  E.  Jamestown 

Lund,  C.  M.  Williston 

Lytle,  F.  T.  Fargo 

Lvnde,  Roy  Ellendale 

McCannel,  A.  D Minot 

McEwen,  J.  C.  Bismarck 

McFadden,  R.  L.  Jamestown 

McNeil,  J.  H.  Hettinger 

h^cPhaii.  C.  O.  Crosby 

Macdonald,  A.  C.  Valley  City 

Macdonald,  A.  W.  (Hon.)  

Valley  City 

MacDonald,  J.  A.  Cando 

Macdonald.  Neil  A Valley  City 

Mahoney,  J.  H.  Devils  Lake 
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Mahowald,  R.  E. 

Grand  Forks 

Maloney,  B.  W. 

Malvey,  Kenneth 

Martens,  Apollon 

Martin,  C.  S. 

Kensal 

Mazur,  B.  A. 

Melzer,  S.  W. 

Meredith,  C.  J. 

Valley  City 

Merrett,  J.  P 

Valley  City 

Miles,  A.  M. 

Miles,  J.  V. 

Miller,  H.  W.  (Rt.) 

-Casselton 

Moe,  A.  E. 

Monteith,  George 

Hazelton 

Moore,  J.  H 

Morris,  A.  C.  (Rtd.) 

Muus,  J.  Meyer 

McVifle 

Muus,  O.  H. 

Naegeli,  F.  D.  . 

Nelson,  L.  F 

Nichols,  A.  A. 

Nichols,  Wm.  C. 
Nierling.  R.  D. 

Nuessle.  R.  F.  Bismarck 

Oftedal,  Trygve  

Oltman,  D.  L. 

Orr,  A.  C. 

Ostfield,  J.  R. 

Owens,  C.  G. 
Owens,  P.  L. 

. New  Rockford 

Palmer,  D.  W. 

Panek,  A.  F. 

Peake,  F.  Margaret 
Pederson,  T.  D. 

Grand  Forks 

Perrin,  E.  D. 

Peters,  Clifford  H. 

Peterson,  E.  R. 
Pierce,  W.  B. 

Fargo 

Piltingsrud,  H.  R. 
Pine,  L.  F. 

Park  River 

Poindexter,  M.  H. 

Pollard,  W.  S. 

Porter,  C.  B. 

Pray,  L.  G. 

Ouain,  E.  P (Hon.) 
Quale,  V.  S. 

(Ore.)  Salem 
Grand  Forks 

Radi,  R.  B. 

Bismarck 

Ramstad,  N.  O.  (Hon 

.)  Bismarck 

Rand,  C.  C. 

Grafton 

Ransom,  E.  M. 

Minot 

Reichert,  D.  J. 

Dickinson 

Reichert,  H.  L. 

Dickinson 

Richter,  E.  H. 

Hunter 

Roan,  M.  W.  (Rtd.) 

Bismarck 

Rodgers,  R.  W. 

Dickinson 

Rogers,  R.  G. 

Fargo 

Rosenberger,  H.  P. 

(So. 

Dak.)  Aberdeen 

Rowe,  P.  H. 

Minot 

Ruud,  H.  O. 

Grand  Forks 

Ruud.  M.  B. 

Grand  Forks 

Salomone,  E.  J. 

Elgin 

Sandmeyer,  J.  A. 

Grand  Forks 

Savre,  M.  T. 

Northwood 

Saxvik,  R.  O. 

Bismarck 

Schleinitz,  F.  B. 

Hankinson 

Schneider,  J.  F. 

Fargo 

Schoregge,  C.  W. 

Bismarck 

Schoregge,  R.  D. 

Bismarck 

Schumacher,  Wm.  A. 

. Hettinger 

Schwinghamer,  E.  J.  . 

New  Rockford 

Sedlak,  O.  A. 

Fargo 

Seibel,  G.  W. 

New  Rockford 

Seiffert,  G.  S. 

Minot 

Seitz,  Sherwood  B. 

Richardton 

Shannon,  D.  D 

Riverdale 

Shook,  L.  D. 

Riverdale 

Sihler,  W.  F.  (Hon.) 

Devils  Lake 

Silverman,  L.  B. 

Grand  Forks 

Skjei,  D.  E. 

Williston 

Smith,  C.  C.  . 

Mandan 

Sorenson,  A.  R 

Minot 

Sorenson,  Rodger 

Minot 

Sorkness,  Joseph 

Jamestown 

Spanjers,  A.  J. 

Dickinson 

Spear,  A.  E. 

Dickinson 

Spielman,  G.  H 

Mandan 

Spomer,  J.  P. 

Minot 

Stafne,  Wm.  A. 

Fargo 

Stickelberger,  Josephine 

(Rt.)  Oberon 

Stratte,  J.  J. 

Grand  Forks 

Strom,  A.  D.  Langdon 

Swanson,  J.  C Fargo 

Tainter,  Rolfe  Fargo 

Thompson,  Andrew  M.  Wahpeton 

Thompson,  Arnold  M.  Bismarck 

Thorgrimsen,  G.  G.  Grand  Forks 

Timm,  John  F.  (Fdon.)  Portland,  Ore. 

Tompkins,  C.  R.  . Grafton 

Tompkins,  Wm.  A Grafton 

Toomey,  G.  W.  Devils  Lake 

Tronnes,  Nels  (Rtd.)  Fargo 

Tudor,  Robert  B Bismarck 

Turner,  R.  C.  Grand  Forks 

Urenn,  B.  M.  Fargo 

Van  Fdouten,  J Valley  City 

Vance,  R.  W.  Grand  Forks 

Veitch,  Abner  Lisbon 

Vigeland,  G.  N,  Maddock 

Vinje,  E.  G Hazen 

Vinje,  Ralph  (Minn.)  Minneapolis 
Vinje,  Syver,  Hillsboro 

Voglewede,  Wm.  C Carrington 

Vonnegut,  F.  F . Linton 

Waldren,  G.  R.  Cavalier 

Waldren,  H.  M.,  Jr Drayton 

Waldschmidt,  R.  H Bismarck 

Wall,  W.  W.  ..  . Minot 

Weed,  F.  E Park  River 

Weible,  R.  D.  Fargo 

Weyrens,  P.  J.  Hebron 

Wheeler,  G.  S.  Portland 

Wheelon,  F.  E.  Minot 

Wicks,  F’.  L.  Valley  City 

Williams,  J.  R.  Bismarck 

Williamson,  G.  M.  (Hon.) 

Grand  Forks 

Witherstine,  W.  H.  Grand  Forks 

Wold,  L.  E.  . Fargo 

Wood,  W.  W.  Jamestown 

Woodward,  F.  O.  Jamestown 

Woodward,  R.  S.  Jamestown 

Woutat,  P.  H.  Grand  Forks 

Wright,  W.  A.  . . Williston 

Wright,  Wm.  K.  Fargo 

Youngs,  N.  A Grand  Forks 


FOURTH  ANNUAL  MEETING 

WOMAN’S  AUXILIARY  TO  THE  NORTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 

Grand  Forks,  North  Dakota,  May  28,  29,  50,  1950 


The  Fourth  Annual  meeting  of  the  Woman’s  Auxiliary  to 
the  North  Dakota  State  Medical  Association,  held  in  Grand 
Forks,  North  Dakota,  w.is  formally  opened  by  Mrs.  H M. 
Berg,  State  President,  at  10:00  A M.,  May  29,  1950.  The 
place  of  meeting  was  the  Dacotah  room,  Dacotah  hotel. 

Mrs.  E.  T.  Keller,  Rugby,  North  Dakota,  gave  the  pledge, 
which  was  repeated  in  unison  by  the  members  present. 

The  address  of  welcome  was  given  by  Mrs.  W.  A.  Liebeler 
of  Grand  Forks,  who  extended  a cordial  invitation  to  the  mem- 
bers to  attend  all  the  functions  and  stated,  in  behalf  of  the  mem- 
bers of  the  Grand  Forks  district,  that  they  were  haopy  to  have 
the  convention  in  Grand  Forks.  Mrs.  Kermott,  Minot,  gave  the 
response,  and  stated  that  everyone  was  looking  forward  to  a 
very  helpful  and  entertaining  convention  at  Grand  Forks. 

Mrs,  David  B.  Allman,  president.  Woman’s  Auxiliary  to  the 
American  Medical  Association,  was  introduced  hy  Mrs.  H.  M. 
Berg,  Bismarck,  North  Dakota.  Mrs.  Allman  expressed  her 
appreciation  for  the  opportunity  to  be  able  to  attend  the  con- 
vention at  Grand  Forks. 

Minutes  of  the  Executive  Board  meeting  held  in  Bismarck, 
October  7,  1949,  were  read  and  approved. 


The  roll  was  then  called  and  the  following  were  present: 
Mrs.  H M.  Berg,  president;  Mrs.  E.  T.  Keller,  president-elect; 
Mrs.  G.  G.  Thorgriinson,  first  vice-president;  Mrs.  R.  W.  Rod- 
gers, treasurer;  Mrs.  J.  W.  Jansonius,  secretary.  Others  present 
were:  Mrs.  E.  A.  Haunz,  Grand  Forks;  Mrs.  A.  E.  Culmer, 
Grand  Forks;  Mrs.  G G.  Thorgrimson,  Grand  Forks;  Mrs.  W. 
A.  Liebeler,  Grand  Forks;  Mrs.  L.  W.  Larson,  Bismarck;  Mrs. 
W.  A.  Wright,  Williston;  Mrs.  A.  K.  Johnson,  Williston; 
Mrs.  C.  J.  Meredith,  Valley  City;  Mrs.  F.  E.  Weed,  Park 
River;  Mrs.  E Salomone,  Elgin;  Mrs.  H.  M.  Berg,  Bismarck; 
Mrs.  Charles  Heilman,  Fargo;  Mrs.  B.  C.  Corbus,  Fargo;  Mrs. 
C.  R Dukart,  Dickinson;  Mrs.  A.  P.  Nachtwey,  Dickinson; 
Mrs.  N.  B.  Livingston,  Jr.,  Mohall;  Mrs.  L.  Henry  Kermott, 
Minot;  Mrs.  T.  Q.  Benson,  Grand  Forks;  Mrs.  D.  J.  Halli- 
day,  Kenmare;  Mrs.  T.  W.  Buckingham,  Bismarck;  Mrs.  R.  D. 
Nierling,  Jamestown. 

Mrs.  Berg,  president,  then  gave  her  report  to  the  convention. 
A copy  of  this  report  will  be  sent  to  each  auxiliary. 

President’s  Report 

The  third  year  of  the  Woman’s  Auxiliary  to  the  North 
Dakota  State  Medical  Association  has  been  completed.  Our 
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state  is  fully  organized,  all  districts  coming  in  as  charter  mem- 
bers. At  the  present  time  we  have  217  members. 

I was  disappointed  not  to  have  had  the  privilege  of  attending 
the  national  convention  in  Atlantic  City  last  June.  Due  to  hav- 
ing been  abroad  for  three  months  prior  to  convention  time, 
family  cares  prevented  my  going  away  again  within  the  week. 
However,  I was  able  to  attend  the  November  board  meeting  of 
presidents  and  presidents-elect,  in  Chicago,  and  found  it  to  be 
an  inspiration  and  a challenge.  I came  away  from  that  meeting 
with  the  greatest  respect  and  admiration  both  for  the  work  and 
for  the  fine  esprit  de  corps  of  the  women. 

The  past  winter,  the  worst  in  75  years  in  this  state,  inter- 
fered greatly  with  the  meetings  of  the  district  auxiliaries.  It 
also  prevented  my  attending  each  auxiliary  meeting  once  during 
the  year.  I did,  however,  visit  the  Sixth  district,  the  Fourth 
district.  Seventh  district.  First  district,  and  the  Ninth  district. 
The  greatest  pleasure  and  the  most  treasured  memories  of  the 
past  year  have  been  meeting  and  becoming  better  acquainted 
with  so  many  of  you  fine  doctors’  wives  throughout  the  state. 

The  Woman’s  Auxiliary  to  the  North  Dakota  State  Medical 
Association’s  most  important  function  has  been  and  will  con- 
tinue to  be  to  sponsor  the  activities  recommended  by  the 
Woman’s  Auxiliary  to  the  American  Medical  Association. 

Our  special  project  this  year  has  been  to  have  each  auxiliary 
in  our  state  emphasize  "Every  Member  an  Informed  Member’’ 
on  all  phases  of  compulsory  health  insurance.  The  majority  of 
our  districts  have  purchased  and  donated  copies  of  the  Brook- 
ings Institute  "Issue  of  Compulsory  Health  Insurance”  to  high 
school  and  public  libraries  in  their  communities.  We  have  also 
distributed  pamphlets  and  reprints  of  the  various  articles  m the 
Saturday  Evening  Post,  Readers  Digest,  Look,  etc.,  to  the  public 
libraries,  state  libraries,  and  interested  individuals. 

At  different  times  throughout  this  year  we  have  also  sent 
letters  and  telegrams  to  our  congressmen  protesting  legislation 
that  would  favor  compulsory  health  insurance. 

Dr.  and  Mrs.  Willard  Wright  of  Williston  have  compiled  a 
very  complete  talk  on  socialized  medicine  which  has  been  given 
to  various  groups  throughout  the  state.  We  estimate  at  least 
1000  people  have  heard  it.  We  are  now  working  to  interest  lay 
people  in  making  our  cause  theirs.  We  have  made  some  prog- 
ress in  getting  outstanding  speakers  for  PTA  groups,  church 
organizations,  clubs,  etc.,  promised  for  next  year’s  programs. 

Many  of  our  auxiliaries  put  on  a Nurse  Recruitment  program 
in  their  localities.  These  programs  included  the  showing  of  a 
vocational  film  on  nursing,  teas,  and  a question  period  con- 
ducted by  a graduate  nurse  in  uniform. 

Several  of  our  district  auxiliaries  assisted  with  the  work  of 
the  mobile  x-ray  TB  survey  unit  while  it  was  in  their  com- 
munity. 

Many  of  the  district  auxiliaries  have  assisted  in  fund-raising 
campaigns  for  the  Red  Cross,  Cancer,  North  Dakota  Anti-TB 
society,  and  the  Crippled  Children’s  hospital. 

I wish  to  express  my  most  sincere  appreciation  to  the  state 
officers  and  the  chairmen  of  all  committees  for  your  cooperation, 
kindness  and  friendship  during  the  past  year. 

I also  wish  to  extend  my  thanks  to  the  women  of  Grand 
Forks  for  all  the  love  and  labor  that  has  gone  into  the  plan- 
ning of  our  convention,  to  insure  a very  successful  meeting. 

My  thanks,  and  the  thanks  of  the  Woman’s  Auxiliary  to  the 
North  Dakota  State  Medical  Association,  to  Mr.  Forsyth  Enge- 
bretson  and  Miss  Rhea  McDonald  for  their  most  willing  co- 
operation in  any  and  all  of  our  projects,  and  particularly  for 
the  work  done  on  our  News  Letter.  May  I suggest  that  we  all 
show  their  office  how  much  we  appreciate  them  by  sending  in 
our  news! 

Gratifying  as  this  year  has  been,  I have  high  hopes  for  a 
bigger  and  better  one,  with  more  enthusiasm  and  more  progress 
next  year,  under  Mrs.  E.  T.  Keller’s  leadership. 

Mrs.  H.  M.  Berg,  President 
Organization  Chairman’s  Report 

As  organization  chairman,  may  I submit  the  following  re- 
Dort;  This  past  year  we  have  had  an  increase  of  36  new  mem- 
bers, making  a total  of  219  paid  memberships. 

Richland  district  has  joined  with  the  First  district.  Southern 
district  and  Stutsman  have  combined.  Traill-Steele  has  joined 


with  the  Grand  Forks  district,  although  it  has  kept  its  separate 
group  of  officers.  There  is  a possibility  that  Tri-County  dis- 
trict will  join  the  Devils  Lake  district. 

Previously,  the  new  councillor’s  names  have  been  presented 
by  the  nominating  committee  and  elected  at  the  state  conven- 
tion. This  year,  since  we  are  organized  and  have  met  all  of  the 
women  in  each  district,  it  was  decided  that  those  districts  who 
are  eligible  for  new  councillors  should  elect  their  councillors  at 
the  same  time  as  election  of  officers.  By  doing  this  it  would  en- 
courage the  new  councillors  to  attend  the  state  convention  and 
would  eliminate  any  foreseeable  possibility  of  a newly  nominated 
councillor  to  be  unable  to  accept  her  office. 

Mrs.  E.  T.  Keller,  Chairman 

Mrs.  R.  W.  Rodgers,  treasurer,  stated  that  the  Traill-Steele 
dues  had  not  been  received  at  convention  time. 

Legislation  Report 

This  being  an  "off  year”  for  our  state  legislature,  our  work 
was  limited  to  getting  information  before  the  pubjic  on  the 
subject  of  the  evils  of  socialized  medicine. 

We  distributed  material  received  from  the  national  office 
and  encouraged  lay  groups  to  read  prepared  papers  on  the  sub- 
ject. The  paper  prepared  by  Dr.  and  Mrs.  Wright  was  given 
by  layman  before  groups  throughout  the  state. 

The  auxiliary  helped  defeat  President  Truman’s  Reorganiza- 
tion Plan  No.  1,  which  would  have  put  federal  health  functions 
under  the  control  of  a department  of  welfare,  elevating  Oscar 
Ewings  director  of  the  Federal  Security  agency  to  the  cabinet 
post  of  secretary  of  welfare. 

The  auxiliary  has  also  helped  in  opposition  to  HR  6000 
which  greatly  expanded  the  Social  Security  program,  including 
the  adoption  of  provisions  for  sickness  and  disability  insurance 
for  all  covered  by  the  Social  Security  Act. 

Our  work  of  "holding  the  line”  distributing  the  information 
given  us  and  quietly  but  firmly  trying  to  prevent  the  turn 
toward  socialism  of  any  kind,  has  only  begun.  We  know  from 
what  we  have  done  the  past  two  years  that  it  is  a very  big  job 
but  a most  necessary  one.  We  must  be  prepared  to  do  what- 
ever we  can  wherever  we  can  in  the  years  to  come. 

Our  state  legislature  will  meet  this  next  year.  Our  members 
must  be  ready  to  act  at  short  notice.  From  the  past  we  have 
learned  that  bills  dangerous  to  ourselves  and  our  communities 
will  be  introduced  suddenly  and  without  warning. 

Mrs.  W.  B.  Pierce,  Chairman 

Public  Relations  Report 

There  are  1 1 Auxiliary  districts  in  North  Dakota.  Our  mem- 
bership in  July,  1949,  was  217. 

The  activities  of  the  North  Dakota  Medical  Auxiliary  for 
the  past  year  have  been  devoted  mainly  to  a project  endorsed 
by  and  under  the  supervision  of  the  North  Dakota  State  Med- 
ical Society — the  giving  of  talks  and  programs  on  socialized 
medicine  by  the  various  women’s  clubs  and  organizations 
throughout  the  state. 

Response  to  the  proposed  project  has  been  variable.  Two 
districts  are  purely  social  groups.  In  other  districts  results  of 
the  project  have  been  very  gratifying. 

We  feel  that  many  of  the  people  in  various  communities  have 
been  correctly  informed  of  the  facts  of  socialized  medicine  and 
at  the  same  time  have  been  made  aware  of  the  socialistic  tend- 
encies in  our  country.  We  hope  we  have  so  directed  their 
opinions  that  they  too,  as  individuals,  will  join  medicine’s  cru- 
sade for  American  principles. 

Other  Auxiliary  activities  include:  Showing  of  a vocation  film 
on  nursing  by  the  Third  district.  This  film  was  shown  to  ap- 
proximately 500  high  school  students.  A nurse  in  uniform  was 
in  attendance  to  answer  questions. 

Literature  on  socialized  medicine  was  placed  in  places  access- 
ible to  the  public. 

A number  of  the  Auxiliary  groups  devoted  their  meetings 
to  educational  programs.  The  programs  in  many  instances  were 
such  as  lead  to  better  trained  personnel  for  the  National  Educa- 
tion program. 
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Our  state  president,  Mrs.  Berg,  traveled  in  England  this  past 
year  and  gathered  first-hand  information  on  the  British  health 
program.  In  her  daily  contacts  with  people  and  by  talks  to 
various  groups  Mrs.  Berg  has  given  much  time  to  the  subject 
'How  We  May  Help  Combat  Socialized  Medicine. 

After  the  report  was  given  on  Public  Relations,  Mrs.  Berg 
stated  that  she  thought  Dr.  and  Mrs.  Wright  deserved  a great 
vote  of  thanks  on  the  wonderful  work  they  had  done  on  their 
paper,  "Socialized  Medicine.” 

Press  and  Publicity 

As  press  and  publicity  chairman  I have  made  contact  with 
all  of  the  district  auxiliaries  in  an  effort  to  get  news  that  mi  ght 
be  of  interest  in  the  Quarterly  News  Letter.  With  a few  ex- 
ceptions the  response  has  been  light.  This  has  probably  been 
due  to  the  fact  that  the  groups  were  slow  in  getting  organized, 
or  that  they  underestimate  the  work  that  they  are  doing. 

From  time  to  time  I have  received  literature  against  social- 
ized medicine  from  the  National  Education  campaign  head- 
quarters of  the  A.M.A.  and  have  placed  such  material  in  the 
hands  of  several  people  m town  who  have  presented  it  before 
clubs,  P.T.A.’s  and  other  organizations. 

With  a little  well-directed  effort  much  more  could  be  done 
by  the  publicity  chairman  to  further  the  cause  which  is  upper- 
most in  the  minds  of  all  medically-minded  people,  the  fight 
against  socialized  medicine. 

Mrs.  Leon  J.  Alger,  Chairman 
Program 

The  Woman’s  Auxiliary  to  the  North  Dakota  State  Medical 
Association  followed  the  program  outlined  by  the  national  pro- 
gram committee.  Naturally,  the  emphasis  was  placed  on  com- 
pulsory health  insurance  versus  voluntary  prepayment  plans, 
and  the  component  auxiliaries  all  chose  some  phase  of  this  prob- 
lem for  discussion  and  study.  In  addition,  many  other  subjects 
were  discussed,  including  nurse  recruitment,  state  and  city 
health  service,  the  twelve-point  program  of  the  A.M.A.  for  the 
advancement  of  medicine  and  public  health,  and  rural  and 
school  health  problems  and  solutions. 

The  Auxiliary  of  the  state  of  North  Dakota  also  attempted 
to  bring  before  as  many  organizations  and  public  groups  as 
possible  the  stand  of  the  American  Medical  Association  on  so- 
cialized medicine.  This  was  considered  a "must”  project  and 
received  the  full  cooperation  of  the  entire  Auxiliary.  The  in- 
terest engendered  by  these  speeches  was  very  gratifying,  as 
many  people  had  questions  they  wanted  answered  in  connec- 
tion with  socialized  medicine.  In  addition,  material  and  papers 
on  the  subject  were  made  available  to  any  group  who  wanted 
information 

The  Auxiliary  as  a whole  has  advanced  the  cause  of  volun- 
tary prepayment  plans  very  substantiallv  during  this  year  due  to 
the  time  and  effort  they  have  put  forth  in  presenting  the  prob- 
lems of  the  medical  association  to  the  general  public. 

Mrs.  a.  P.  Nachtwey,  Chairman 

In  Mrs.  Baillie’s  absence,  Mrs.  F.  E.  Weed  read  the  follow- 
ing report  of  the  nominating  committee; 

Nominating  Committee  Report 

President-elect — Mrs.  R.  W.  Rodgers,  Dickinson. 

First  Vice-President — Mrs.  G.  G.  Thorgrimson,  Grand  Forks. 

Second  Vice-President — Mrs.  Henry  Kermott,  Minot. 

Recording  Secretary — Mrs.  John  Jansonius,  Jamestown. 

Treasurer — Mrs.  R.  D.  Nierhng,  Jamestown. 

Councillors  (elected  by  the  various  districts)  — 

Councillor  for  First  District  -Mrs.  L.  E.  Wold,  Fargo. 

Councillor  for  Third  District  —Mrs.  G.  D.  Gertson,  Grand 
Forks. 

Councillor  for  Sixth  District—  Mrs.  E.  Salomone,  Elgin. 

Nominating  Committee: 

Mr.s.  W.  F.  Baillie,  Chairman 

Mrs.  Paul  Cook 

Mrs.  F.  E.  Weed 

Mrs.  D.  I Mali  iDAY 

Mrs.  C.  R.  Dukart 


Historian’s  Report 

As  all  events  and  business  of  the  1949  meeting  at  Minot  are 
recorded  in  the  various  files,  I shall  write  no  separate  report. 
It  seems  to  me  that  the  work  of  any  historian  is  to  keep  records 
rather  than  to  make  long  reports  and  therefore  I have  tried 
to  include  in  the  files  all  necessary  data. 

If  each  district  historian  would  send  a copy  of  her  history, 
including  any  unusual  event  in  her  district  to  the  state  historian 
at  an  earlier  date  (at  least  a month  before  the  state  meeting), 
we  could  be  sure  to  have  records  of  all  important  occurrences. 

Mrs.  N.  O.  Ramstad,  Historian 
"Today’s  Health’’  Report 

Membership:  224.  Total  subscriptions:  21  one  year,  3 three 
year.  Subscriptions  as  sold  by  county:  (a)  Cass,  I;  (b)  South- 

western, 0;  (c)  Stutsman,  2;  (d)  Devils  Lake,  18;  (e)  Rugby, 
3 - 3 year. 

Mrs.  Charles  Heilman,  Chairman 

Auxiliary  President’s  Report — First  District 

The  First  District  auxiliary  is  comprised  of  members  from 
Cass,  Ransom  and  Richland  counties.  Of  an  eligible  number  of 
75,  there  are  44  paid-up  members,  an  increase  of  six  over  the 
previous  year. 

Our  meetings  are  held  four  times  a year  at  which  we  have 
dinner  followed  by  a speaker  and  we  have  averaged  32  mem- 
bers at  these  meetings.  The  first  two  were  concerned  with  health 
problems  in  North  Dakota;  at  the  third,  we  had  as  our  guest 
Mrs.  H.  M.  Berg,  the  state  president,  and  our  last  was  purely 
social,  featuring  a fashion  show  of  spring  and  summer  clothes. 

Our  primary  concern  this  year  was  the  distribution  of  38 
copies  of  the  Brookings  Institute  report  on  compulsory  health 
insurance.  These  were  placed  in  libraries  throughout  the  coun- 
ties, both  school  and  public  libraries. 

In  addition,  we  cooperated  with  the  city  health  department  in 
Fargo  by  donating  children’s  clothing  which  was  then  distrib- 
uted by  the  public  health  nurse. 

In  checking  with  the  doctors  and  clinics,  we  have  found  21 
subscriptions  to  Foday's  Health  and  hope  that  by  next  year  we 
can  report  every  office  with  a subscription. 

Mrs.  B.  C.  Corbus,  Jr.,  President 

Auxiliary  President’s  Report 
Grand  Forks  District 

The  Woman's  Auxiliary  to  the  Grand  Forks  District  Medical 
Society  held  six  meetings  the  past  year  with  an  active  member- 
ship of  30,  out  of  48  prospective  members.  The  average  at- 
tendance has  been  20.  The  meetings  consist  of  a dinner-business 
session,  followed  by  a social  hour  at  the  home  of  a member. 

October  6.  1949,  Mrs.  G.  G.  Thorgrimson  represented  this 
auxiliary  at  the  board  meeting  at  Bismarck,  due  to  the  inability 
of  the  president  to  attend. 

The  copies  of  the  Brookings  report  were  purchased  and  are 
to  be  placed  in  the  public  library  and  the  University  of  North 
Dakota  library. 

Five  programs  were  presented  with  the  paper  on  socialized 
medicine  prepared  by  Dr.  and  Mrs.  Willard  Wright.  This  was 
presented  to  a church  group,  two  study  clubs,  two  civic  groups. 
In  all,  about  100  people  heard  the  paper. 

In  a survey  of  all  doctors,  dentists  and  public  health  offices 
It  was  found  that  Today't  Health  is  being  subscribed  to.  Per- 
haps more  subscriptions  can  be  obtained  later  on. 

On  February  11,  1950,  an  executive  board  meeting  was  held 
with  the  state  president,  Mrs.  H.  M.  Berg,  attending.  Plans 
were  outlined  for  the  state  convention  to  be  held  at  Grand 
Forks,  May  29,  30  and  31.  The  auxiliary  is  at  present  busy 
perfecting  plans  for  this  coming  event. 

Election  of  officers  was  held  at  the  April  meeting  with  instal- 
lation being  held  at  the  May  meeting. 

Mrs.  W.  a.  Liebeleh,  President 
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Auxiliary  President’s  Report 
Traill-Steele  District 

We  have  a total  of  ten  members  and  two  new  ones  will  be 
taken  in  this  year.  Four  subscribe  to  the  Bulletin,  and  two  to 
T oday’s  Health. 

We  gave  three  subscriptions  of  Today’s  Health  to  local  hos- 
pitals. 

None  of  our  members  gave  talks  on  socialized  medicine  this 
year.  Several  mentioned  discussing  it  informally  and  calling 
attention  to  articles  on  the  subject.  Another  said  she  had  dis- 
tributed a lot  of  literature  on  the  Health  bill.  Pamphlets  and 
reprints,  etc.,  are  on  display  in  our  doctors’  waiting  rooms.  Last 
year  I had  the  opportunity  to  give  a talk  on  socialized  medi- 
cine to  our  Woman’s  club. 

We  have  not  donated  any  copies  of  the  Brookings  Institute 
report  to  high  schools  or  libraries. 

I am  sorry  to  have  to  turn  in  a report  of  so  little  activity 
on  our  part,  and  I hope  we  will  have  a more  active  year  com- 
ing up.  We  do  enjoy  our  meetings  and  try  to  attend  as  many 
as  possible.  However,  the  group  decided  at  one  of  our  first 
meetings  that  they  wanted  to  remain  social  and  informal,  so 
it  is  hard  to  get  any  other  program  into  effect. 

Mrs.  T.  M.  Cable,  President 

Auxiliary  President’s  Report 
Devils  Lake  District 

There  are  18  doctors’  wives  eligible  for  membership,  there  are 
16  members  this  year,  14  members  a year  ago,  with  a gain  of 
two  new  members. 

Auxiliary  meetings:  We  hold  four  meetings  a year  if  wea- 

ther permits,  the  average  attendance  this  year  has  been  ten 
members.  The  meetings  have  been  devoted  to  routine  business 
and  educational  programs.  The  nurse  recruitment  program 
which  was  not  completed  by  the  time  our  last  year’s  report  had 
to  be  sent  in  proved  a big  success.  This  program  included  the 
showing  of  a vocational  film  on  nursing  which  was  introduced 
by  a graduate  nurse  in  uniform,  who  was  available  to  answer 
questions  after  the  film  was  shown.  These  programs  were  at- 
tended by  486  students,  mostly  seniors,  in  the  various  towns 
of  the  district. 

The  programs  at  our  meetings  have  been  educational  and  at 
onlv  one  program  did  we  depend  upon  an  outside  speaker.  The 
address  by  Mrs.  Wright  to  acquaint  the  public  with  the  facts 
on  socialized  medicine  was  read  at  one  of  our  meetings  and  this 
same  address  was  used  for  several  programs  and  clubs  through- 
out the  district.  Our  organization  encouraged  the  drug  stores 
to  enclose  literature  on  socialized  medicine  in  their  monthly 
statements.  At  one  of  our  meetings  the  members  visited  the 
fire  hall  and  the  fire  chief  gave  us  an  interesting  program  on  the 
functional  purposes  of  the  ambulance  and  iron  lung.  An  exten- 
sive program  and  discussion  was  had  at  our  April  meeting  on 
President  Truman’s  health  bill. 

Five  of  our  members  are  on  committees  which  represent  health 
care  Our  four  letters  were  submitted  to  the  Senate  relative 
to  House  Bill  122. 

Our  Hyeeia  {Today’s  Health)  chairman  was  not  informed 
of  her  duties  until  too  late  in  January  to  work  on  the  subscrip- 
tion campaign  last  year,  so  this  year  we  started  earlv.  We  re- 
ceived 18  one-year  subscriptions  and  3 three-vear  subscriptions. 
Several  members  donated  subscriptions  to  public  and  club  libra- 
ries to  acquaint  the  public  with  the  magazine.  The  president 
,?ives  a brief  report  on  Hygeta  every  month  to  her  homemakers 
club  and  it  has  created  much  interest  among  its  members. 

We  have  no  philanthropic  work  to  report,  our  social  activities 
have  been  limited  to  dinner  meetings  of  the  auxiliary  and  our 
publicity  is  reports  of  meetings  in  the  local  papers. 

Mrs.  L.  S.  Gerber,  President 

Auxiliary  President’s  Report 
Sheyenne  Valley  District 

The  membership  of  the  Shevenne  Valley  Medical  Auxiliarv 
remains  at  ten.  We  have  had  four  afternoon  meetings  through 
the  year  with  an  average  attendance  of  six.  At  each  meeting  one 
of  our  members  has  presented  a well-prepared  paper  on  some 


current  medical  issue,  all  of  which  were  very  interesting  and 
educational. 

Our  group  was  sponsor  of  a Nurse  Recruitment  booth  at  the 
recent  winter  show.  Local  nurses  were  in  attendance,  the  booth 
was  visited  by  many  people,  and  literature  for  distribution  on 
the  nursing  profession  was  available  to  those  interested. 

Two  volumes  of  the  Brookings  Institute  report  were  pur- 
chased and  presented  to  the  Valley  City  Teachers  College  Li- 
brary, and  to  the  Valley  City  public  library.  Today’s  Health 
magazine  is  subscribed  to  by  all  members  and  the  magazine 
finds  a place  in  all  of  the  doctors’  offices,  as  well  as  being  in  use 
in  the  S.T.C.  library  and  the  Valley  City  library. 

We  have  a verv  cordial  group,  and  we  do  enjoy  the  sociability 
that  is  exchanged  at  our  meetings  over  the  coffee  cup. 

At  our  April  meeting  the  following  officers  were  re-elected 
for  the  coming  year:  Mrs.  W.  H.  Gilsdorf,  president,  and  Mrs. 
C.  J.  Meredith,  secretary-treaurer. 

Mrs.  W.  H.  Gilsdorf,  President 
Auxiliary  President’s  Report — Third  District 

The  Woman’s  Auxiliary  to  the  Third  District  Medical  So- 
ciety has  held  five  meetings  the  past  year.  The  weather  has 
been  most  unkind  and  forced  us  to  cancel  three  meetings.  We 
have  35  active  members  and  have  had  an  average  attendance 
of  about  20  persons  at  the  meetings. 

Two  papers  on  socialized  medicine  have  been  given  with  our 
assistance  to  two  woman’s  clubs  in  Minot. 

Our  auxiliary  has  assisted  with  the  diabetic  clinic,  the  TB 
mobile  x-ray  unit,  and  served  lunch  to  hospital  auxiliaries. 

We  have  been  guests  of  the  Third  District  Public  Health 
Unit  on  two  occasions  when  conferences  on  speech  defects  and 
the  legal  aspects  of  public  health  were  held. 

The  auxiliary  is  looking  forward  to  a more  active  year  in 
1950-51  under  the  leadership  of  Mrs.  Clayton  Halverson,  presi- 
dent, Mrs.  A.  L.  Cameron,  vice-president,  Mrs.  John  Spomer, 
secretary,  and  Mrs.  O.  S.  Uthus,  treasurer. 

Marjorie  Kermott,  President 

Auxiliary  President’s  Report 
Southwestern  Medical  Society 

The  Women’s  Auxiliary  to  the  Southwestern  Medical  Society 
now  consists  of  thirteen  members,  seven  of  whom  are  subscribers 
to  the  Bulletin. 

The  program  of  the  auxiliary  for  the  year  1949-50  was  as 
follows:  (1)  Truman’s  compulsory  health  insurance  plan — 

A.M.A.’s  answer  to  comoulsorv  health  insurance;  (21  Twelve- 
point  program  of  the  A.M.A.  for  the  advancement  of  medicine 
and  Dublic  health,  and  (3)  Rural  health  problems  and  school 
health  program. 

The  auxiliarv  cooperated  with  the  doctors  in  putting  on  the 
diabetic  drive  in  October,  1949.  They  also  purchased  two  conies 
of  the  Brookings  Institute  report  and  placed  them  where  they 
thought  they  would  do  the  most  good. 

There  were  no  speeches  given  before  organizations  by  any 
member  of  the  auxiliary. 

At  the  present  time  we  have  ten  subscriptions  to  Today’s 
Health. 

Mrs.  a.  P.  Nachtwey,  President 
Auxiliary  President’s  Report — Sixth  District 

The  Sixth  District  Medical  Auxiliarv  has  been  marked  by  a 
gradual  increase  of  its  membership  and  with  greater  interest  in 
its  activities.  There  are  36  active  paid-up  memberships. 

There  are  four  auxiliary  meetings  a year.  These  are  dinner 
meetings  with  a program  and  are  held  the  same  night  that  the 
physician  husbands  of  the  Sixth  District  Medical  Society  meet. 

The  first  meeting  of  the  fiscal  year  was  held  on  October  28, 
1948.  Mrs.  H.  M.  Berg,  president  of  the  State  Medical  Wom- 
an’s Auxiliarv.  gave  an  address  on  a recent  trip  to  Europe.  She 
outlined  socialized  medical  problems  observed  in  Europe.  At 
this  meeting,  an  explanation  of  the  fiscal  year  of  this  association 
was  stressed  and  its  importance  emphasized.  This  has  been  a 
point  of  confusion  to  many  of  the  members. 

The  second  meeting  was  held  on  December  13,  1949.  The 
program  was  devoted  to  the  reading  of  the  address  on  socialized 
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medicine  prepared  by  Dr.  and  Mrs.  W.  A.  Wright.  An  active 
discussion  followed  this  address.  The  presentation  of  the  points 
of  the  paper  on  socialized  medicine  to  the  local  communities 
has  been  the  main  project  of  this  auxiliary. 

The  third  meeting  was  held  on  February  28,  1950.  Dr.  Wal- 
ter Swensen,  director  of  mental  hygiene  for  the  State  Health 
Department,  spoke  on  the  topic  "These  Are  Our  Children.” 

It  is  planned  to  have  a fourth  meeting  the  last  of  April  or 
the  first  part  of  May.  The  program  will  be  devoted  to  the 
subject  of  cancer,  with  proposed  speaker  and  films  from  the 
State  Cancer  Society.  At  this  meeting  there  will  be  election  of 
officers  and  the  naming  of  delegates  to  the  State  Auxiliary  Med- 
ical meeting. 

During  the  year  two  memorial  letters  have  been  written  on 
recently  departed  members,  Mrs.  F.  F.  Griebenow  and  Mrs.  R. 
W.  Henderson.  These  letters  have  been  filed  with  our  state 
historian. 

Mrs.  C.  a.  Arneson,  President 
Auxiliary  President’s  Report — Kotana  District 

The  number  of  active  members  is  nine;  the  number  of 
eligible  members,  11;  and  the  number  of  meetings  held  during 
the  year  is  two. 

Activities  for  the  year  included  placing  of  literature  on  social- 
ized medicine  in  places  available  to  the  public,  and  purchasing 
a subscription  to  Today's  Health  for  the  Public  Library.  Our 
major  project  for  the  year  has  been  the  carrying  out  of  an 

active  program  of  public  education  on  the  subject  of  socialized 

medicine.  This  was  done  by  talks  to  women’s  clubs  and  or- 
ganizations and  other  groups  in  the  community.  Approximately 
500  people  heard  the  talks  on  socialized  medicine. 

As  a result  of  our  education  program,  we  feel  we  have 
helped  the  people  of  our  community  to  gain  a better  under- 
standing and  be  better  informed  on  the  issue  of  socialized 

medicine.  The  talks  have  also  served  as  a means  of  making 
the  people  more  aware  of  the  socialistic  tendencies  in  our  coun- 
try. Community  interest  in  the  problem  has  been  widened. 

People  are  reading  more,  discussing  and  talking  more  about 
socialized  medicine.  On  the  whole,  we  feel  the  people  have 
been  favorably  impressed  by  our  educational  program  and  that 
the  project  has  been  very  worth  while. 

Mrs.  Alan  K.  Johnson,  President 

Auxiliary  President’s  Report 
Stutsman  County  District 

The  paper  on  socialized  medicine  was  given  at  the  academy 
here  for  their  P.T.A.  and  the  audience  numbered  about  80. 
I hope  to  promote  it  at  other  P.T.A.’s  but  will  probably  have 
to  wait  until  next  year. 

We  had  only  two  new  subscriptions  for  Today's  Health, 
which  Mrs.  Sorkness  handled.  Our  organization  subscribes  to 
two  Bulletins.  We  have  22  members. 

Our  program  for  the  year  was  as  follows: 

Community  Activity  (I)  Served  for  two  days  in  assisting 
mobile  x-ray  unit,  (2)  Gathered  food  and  clothing  for  two  un- 
fortunate families  at  Christmas,  (3)  One  member  promoted 
talk  on  socialized  medicine  at  P.T.A. 

Meetings  of  woman’s  auxiliary  included  (1)  Dinner  and 
motion  picture,  "Your  Health  Department  in  Action’’;  (2) 
Dessert  and  visit  of  state  president.  Talk  on  Prepaid  Medical 
Insurance  of  a Voluntary  Plan,”  by  Mr.  Engebretson,  execu- 
tive secretary.  North  Dakota  State  Medical  Association;  (3) 
Dinner.  Talk  by  county  welfare  chairman  on  "Opportunity  to 
Aid  Unfortunates  in  this  Community.  (4)  Dessert  and  busi- 
ness meeting.  Election  of  officers. 

Mrs.  R D.  Nieri  ing.  President 
REVISIONS  REPORT 

Proposed  Changes  to  the  Constitution  and  By-Laws 
CONSTITUTION 
Article  IV,  Section  2 

"Members  in  good  standing  of  tbe  component  auxiliaries  are 
active  members  of  this  auxiliary.  Wives  of  physicians  who  are 
members  in  good  standing  of  local  medical  societies  or  widows 


of  deceased  physicians  who  were  in  good  standing  of  local  med- 
ical societies  at  the  time  of  their  death  are  eligible  for  active 
membership.”  (We  suggest  omitting  section  3 of  this  article. 
If  at  a later  time  wives  of  interns,  members  of  the  armed  serv- 
ices, etc.,  want  to  be  included  that  can  be  added.  For  now  we 
felt  that  this  would  be  sufficient. 

Article  V,  Section  3,  Subsection  3 

Is  not  one  delegate  for  every  five  members  a small  ratio?  As 
long  as  the  smaller  groups  are  taken  care  of,  we  suggest  a ratio 
of  at  least  one  delegate  for  each  ten  members  or  even  for  each 
twenty-five  members  over  two  or  three  delegates  for  each  group. 
In  our  First  District,  according  to  last  year’s  membership,  we 
were  entitled  to  eight  delegates  beside  the  president,  but  they 
just  weren’t  available.  How  do  the  other  larger  groups  feel 
about  this? 

Article  VI,  Section  1 

Since  several  of  the  groups  have  merged,  is  it  still  necessary 
to  have  ten  councillors,  or  one  for  each  group?  Would  their 
duties  not  be  as  well  or  better  performed  if  they  each  had  sev- 
eral groups  to  work  with? 

Section  2 

We  should  like  to  reword  this  section  to  read: 

'"The  president-elect,  the  vice-presidents,  the  recording  secre- 
tary, and  the  treasurer  shall  be  elected  annually  by  the  Conven- 
tion and  shall  assume  office  at  the  close  of  the  Convention, 
at  which  they  were  elected,  and  shall  serve  until  the  correspond- 
ing period  of  one  year  hence  or  until  their  successors  are  elected 
and  installed.  The  president  shall  not  serve  for  a longer  period 
than  one  year,  except  in  case  of  an  emergency  so  determined 
by  the  advisory  council  of  this  auxiliary.” 

(We  have  stricken  out  the  "provided  however.”  We  also 
wondered  if  the  advisory  council  is  the  correct  group  to  deter- 
mine this.  Would  not  our  board  of  directors  be  better?) 

Section  3 

We  .should  like  to  reword  this  section  to  read: 

"On  the  expiration  of  her  elective-term,  the  president-elect 
shall  serve  as  president  for  the  succeeding  year  or  until  her  suc- 
cessor is  installed.  If  by  reason  of  death,  or  refusal  or  failure 
to  serve  or  qualify  or  other  reason,  the  office  of  president  or 
president-elect  becomes  unoccupied,  the  first  vice-president  shall 
succeed  to  the  office  vacated,  with  all  the  prerogatives  and 
duties  pertaining  to  the  office,  and  serve  as  such  for  the  unex- 
pired  portion  of  the  term.’’ 

Article  VII,  Section  1 

The  board  of  directors  seems  large  for  a working  group. 
After  several  years  would  it  not  be  top-heavy  with  past  presi- 
dents besides  enlarging  the  group  still  further?  We  suggest 
that  the  immediate  past  president  be  sufficient  and  that  the  sec- 
tion be  reworded  to  read: 

"The  board  of  directors  shall  consist  of  the  officers  enumer- 
ated in  Article  VI,  Section  1 of  these  by-laws,  the  chairmen  of 
standing  committees,  the  immediate  past  state  president,  and 
the  president  of  each  component  auxiliary.” 

BY-LAWS 

Chapter  II,  Section  1 

We  think  it  simpler  and  clearer  to  change  the  "provided 
however  ” to  "except  ”,  so  that  it  will  read: 

"’Officers  shall  be  elected  at  the  annual  convention  and  in- 
stalled at  the  same  meeting,  except,  that  the  corresponding  sec- 
retary shall  be  appointed  by  the  incoming  president.” 

Chapter  III,  Section  2 

We  all  had  to  look  up  the  meaning  of  "devolving.”  It  seemed 
simpler  to  use  "delegate,  ” which  is  more  easily  understood.  We 
suggest  the  chapter  read: 

"The  president  shall  be  the  presiding  officer  of  the  board  of 
directors  and  of  the  convention.  Subject  to  the  confirmation  of 
the  board  of  directors,  she  shall  appoint  the  chairmen  of  the 
standing  committee.  She  shall  appoint  such  committees  as  she 
may  deem  necessary,  provided,  tliat  no  special  committee  shall 
be  appointed  to  assume  any  of  tbe  duties  delegated  by  these 
by-laws  to  any  standing  committee,  etc.’’ 
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Section  7 

We  suggest  that  a fourth  subsection  be  added  to  the  duties 
of  the  corresponding  secretary.  This  is  contained  in  Article  V, 
Section  3 of  the  constitution.  It  would  read: 

"4.  On  the  basis  of  the  statement  received  from  the  treas- 
urer by  March  15  annually,  as  to  the  number  of  paid  members 
in  each  component  auxiliary,  determine  the  number  of  voting 
delegates  to  which  each  component  auxiliary  is  entitled  that  year 
and  shall  accordingly  notify  the  president  of  each  component 
auxiliary  by  April  1st.” 

Section  8 

We  feel  that  having  the  president  sign  all  vouchers  before 
' the  treasurer  can  pay  bills  is  a very  delaying  procedure.  Is  this 
necessary  in  view  of  the  fact  that  a report  is  given  at  all  board 
j meetings  and  an  audit  is  made  at  the  end  of  the  year?  If  ev- 
eryone still  feels  that  it  is,  then  I suggest  that  we  add  two  more 
subsections  to  read; 

I "1.  Committee  and  officer  expenses  not  to  exceed  the  amount 
I allowed  for  this  in  the  budget,” 

”3.  Expenses  approved  by  vote  at  the  convention  or  at  board 
of  directors  meetings.” 

We  also  suggest  that  subsection  (b)  be  added  here  to  cor- 
I respond  to  the  one  suggested  for  the  corresponding  secretary 

j taken  also  from  Article  V,  Section  of  the  constitution,  to 

\ read : 

; "(b)  The  treasurer  shall  submit  to  the  corresponding  secre- 

tary a statement  as  to  the  number  of  members  of  each  com- 
i ponent  auxiliary  whose  dues  to  this  auxiliary  are  shown  by  the 
■'  books  of  the  treasurer  as  of  March  1 to  be  paid.” 

Chapter  IV 

i We  suggest  that  a finance  committee  be  added  to  this  list, 
j It  could  be  made  up  of  three  members,  the  chairman  to  be 
: appointed  by  the  president,  and  the  other  two  members  con- 

sisting of  the  past  and  the  present  treasurer.  Maybe  it  should 
have  two  other  members  also,  so  that  the  committee  could  also 
! take  care  of  auditing  the  books. 

Chapter  IX 

For  an  opinion  on  this  chapter  I consulted  a lawyer  friend. 
His  verdict  was  that  it  is  correct  as  it  stands.  To  quote  "After 
an  amendment  is  passed,  even  though  it  adds  an  entirely  new 
chapter  to  the  by-laws,  it  then  becomes  an  actual  part  of  the 
by-laws  and  provisions  of  Chapter  IX  operate  against  it  as  well 
as  against  the  original  by-laws.” 

I should  like  to  add  that  it  is  stated  quite  clearly  that  new 
officers  be  installed  at  the  annual  meeting.  From  the  standpoint 
of  the  Treasurer,  it  should  also  state  that  the  books  should  be 
closed  at  that  time  and  that  any  bills  presented  to  or  passed  by 
the  convention  should  be  paid  by  the  new  or  incoming  treasurer. 
This  year  the  last  bill  didn't  come  in  until  August  1st  and  the 
new  treasurer  received  the  books  so  late  that  she  couldn’t  pos- 
sibly get  the  material  out  to  the  component  auxiliaries  for  their 
first  fall  meeting.  It  seems  to  me  that  it  would  be  much  easier 
this  way. 

Mrs.  V.  G.  Borland 

A motion  was  made  by  Mrs.  Quale,  seconded  by  Mrs.  Weed, 
that  all  reports  be  accepted  as  read  and  that  the  said  reports  be 
placed  on  file. 

' The  convention  then  adjourned  to  reconvene  at  2:00  P.M. 
the  same  day  in  the  Dacotah  room,  Dacotah  hotel. 


The  Woman’s  Auxiliary  to  the  State  Medical  Association  re- 
convened at  2:00  P.M.  in  the  Dacotah  room,  Dacotah  hotel. 
Grand  Forks,  on  Monday,  May  29,  1950,  The  meeting  was 
called  to  order  by  Mrs.  Berg,  president. 

Mrs.  Berg  then  requested  the  secretary,  Mrs.  Jansonius,  to 
read  the  "Proposed  Changes  to  the  Constitution  and  By-Laws 
of  the  Auxiliary,”  which  the  Revisions  committee  had  recom- 
mended, and  called  for  comments  upon  these. 

Article  V,  Section  3,  Subsection  3:  It  was  moved  by  Mrs. 
Liebeler  that  the  constitution  be  changed  to  a ratio  of  one  dele- 
gate for  each  twenty-five  members.  The  motion  was  seconded 
by  Mrs.  Keller,  and  upon  vote  carried. 


Article  VI,  Section  1:  Before  group  discussion  ensued  on  the 
suggested  revision,  Mrs.  Keller  stated  that  she  thought  the 
councillors  should  be  given  a definite  responsibility.  She  sug- 
gested they  might  assist  in  obtaining  news  for  the  news-letter. 
This  matter  was  left  undecided  at  this  time.  On  the  suggested 
revision,  Mrs.  Berg  thought  it  advisable  to  leave  one  councillor 
for  each  group.  Mrs.  Corbus  stated  that  several  districts  had 
grown;  therefore,  it  was  decided  by  the  group  it  should  be  left 
as  stated  in  the  constitution. 

Article  VI,  Section  2:  A motion  was  made  by  Mrs.  Alger, 
seconded  by  Mrs.  Weed,  that  the  board  of  directors  rather  than 
the  advisory  council  should  be  the  one  to  determine  the  clause 
in  Section  2.  Motion  carried. 

Article  VI,  Section  3;  A motion  was  made  by  Mrs.  Alger, 
seconded  by  Mrs.  Mahowald,  that  we  accept  the  revision  on 
Section  3.  Motion  carried. 

Article  VII,  Section  1:  A motion  was  made  by  Mrs.  Keller 
and  seconded  by  Mrs.  Rodgers  that  we  accept  the  revision  that 
the  immediate  past  president  be  the  only  state  president  on  the 
board  of  directors.  Motion  carried. 

Chapter  II,  Section  1:  It  was  unanimously  agreed  that  this 
revision  be  accepted. 

Chapter  III,  Section  2:  Mrs.  Mahowald  suggested  that  we 

accept  the  revision.  It  was  accepted  by  the  group. 

Chapter  III,  Section  7:  Motion  was  made  by  Mrs.  Kermott, 
seconded  by  Mrs.  Culmer,  that  we  accept  the  proposed  change. 
Motion  carried. 

Chapter  III,  Section  8:  After  very  lengthy  discussion  on  this 
section,  it  was  decided  that  the  clause  stating  that  the  president 
sign  all  vouchers  remain  in  effect;  however,  Mrs.  Rodgers  sug- 
gested that  all  bills  be  presented  at  convention  time;  then  the 
president  could  sign  them  at  that  time  for  the  disposition  of 
funds.  The  group  concurred  in  this  suggestion. 

Chapter  III,  Section  8b:  A motion  was  made  by  Mrs, 

Rodgers  and  seconded  by  Mrs.  Keller  that  we  add  Section  b 
to  Section  8. 

Chapter  IV:  After  it  was  decided  that  the  Finance  committee 
should  prepare  the  budget,  Mrs.  Kermott  made  the  motion  that 
we  accept  the  addition  of  a Finance  committee  to  the  list.  Mrs. 
Dailey  seconded  the  motion,  which  upon  vote  carried. 

Chapter  IX:  It  was  decided  to  leave  this  chapter  as  it  stands 
in  the  constitution. 

Mrs.  Berg  then  introduced  the  guest  speaker,  Mrs.  David  B. 
Allman,  president.  Woman’s  Auxiliary  to  the  American  Med- 
ical Association.  Mrs.  Allman  stated  that  she  and  her  chair- 
man had  traveled  over  50,000  miles  in  order  to  attend  meetings 
in  an  attempt  to  effect  a closer  relationship  between  the  Na- 
tional and  State  auxiliaries.  She  praised  the  counties  and  states 
(since  they  were  the  grass  roots  of  the  national  auxiliary)  for 
the  magnificent  job  they  were  doing.  She  stated  that  the  women 
had  been  highly  commended  by  the  A.M.A,  and  N.E.C.  She 
stressed  the  great  need  for  more  subscriptions  to  the  Bulletin. 
She  called  attention  to  the  fact  that  the  Handbook  hadn’t  been 
revised  since  1942,  but  a revisions  committee  was  being  appoint 
ed,  and  that  reprints  of  the  "Model  Plan  of  School  of  Instruc- 
tions” would  be  contained  in  it.  She  praised  Mrs.  Leo  Schaf- 
fer, program  chairman,  for  her  splendid  work.  She  then  gave 
a resume  of  some  of  the  projects  being  tried  in  various  states. 
Some  highly  beneficial  and  successful  ones  were;  Benevolence 
funds,  scholarship  funds,  and  student  nurses  scholarship  funds. 
She  mentioned  that  North  Dakota  had  been  the  "baby  state” 
in  organization  until  just  recently. 

Since  there  was  no  unfinished  business  to  come  before  the 
meeting,  Mrs.  Berg  asked  for  the  new  business. 

It  was  moved  by  Mrs.  Keller  and  seconded  by  Mrs.  Alger 
that  the  councillors  take  over  the  job  of  getting  the  news  for 
"Press  and  Publicity”  to  Mrs.  Alger,  chairman  of  Press  and 
Publicity. 

After  much  discussion  on  the  feasibility  of  various  projects 
that  the  North  Dakota  Woman’s  Auxiliary  might  undertake, 
Mrs.  Liebeler  made  the  motion  that  the  president  have  the 
authority  to  appoint  a committee  to  study  these  projects,  and 
present  their  ideas  to  the  convention  next  year.  Mrs.  Weed 
seconded  the  motion  which,  upon  vote,  carried. 
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In  the  absence  of  Mrs.  Baillle,  chairman  of  the  nominating 
committee,  Mrs.  Weed  again  read  the  report  of  the  nominating 
committee. 

Mrs.  Berg  then  asked  for  nominations  from  the  floor  for 
these  offices.  As  there  were  none,  she  then  requested  a motion 
nominating  the  group  of  officers.  It  was  moved,  seconded  and 
carried,  that  the  secretary  be  instructed  to  cast  a unanimous 
ballot  for  the  entire  group  of  officers. 

Mrs.  Rodgers  then  asked  that  all  bills  be  presented  imme- 
diately following  the  meetings,  or  the  next  morning  at  the 
latest. 

Meeting  then  adjourned. 


The  annual  Auxiliary  Banquet  was  held  at  the  Red  River 
Terrace  room.  Dacotah  hotel.  Mrs.  V.  S.  Quale  presided.  Mrs. 
Thorgrimson  announced  the  very  interesting  program.  Mrs. 
Allman  gave  a short  address  in  which  she  stressed  the  necessity 
of  fighting  constantly  against  socialized  medicine.  She  stated 
that  after  much  work  the  ride  of  battle  against  socialized  medi- 
cine had  turned  in  our  favor,  but  she  urged  that  we  be  on  the 
offensive  until  the  battle  was  won. 


The  last  business  session  of  the  Woman's  Auxiliary  was  held 
at  the  Dacotah  room,  Dacotah  hotel.  May  30,  10:00  A M. 

Mrs.  Berg  called  the  meeting  to  order.  The  first  order  of 
business  was  the  decision  to  have  Mrs.  Keller  obtain  her  ticket 
for  the  trip  to  the  national  convention  at  San  Francisco,  and 
send  the  bill  to  Mrs.  Nierling.  treasurer. 

Mrs.  Keller  then  made  a motion  to  have  a note  of  sympathy 
sent  to  Mrs.  Bailhe.  Mrs.  Thorgrimson  seconded  the  motion, 
which  upon  vote  carried. 

It  was  moved  by  Mrs.  Kermott  and  seconded  by  Mrs.  Ben- 
son that  the  following  be  appointed  as  delegates  to  San  Fran- 
cisco: Mrs.  W.  A.  Wright  and  Mrs.  C.  J.  Meredith  as  dele- 
gates, and  Mrs.  N.  A.  Youngs,  alternate.  Motion  carried. 

Mrs.  Keller  made  a motion  that  Mrs.  G.  W.  Toomey  be  the 
alternate  delegate  to  the  A M. A.  convention.  Motion  was  sec- 
onded by  Mrs.  Culmer,  ind  upon  vote  carried. 

Mrs.  Berg  then  left  the  floor  open  for  group  discussion.  She 
stated  how  amazing  she  thought  it  was  in  Florida  when  the 
Federated  Women's  groups  had  things  so  well  organized,  and 
made  such  a drive  that  they  defeated  a very  important  measure. 
She  used  this  as  an  illustration  of  what  we  could  do. 

Mrs.  Berg  then  turned  the  meeting  over  to  Mrs.  Allman, 
who  requested  that  all  the  new  officers  stand.  She  then  con- 
gratulated them  on  their  new  duties  and  formally  installed  them 
in  their  new  offices. 

Mrs.  Berg  then  thanked  the  auxiliary  for  their  cooperation 
during  her  tenure  as  president,  and  turned  the  meeting  over  to 
the  new  president,  Mrs.  E.  T.  Keller,  Rugby. 

Mrs.  Allman  then  asked  that  the  group  give  a rising  vote  of 
thanks  to  the  outgoing  president. 

Mrs.  Keller  then  appointed  the  following  state  committee 
chairmen: 

Historian  -Mrs.  A.  E.  Culmer,  Grand  Forks;  Organization — 
Mrs.  R.  W.  Rodgers,  Dickinson;  Bulletin — Mrs.  N.  B.  Liv- 
ingston, Mohall;  Public  Relations — Mrs.  J.  C.  Fawcett,  Devils 
Lake;  Press  and  Pubicity — Mrs.  L.  J.  Alger,  Grand  Forks; 
Program — Mrs.  A.  P.  Nachtwey,  Dickinson;  Today's  Health — 
Mrs.  C.  O.  Heilman,  Fargo;  Revision  —Mrs.  W.  E.  G.  Lan- 
caster, Fargo;  Parliamentarian  Mrs.  J.  R.  Pence,  Minot;  Nom- 
inating committee — Mrs.  H M.  Berg,  Bismarck;  Finance  com- 
mittee— Mmes.  D.  J.  ffalliday,  Kenmare;  R W.  Rodgers,  Dick- 
inson; R.  D.  Nierling,  Jamestown;  C.  J.  Meredith,  Valley 
City;  T Q.  Benson,  Grand  Forks. 

Mrs.  Keller  stated  that  Mrs.  W.  R.  Fox,  Rugby,  had  been 
appointed  corresponding  secretary. 


There  being  nothing  further  to  come  before  the  meeting,  it 
was  duly  moved,  seconded  and  carried  that  the  meeting  be  ad- 
journed. 

POST-CONVENTION  MINUTES 

Meeting  was  called  to  order  by  Mrs.  Keller.  She  then  asked 
for  minutes  of  the  pre-convention  board  meeting,  but  Mrs. 
Jansonius  reported  no  business  was  brought  up;  therefore,  there 
were  no  minutes. 

Questions  and  discussion  then  ensued  as  to  the  duties  of  the 
state  committee  chairmen.  Files  were  turned  over  to  the  new 
chairmen. 

Mrs.  Boyum  stated  that  they  were  still  known  as  Tri-County; 
had  sent  in  their  membership  list,  but  no  dues. 

Mrs.  N.  B.  Livingston,  new  Bulletin  chairman,  was  instructed 
to  write  all  local  officers  and  stress  the  fact  that  the  Bulletin 
was  an  essential  part  of  their  work.  Mrs.  Allman  stated  that 
only  ten  per  cent  had  subscribed  to  the  Bulletin,  but  she  thought 
it  so  informative  and  instructive  that  it  should  be  in  the  hands 
of  all  members. 

Motion  was  made  by  Mrs.  Liebeler,  seconded  by  Mrs.  Haunz, 
that  dues  for  local  auxiliaries  be  paid  to  the  local  treasurers  by 
February  1.  Motion  carried. 

Mrs.  Wright,  past  public  relations  chairman,  stated  that  the 
paper  prepared  by  her  and  Dr.  Wright  was  out  of  date,  and 
that  the  A M. A.  recently  had  produced  four-minute  recordings 
on  the  subject  of  socialized  medicine  to  be  sent  to  each  state. 

It  was  then  decided  that  each  district  Hygeia  chairman  should 
send  in  her  subscriptions  to  Today's  Health  to  Mrs.  Heilman, 
state  chairman. 

Mrs.  Corbus,  Mrs.  Fawcett,  and  Mrs.  Haunz  were  appointed 
to  serve  on  the  Project  committee. 

Mrs.  Nachtwey  and  Mrs.  Dukart  were  appointed  by  Mrs. 
Berg  to  audit  the  books. 

Mrs.  Halliday  presented  the  following  budget  for  the  aux- 
iliary for  the  fiscal  year  1950-51. 

INCOME 

Balance  . . _ $617.25 

From  State  Medical  Association  . 200.00 

Deferred  dues  14.00 


Total  Income  $831.25 

PROPOSED  EXPENDITURES 

President: 

(1)  Discretionary  fund  (visiting  districts  and 


entertaining  guests,  etc.)  $ 50.00 

(2)  Miscellaneous  fund  (telegrams,  telephone 

and  postage)  . . 25,00 

(3)  Toward  expenses  to  board  meeting  50.00 

(4)  Railroad  fare  plus  $50.00  to  the  national 

convention  225.00 

President  elect  (1)  board  meeting  50.00 

Standing  committees  (12  to  have  $5.00  each)  60.00 

Convention  fund  200.00 

Miscellaneous  171.25 


Total  $831.25 


After  a discussion,  Mrs.  Kermott  made  a motion  that  the 
budget  be  adopted.  Mrs.  Weed  seconded,  and  upon  vote  the 
budget  was  declared  adopted  unanimously. 

It  was  then  duly  moved  by  Mrs.  Corbus,  seconded  by  Mrs. 
Culmer,  that  the  meeting  be  adjourned. 

The  last  event  of  the  convention  was  the  luncheon  held  at 
the  Main  Diningroom,  Ryan  hotel,  with  Mrs.  G.  G.  Thorgrim- 
son presiding.  An  entertaining  program  was  given  and  Dr. 
Larson,  president  of  the  North  Dakota  State  Medical  Associa- 
tion, 1950-51,  gave  a short  address  in  which  he  stressed  the  im- 
portance of  defeating  socialism  in  any  form.  He  thought  women 
could  play  a very  vital  role  in  accomplishing  this  measure. 


September,  1950 
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1950  MEMBERSHIP  ROSTER 

WOMAN’S  AUXILIARY  TO  THE  NORTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 


(Membership  by  Districts) 


First  District 


Grand  Forks 


Bachellcr,  Mrs.  S.  C.  Enderlin 

Baillie,  Mrs.  W.  F 719  Broadway,  Fargo 

Bateman,  Mrs.  C.  V.  529  - 4th  St.  North,  Wahpeton 

Beithon,  Mrs.  E.  J.  429  - 5th  St.  N.,  Wahpeton 

Beltz,  Mrs.  M.  E 207  - 6th  St.  N.,  Wahpeton 

Bond,  Mrs.  J.  H 921  South  9th  St.,  Fargo 

Borland,  Mrs.  V.  G.  1514  South  9th  St.,  Fargo 

Burton,  Mrs.  John  P.  804  South  8th  St.,  Fargo 

Corbus,  Mrs.  B.  C.,  Jr 424  ■ 14th  Ave.  South,  Fargo 

DeCesare,  Mrs.  F.  A.  1401  South  9th  Street,  Fargo 

Dillard,  Mrs.  J.  R.  620  South  8th  St.,  Fargo 

Elofson,  Mrs.  C.  E.  1334  North  3rd  St.,  Fargo 

Fjelde,  Mrs.  J.  H.  1526  South  8th  St.,  Fargo 

Fortney,  Mrs.  A.  C.  1122  South  9th  St.,  Fargo 

Hall,  Mrs.  Howard  1250  North  5th  St.,  Fargo 

Hanna,  Mrs.  J.  F.  907  - 12th  Ave.  South,  Fargo 

Heilman,  Mrs.  C.  O.  1338  North  2nd  St.,  Fargo 

Hunter,  Mrs.  C.  M.  1335  South  6th  St.,  Fargo 

Huntley,  Mrs.  H.  B Kindred 

Irvine,  Mrs.  V.  S.  . Lidgerwood 

Kellogg,  Mrs.  I.  W.  Fairmount 

Lancaster,  Mrs.  W.  E.  G.  1437  South  8th  St.,  Fargo 

Larson,  Mrs.  G.  A.  1538  South  9th  St.,  Fargo 

LeMar,  Mrs.  John  D.  1249  North  10th  St.,  Fargo 

Lewis,  Mrs.  T.  H.  121  North  5th  St.,  Fargo 

Long,  Mrs.  W.  H 1438  South  8th  St.,  Fargo 

Lytle,  Mrs.  F.  T.  1007  North  13th  St.,  Fargo 

Mazur,  Mrs.  B.  A.  1237  North  3rd  St.,  Fargo 

Moe,  Mrs.  A.  E.  1112  - 6th  Ave.  S.,  Moorhead,  Minn. 

Miller,  Mrs.  H.  H.  . . 609  - 4th  St.  North,  Wahpeton 

Ostfield,  Mrs.  J.  H 1120  - 5th  Ave.  South,  Fargo 

Poindexter,  Mrs.  M.  H.  721  S.  4th  St.,  Moorhead,  Minn. 

Pray,  Mrs.  L.  G.  1526  South  7th  St.,  Fargo 

Richter,  Mrs.  E.  H.  Hunter 

Rodgers,  Mrs.  R.  G.  1217  South  7th  St.,  Fargo 

Sasse,  Mrs.  Sophia  Lidgerwood 

Schneider,  Mrs.  J.  F.  _ 11  North  11th  St.,  Fargo 

Sedlak,  Mrs.  O.  A.  1406  South  8th  St.,  Fargo 

Stafne,  Mrs.  W.  A . 1409  South  9th  St.,  Fargo 

Swanson,  Mrs.  J.  C 1220  South  8th  St.,  Fargo 

Schleinitz,  Mrs.  F.  B.  Hankinson 

Weible,  Mrs.  R.  D.  1630  South  9th  St.,  Fargo 

Weible,  Mrs.  R.  E.  714  South  8th  St.,  Fargo 

Wold,  Mrs.  L.  E.  . 912  South  13th,  Moorhead,  Minn. 

Thompson,  Mrs.  A.  M.  313  ■ 7th  St.  North,  Wahpeton 

Wasemiller,  Mrs.  E.  R 531  - 1st  St.  North,  Wahpeton 

Wright,  Mrs.  W.  K.  1417  South  8th  St.,  Fargo 


Devils  Lake 


Engesather,  Mrs.  J.  A.  D. 
Fawcett,  Mrs.  D.  W. 

Fawcett,  Mrs.  J.  C.  

Fawcett,  Mrs.  R.  M.  

Fox,  Mrs.  W.  R.  

Graham,  Mrs.  J.  D.  

Gerber,  Mrs.  L.  S.  

Johnson,  Mrs.  C.  G.  . 

Keller,  Mrs.  E.  T.  

Mahoney,  Mrs.  J.  H. 

Palmer,  Mrs.  D.  W 

Pine,  Mrs.  L.  F.  ... 

Pollard,  Mrs.  W.  S. 

Sihler,  Mrs.  W.  F. 

Toomey,  Mrs.  G.  W.  

Vigeland,  Mrs.  G.  N 


Brocket 

1105  - 5th  St.,  Devils  Lake 
1125  - 5th  St.,  Devils  Lake 
. . 816  - 9th  St.,  Devils  Lake 

Rugby 

510  - 10th  Ave.,  Devils  Lake 

Lakota 

307  W.  3rd  St.,  Rugby 

- . Rugby 

-.  915  - 8th  St.,  Devils  Lake 

Cando 

919  - 3rd  St.,  Devils  Lake 
Shannon  Blk.,  Devils  Lake 
— 412  - 7th  St.,  Devils  Lake 
418  - 7th  St.,  Devils  Lake 
- Rugby 


Alger,  Mrs.  L.  J. 

Arneson,  Mrs.  O.  A. 
Benson,  Mrs.  T.  Q. 
Benwell,  Mrs.  H.  D. 

Cardy,  Mrs.  J.  D.  

Culmer,  Mrs.  A.  E.,  Jr.  .. 

Dailey,  Mrs.  W.  C 

Fritzell,  Mrs.  K.  E.  

Gertson,  Mrs.  G.  D. 
Goehl,  Mrs.  R.  O. 
Graham,  Mrs.  Charles  .. 

Haunz,  Mrs.  E.  A.  

Hill,  Mrs.  Frank 

Leigh,  Mrs.  R.  E 

Liebeler,  Mrs.  W.  A.  . 
Lommen,  Mrs.  C.  E. 
Mahowald,  Mrs.  R.  E.  . 
Porter,  Mrs.  Charles  . 
Quale,  Mrs.  V.  S. 

Ruud,  Mrs.  H.  O. 
Sandmeyer,  Mrs.  J.  A. 
Silverman,  Mrs.  L.  B. 
Stratte,  Mrs.  J.  J. 
Thorgrimson,  Mrs.  G.  G. 

Turner,  Mrs.  Robert  

Witherstine,  Mrs.  W.  H. 
Woutat,  Mrs.  P.  H. 
Youngs,  Mrs.  N.  A 


Craven,  Mrs.  J.  D. 

Craven,  Mrs.  J.  P 

Hagan,  Mrs.  E.  J.,  Jr.  

Hagan,  Mrs.  E.  J.,  Sr. 
Johnson,  Mrs.  A.  K.  . 
Korwin,  Mrs.  J.  J. 

Lund,  Mrs.  C.  M. 

Skjei,  Mrs.  D.  E 

Wright,  Mrs.  W.  A 


Ball,  Mrs.  W.  J. 

Beck,  Mrs.  Charles 
Bethea,  Mrs.  R.  O.,  Jr. 
Blatherwick,  Mrs.  R. 
Breslich,  Mrs.  P.  J. 
Cameron,  Mrs.  A.  L. 
Conroy,  Mrs.  M.  P. 
Craise,  Mrs.  O.  S. 

Devine,  Mrs.  J.  L.,  Jr.  

Dyson,  Mrs.  R.  E.  

Erenfeld,  Mrs.  H.  M. 
Erenfeld,  Mrs.  F.  R. 

Fischer,  Mrs.  V.  J.  

Gammell,  Mrs.  R.  T. 
Garrison,  Mrs.  M.  M. 
Halliday,  Mrs.  D.  J.  . 
Halverson,  Mrs.  H.  L. 
Hurly,  Mrs.  W.  C. 
Ingalls,  Mrs.  C.  L. 

Johnson,  Mrs.  H.  P 

Kermott,  Mrs.  Henry  . 
Lampert,  Mrs.  M.  T. 

McCannel,  Mrs.  A.  D 

Naegeli,  Mrs.  F.  D 


81  - 4th  Ave.  So.,  Grand  Forks 
419  South  5th  St.,  Grand  Forks 
1101  Reeves  Drive,  Grand  Forks 

625  South  3rd  St.,  Grand  Forks 

1515  Oak,  Grand  Forks 

1503  Oak,  Grand  Forks 

. 1404  Chestnut,  Grand  Forks 

1125  Reeves,  Grand  Forks 

511  South  5th,  Grand  Forks 

1015  Reeves,  Grand  Forks 
822  Belmont  Road,  Grand  Forks 

1027  Lincoln  Drive,  Grand  Forks 

Grand  Forks 

17  Conkling  Ave.,  Grand  Forks 
619  Belmont  Road,  Grand  Forks 

Fordville 

606  South  5th  St.,  Grand  Forks 

Grand  Forks 

1620  Belmont  Road,  Grand  Forks 
50414  Reeves  Drive,  Grand  Forks 
1722  University  Ave.,  Grand  Forks 
606  Reeves  Drive,  Grand  Forks 
403  Division  Ave.,  Grand  Forks 
1215  Lincoln  Drive,  Grand  Forks 
Grand  Forks 
214  - 8th  Ave.  S.,  Grand  Forks 
1205  Lincoln  Drive,  Grand  Forks 
511  Reeves  Drive,  Grand  Forks 

Kotana 

915  - 2nd  Ave.  W.,  Williston 

409  - 3rd  Ave.  E.,  Williston 

410  - 2nd  Ave.  E.,  Williston 
410  - 2nd  Ave.  E.,  Williston 
717/2  - 2nd  Ave.  E.,  Williston 

701  - 2nd  Ave.  E.,  Williston 

701  - 1st  Ave.  E.,  Williston 

521  - 6th  Ave.  W.,  Williston 

822  - 2nd  Ave.  E.,  Williston 

Northwest 

405  Thompson  Apts.,  Minot 

Harvey 

121  - 9th  Ave.  N.W.,  Minot 

. Parshall 

818  - 4th  St.  S.E.,  Minot 

. 318  - 8th  Ave.  S.E.,  Minot 

301  Thompson  Apts.,  Minot 

Towner 

901  - 4th  St.  S.E.,  Minot 

717  - 4th  St.  S.E.,  Minot 

306  - 9th  St.,  S.E.,  Minot 

616  Lincoln  Ave.,  Minot 

707  - 3rd  St.  S.E.,  Minot 

Kenmare 

612  Mount  Curve  Ave.,  Minot 

Kenmare 

912  - 2nd  St.  N.W.,  Minot 

..  920  - 3rd  Ave.  S.E.,  Minot 

. 434  - 5th  Ave.  N.W.,  Minot 

1124  - 8th  St.  N.W.,  Minot 

21  - 7th  St.  N.W.,  Minot 

101  - 10th  St.  N.W.,  Minot 

_ 505  Main  St.  S.,  Minot 

920  - 3rd  Ave.  N.W.,  Minot 
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Oltman,  Mrs.  D.  L.  303  Thompson  Apts.,  Minot 

O'Neill.  Mrs.  R.  T.  . 529  - 3rd  St.  S.E.,  Minot 

Pence,  Mrs.  J.  R.  No.  4 Emerson  Apts.,  Minot 

Ransom,  Mrs.  E.  M.  715  - 1st  Ave.  N.W.,  Minot 

Seiffert,  Mrs.  G.  S.  P.O.  Box  389,  Minot 

Spomer,  Mrs.  J.  P.  . 115  - 7th  St.  S.E.,  Minot 

Sorenson,  Mrs.  A.  R.  114  ■ 6th  St.  S.E.,  Minot 

Sorenson,  Mrs.  Roger  1000  - 4th  Ave.  N.W.,  Minot 

Uthus,  Mrs.  O.  S.  _ 301  Thomas  Apt.,  Minot 

Wallbank,  Mrs.  W.  L.  Dunseith 

Woodhull,  Mrs.  R.  B.  203  Thompson  Apt.,  Minot 


Sheyenne  Valley 


Cook,  Mrs.  P.  T. 

Valley  City 

Christianson,  Mrs.  Guilder 

Valley  City 

Gilsdorf.  Mrs.  W,  H. 

Valley  City 

Merrett,  Mrs.  J.  P. 

Valley  City 

Meredith,  Mrs.  C.  J. 

Valley  City 

Macdonald,  Mrs.  A.  C.  . 

. Valley  City 

Macdonald,  Mrs.  A.  W. 

Valley  City 

Wicks,  Mrs.  F.  L. 

Valley  City 

Brown,  Mrs.  Nida 

Valley  City 

Crosby,  Mrs.  Kate 

Valley  City 

Sixth 

Arneson,  Mrs.  C.  A. 

714  - 2nd  St..  Bismarck 

Baumgartner,  Mrs.  C.  J. 

615  Washington,  Bismarck 

Bahamonde,  Mrs.  J.  B. 

- - Elgin 

Berg,  Mrs.  H.  M. 

214  Avenue  A,  Bismarck 

Brandes,  Mrs.  Marion  E. 

601  - 5th  Ave.,  Bismarck 

Boerth,  Mrs.  E.  H. 

610  Avenue  B,  Bismarck 

Breslin,  Mrs,  R,  H. 

107  ■ 1st  Ave.  N.W.,  Mandan 

Buckingham,  Mrs.  T.  W. 

1030  - 5th  Ave.,  Bismarck 

Cartwright,  Mrs.  John 

926  - 7th  St.,  Bismarck 

Cochran,  Mrs.  R.  B. 

520  Ave.  C.  West,  Bismarck 

Dahlen,  Mrs.  G.  A. 

202  Avenue  A,  Bismarck 

DeMoully,  Mrs.  O.  M. 

Flasher 

Diven,  Mrs.  W.  L. 

119  Ave.  B West,  Bismarck 

Fredricks,  Mrs.  L.  H 

112  Ave.  B West,  Bismarck 

Freise,  Mrs.  P.  W. 

831  Mandan,  Bismarck 

Gaebe,  Mrs.  O.  C. 

New  Salem 

Goughnour,  Mrs.  Myron 

614  ■ 6th,  Bismarck 

HefTron,  Mrs.  M.  M. 

422  - 8th,  Bismarck 

Hetzler,  Mrs.  A.  E. 

602  - 6th  Ave.  N.W.,  Mandan 

Icenogle,  Mrs.  G.  D. 

232  Ave.  C West,  Bismarck 

Jacobson,  Mrs.  M.  S. 

LaRose,  Mrs.  V.  J. 

522  Sixth  St.,  Bismarck 

Larson,  Mrs.  L.  W. 

210  Ave.  B West,  Bismarck 

Nuessle,  Mrs.  R.  F. 

106  Ave.  D,  Bismarck 

Peters,  Mrs.  Clifford 

220  Ave.  A West,  Bismarck 

Pierce,  Mrs.  W.  B. 

615  Raymond,  Bismarck 

Ramstad,  Mrs.  N.  O. 

824  - 4th  St.,  Bismarck 

Roan,  Mrs.  M.  W. 

222  [^ark  St.,  Bismarck 

Salomone,  Mrs.  F. 

Elgin 

Saxvik,  Mrs.  R.  O. 

622  8th  St.,  Bismarck 

Schoregge,  Mrs.  C.  W. 

507  - 6th  St.,  Bismarck 

I hompson,  Mrs.  Arnold 

1124  - 4th  St.,  Bismarck 

Tudor,  Mrs.  R B. 

Highland  Acres,  Bismarck 

Waldschmidt,  Mrs.  R.  H. 

600  Washington,  Bismarck 

Wheeler.  Mrs.  Fd.  A, 

100  - 4th  St.  N.E.,  Mandan 

Williams,  Mrs.  John  R 

409  Washington,  f3ismarck 

Southwestern 

Bowen,  Mrs.  J.  W.  . 221  - 7th  Ave.  W.,  Dickinson 

Dukart,  Mrs.  C.  R.  . 208  - 4th  Ave.  N.,  Dickinson 

Dukart,  Mrs.  Ralph  46  W.  5th  St.,  Dickinson 

Giiloien,  Mrs.  H E.  41  - 5th  Ave.  W.,  Dickinson 

Giimper,  Mrs.  A.  J.  7 E.  4th,  Dickinson 

Hill,  Mrs.  S.  W.  Regent 

Larson,  Mrs.  Harlan  35  54  - 10th  Ave.  W.,  Dickinson 

Nachtwey,  Mrs.  A.  P 115  - 5th  Ave.  W.,  Dickinson 

Reichert,  Mrs.  H.  L 543  - 1st  Ave.  W.,  Dickinson 

Rodgers,  Mrs.  R.  W.  146  W.  6th  St.,  Dickinson 

Smith,  Mrs.  O.  M.  Killdeer 

Spanjers,  Mrs.  A.  J.,  Jr.  119  - 7th  Ave.  W.,  Dickinson 

Spear,  Mrs.  A.  E.  610  - 1st  Ave.  W.,  Dickinson 


Stutsman 

Arzt,  Mrs.  P.  G.  502  - 4th  Ave.  S.E.,  Jamestown 

Beall,  Mrs.  J.  A.  501  - 2nd  Ave.  N.E.,  Jamestown 

Carpenter,  Mrs.  G.  S.  State  Hospital,  Jamestown 

Cuthbert,  Mrs.  W.  H.  State  Hospital,  Jamestown 

DePuy,  Mrs.  T.  L.  301  - 2nd  Ave.  S.E.,  Jamestown 

Elsworth,  Mrs.  J.  N.  605  - 5th  Ave.  N.E.,  Jamestown 

Fergusson,  Mrs.  F.  W.  (Kulm)  Lodi,  Calif. 

Fcrgusson,  Mrs.  V.  D.  Edgeley 

Jansonius,  Mrs.  John  405  - 4th  Ave.  S.E.,  Jamestown 

Larson,  Mrs.  E.  J.  321  - 2nd  Ave.  S.E.,  Jamestown 

Lucy,  Mrs.  R.  E.  523  - 3rd  Ave.  S.E.,  Jamestown 

McFadden,  Mrs.  R.  L.  910  - 3rd  Ave.  N.W.,  Jamestown 

Maloney,  Mrs.  B.  W.  . LaMoure 

Miles,  Mrs.  J.  V.  420  - 4th  Ave.  N.E.,  Jamestown 

Nierling,  Mrs.  R D.  415  - 9th  Ave.  S.E.,  Jamestown 

Pederson,  Mrs.  Thomas  316  - 4th  Ave.  N.E.,  Jamestown 

Robertson,  Mrs.  C.  W.  106  - 6th  St.  N.W.,  Jamestown 

Sorkness,  Mrs.  Joseph  318  - 3rd  Ave.  S.E.,  Jamestown 

Van  Houten,  Mrs.  R W.  Oakes 

Wood,  Mrs.  W.  W.  509  - 2nd  Ave.  N.E.,  Jamestown 

Woodward,  Mrs.  F.  O.  722  - 3rd  St.  N.E.,  Jamestown 

Woodward,  Mrs.  R.  S.  114/4  N.E.  3rd,  Jamestown 


Traill-Stcele 


Andrews,  Bernice  (M.D.)  Sharon 

Cable,  Mrs.  T.  M.  Hillsboro 

Cleary,  Mrs.  H G.  Northwood 

Dckker,  Mrs.  O.  D - Finley 

Kjelland,  Mrs.  A.  A.  . Hatton 

Knutson,  Mrs.  O.  A.  Buxton 

l.aFleur,  Mrs.  H,  A.  - Mayville 

Little,  Mrs.  R.  C.  Mayville 

Vinje,  Mrs.  Syver  _ Hillsboro 

Wheeler,  Mrs.  G.  S.  — — . Portland 


Tri-County 

Boyum,  Mrs.  P.  A.  Harvey 

Gilliland,  Mrs.  R.  F.  Carrington 

Owens,  Mrs.  CL  G.  New  Rockford 

Schwinghamer,  Mrs.  E.  J.  New  Rockford 

Voglewede,  Ms.  Wm  Carrington 
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Editorials 


CLINICAL  ENDOCRINOLOGY 

It  is  imperative  that  we  appreciate  the  significance  of 
the  new  advances  in  the  field  of  clinical  endocrinology. 
New  concepts  of  the  etiology,  pathogenes's,  physiology 
and  treatment  of  a host  of  diseases  are  being  evolved, 
which  may  well  revolutionize  our  thmlong. 

In  1946  Selye  presented  his  general  adaptation  syn- 
drome, which  emphasized  the  reactions  of  the  endocrine 
glands  in  the  body  to  various  forms  of  stress.  This  con- 
cept has  been  expanded  to  suggest  that  many  chronic 
diseases  of  man  are  due  primarily  to  the  failure  of  the 
body  to  adapt  itself  to  stress  or  to  side  reactions  to  the 
endocrine  mechanisms  set  into  operation.  Earlier  the- 
ories, including  Claude  Bernard’s  "internal  equilibrium,” 
Cannon’s  "homeostasis,”  and  Crile’s  "kinetic”  theory  of 
shock  gave  recognition  to  the  endocrine  system’s  regu- 
latory role  in  human  physiology.  Four  years  ago  Thorn 
and  his  co-workers  at  Harvard  began  their  observation 
of  the  effects  of  ACTH  administered  to  humans.  Since 
then  many  outstanding  investigators  throughout  the 
country  have  done  considerable  research  on  the  pituitary- 
adrenal  axis  in  its  relation  to  numerous  and  apparently 
diverse  diseases.  These  works  culminated  m the  first 
Clinical  ACTH  Conference,  arranged  by  Armour  and 
Company  in  October,  1949.  The  use  of  an  adrenocortical 
hormone  (Cortisone)  (Compound  E,  Kendall)  in  rheu- 
matoid arthritis  by  Hench,  Kendall  and  their  associates 
at  the  Mayo  Clinic,  starting  in  September  1948,  provided 
added  impetus.  Now  that  ACTH  and  Cortisone  have 
been  made  widely  available,  a working  knowledge  of  the 
physiology  of  the  adrenal  cortex  is  a prerequisite  to 
their  employment  in  treatment. 

It  is  obligatory  that  an  essential  gland  such  as  the 
adrenal  cortex  must  modify  the  body  metabolism  either 
by  too  little  or  too  great  activity.  The  mechanisms  in- 
volve changes  m the  elaboration  of  the  three  groups  of 
adrenal  cortical  steroid  hormones,  viz.:  the  desoxy-hke 
"salt”  hormones,  the  corti.sone-like  "S”  hormones,  and 
the  androgenic  "N”  hormones.  These  corticoids  act  on 
target  organs  (peripheral  body  cells)  to  produce  their 
profound  clinical  effects.  The  regulation  of  the  cor- 
ticoids, in  turn,  is  dependent  upon  ACTH  (and  pos- 
sibly other  adrenocorticotropic  hormones)  of  the  anterior 
pituitary  gland.  The  pituitary  itself  secretes  ACTH  m 
a compensatory  manner  when  blood  levels  of  corticoids 
fall.  Epinephrine  also  stimulates  the  anterior  pituitary. 
And  there  is  evidence  that  the  posterior  hypothalamus 
may  influence  the  anterior  pituitary  to  release  ACTH — 
which  would  tend  to  establish  psychosomatic  ailments 
on  a rational  basis. 

It  is  generally  believed  at  the  present  time  that 
ACTH  and  or  Corti.sone  are  most  u.seful  in  the  treat- 
ment of  Addison’s  disease,  idiopathic  hypoglycemia,  pan- 
hypopituitarism, acute  rheumatic  fever,  allergic  diseases, 
gout,  and  certain  diseases  of  the  eye.  The  choice  of 
hormone  depends  upon  the  individual  condition  to  be 
treated.  On  the  other  hand,  these  hormones  are  detri- 


mental to  and  aggravate:  Cushing’s  syndrome,  hyper- 
tension, diabetes,  heart  failure,  peptic  ulcer,  osteoporosis 
and  acne.  These  observations  are  in  accord  with  the 
known  biochemical  effects  of  ACTH  and  Cortisone 
which  have  been  recently  presented  by  various  authors. 
Then  there  is  a long  list  of  diseases  which  are  benefited 
in  varying  degree,  including  rheumatoid  arthritis  and 
other  collagen  diseases,  ulcerative  bowel  syndromes,  the 
nephrotic  syndrome,  multiple  myeloma  and  psoriasis. 
The  proper  status  of  these  conditions  and  many  others 
will  be  clarified  by  further  research.  At  this  time,  how- 
ever, in  the  general  run  of  the  mill  patient  load  of  most 
practitioners,  the  use  of  these  new  hormones  will  be  more 
often  contraindicated — or  not  indicated  at  all,  rather 
than  otherwise.  On  the  other  hand,  when  a clear  cut 
indication  presents  itself,  therapy  should  be  directed, 
along  prescribed  lines,  with  the  expectation  of  obtaining 
an  almost  specific  effect.  The  objective  of  all  therapy 
should  be  to  cooperate  with,  but  not  supplant,  the  pa- 
tient’s pituitary-adrenal  system  by  judicious  stimulation. 

The  use  of  radioactive  iodine  in  the  diagnosis  and 
treatment  of  thyroid  disease  continues  to  be  spectacular. 
Advances  in  our  knowledge  of  all  the  other  glands  of 
internal  secretion  are  also  steadily  taking  place,  although 
overshadowed  by  those  mentioned  above. 

Although  hormones  have  long  been  compared  to  cata- 
lysts in  facilitating  chemical  reactions  in  the  body,  the 
exact  mechanisms  of  their  action  have  not  yet  been 
established.  Most  authorities  agree  that  their  basic  in- 
fluence is  exerted  at  the  cellular  level,  possibly  by  modi- 
fying the  permeability  of  the  cell  membrane.  It  is  true 
that  we  cannot  yet  correlate  the  dramatic  clinical  effects 
with  our  present  knowledge.  Continued  research  in  bio- 
chemistry, particularly  enzyme  chemistry,  will  further 
elucidate  fundamental  facts  regarding  physiology  and 
pathologic  physiology,  thus  indicating  factors  in  the 
etiology  and  treatment  of  diseased  states  in  general. 

A.  C.  Grorud,  M.D., 

Quain  and  Ramstad  Clinic,  Bismarck,  No.  Dak. 


UNIVERSITY  PLANS  FALL  SEMINARS 

Six  professional  medical  postgraduate  seminars  will  be 
held  in  Minnesota  during  1950-51.  Sponsored  by  the 
University  of  Minnesota  School  of  Medicine,  in  con- 
junction with  the  Minnesota  State  Medical  Association 
and  the  Minnesota  Department  of  Health,  these  sem- 
inars mark  a significant  step  m medical  education. 

The  areas,  together  with  approximate  attendance 
dates,  are  the.se: 

1950 

Crookston  September  13  to  November  1 

Virginia  September  21  to  November  9 


Moorhead 
Willmar 
Worthington 
Albert  Lea 


1951 

January  3 to  bebruary  21 
January  1 1 to  March  1 
March  6 to  April  24 
March  14  to  May  2 


September,  1950 
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News  Briefs 


North  Dakota 

Dr.  L.  W.  Larson  of  Bismarck  was  one  of  two  mem- 
bers elected  to  tbe  board  of  trustees  of  the  American 
Medical  Association  at  its  convention  in  San  Francisco. 

* * * 

Licenses  to  practice  medicine  in  North  Dakota  were 
granted  20  men  following  completion  of  examinations 
given  recently  by  the  state  board  of  medical  examiners 
at  Grand  Forks. 

Newly-licensed  doctors,  their  home  addresses  listed 
first  and  their  intended  place  of  practice  listed  second, 
are; 

Raymond  A.  Vaaler,  Grand  Forks,  none;  Richard  B. 
Bridenbaugh,  Billings,  Mont.,  Bismarck,  N.  D.;  Robert 
E.  Fdulit,  Ashland,  Ohio,  Minot,  N.  D.;  Marcus  P. 
Greaber,  Aberdeen,  S.  D.,  Wishek,  N.  D.;  Richard  P. 
Storrs,  Rochester,  Minn.,  Fargo,  N.  D. 

Mitchell  A.  Spyker,  Columbus,  Ohio,  Minot;  Milton 
E.  Nugent,  Aberdeen,  Bismarck;  Arthur  S.  Rathkey, 
Minneapolis,  Grand  Forks;  Richard  B.  Kling,  Bismarck, 
Bismarck;  Fdarold  Kirk,  Devils  Lake,  Devils  Lake;  Jo- 
seph J.  Jestadt,  Winnipeg,  Canada,  Gackle,  N.  D.; 
Edward  Ff.  Goodman,  Bantry,  N.  D.,  Rolla,  N.  D.; 
David  H.  Stein,  Winnipeg,  Rolla. 

Ross  A.  Lewis  and  Simon  W.  Chiasson,  Vanguard, 
Canada,  Richardton,  N.  D.;  Fdarold  C.  Deering,  Ta- 
coma, Wash.,  none;  Keith  Vandergon,  Delano,  Minn., 
Mohall,  N.  D.,  and  Fred  D.  McDade,  Scoby,  Mont., 
none. 

Two  displaced  physicians.  Dr.  Umar  Kiesal,  an  Es- 
tonian, who  has  been  living  at  Fargo,  and  Dr.  Tiber  A. 
Osten,  a Czechoslovakian,  also  living  at  Fargo,  were 
granted  temporary  restricted  licenses.  Dr.  Kiesal  will 
practice  at  Page,  N.  D.,  and  Dr.  Osten  will  practice  at 
Michigan,  N.  D. 

=1=  * 4= 

At  the  annual  meeting  of  the  North  Dakota  Pedi- 
atrics Society,  the  following  officers  were  chosen  for  the 
year  1950-51:  president.  Dr.  L.  G.  Pray  of  Fargo;  vice- 
president,  Dr.  B.  A.  Mazur,  Fargo;  secretary-treasurer. 
Dr.  W.  J.  Ball,  Minot.  The  next  meeting  will  take  place 
at  the  Northwest  Clinic,  Minot,  on  October  28,  1950. 

* 4<  4: 

Governor  Fred  G.  Aandahl  has  made  the  following 
reappointments  to  the  state  board  of  medical  examiners 
for  three-year  terms:  Dr.  F.  E.  Weed,  Park  River;  Dr. 
W.  A.  Wright,  Williston,  and  Dr.  A.  E.  Spear,  Dick- 
inson. 

4:  4:  4= 

Dr.  Douglas  T.  Lindsay  assumed  his  duties  on 
July  1 as  head  of  the  staff  of  crippled  children’s  services 
of  the  North  Dakota  state  welfare  board  as  medical 
director.  Dr.  Lindsay  received  his  M.D.  degree  from 


the  University  of  Minnesota  medical  school  in  1945. 
For  the  past  year  he  has  been  a teaching  assistant  in  the 
department  of  orthopedic  surgery  at  the  Harvard  med- 
ical school  and  at  the  children’s  hospital  in  Boston. 

* * 

Dr.  Napoleon  A.  Chagnon,  76,  former  Fargo  phy- 
sician, was  honored  recently  at  Port  Austin,  Michigan, 
where  he  has  practiced  nearly  30  years.  Many  of  the 
6,000  children  at  whose  birth  he  attended  participated 
in  the  observance.  Born  in  Montreal,  Canada,  Dr.  Chag- 
non received  his  medical  degree  in  1898,  practiced  for 
a time  at  Neche,  N.  D.,  and  came  to  Fargo  about  1915. 

4=  4=  4: 

A PARADE  OE  "babies  of  Dr.  Goodman’’  was  one  of 
the  features  of  an  all-day  program  in  which  residents  of 
territory  tributary  to  Powers  Lake  were  celebrating  "Dr. 
Robert  Goodman  day,’’  on  July  17.  The  physician  was 
marking  the  20th  anniversary  of  his  arrival  in  Powers 
Lake. 

4:  4:  4< 

Friends  of  Dr.  W.  H.  Bodenstab  called  at  the  Boden- 
stab  home  in  Bismarck  Sunday,  June  25,  to  pay  their 
respects  to  the  pioneer  doctor  on  his  80th  birthday  anni- 
versary. Still  active  in  his  profession.  Dr.  Bodenstab  has 
practiced  medicine  in  North  Dakota  since  1898,  when 
he  located  at  New  Salem.  The  Bodenstabs  have  lived 
in  Bismarck  since  1910. 

4:  4:  4= 

New  Locations  and  Appointments  . . . 

Dr.  a.  B.  Narbutas  has  opened  a medical  practice 
in  Bottineau  in  association  with  Dr.  J.  A.  Johnson.  A 
graduate  of  the  medical  school  of  Kaunos  in  Lithuania, 
Dr.  Narbutas  recently  completed  a year’s  internship  at 
Oak  Park  Hospital  in  Oak  Park,  Illinois. 

Dr.  Glenn  L.  Wiltse  has  joined  the  firm  of  Dr.  E. 
R.  Wasemiller  and  Dr.  M.  E.  Beltz  to  form  the  new 
Wahpeton  Clinic.  Dr.  Wiltse,  a graduate  of  the  College 
of  Medical  Evangelists,  is  a specialist  in  internal  medi- 
cine. 

The  eollowing  doctors  have  joined  the  staff  of  the 
Grand  Forks  Clinic:  John  A.  Folsom,  a specialist  in 
orthopedic  surgery;  Arthur  S.  Rathkey,  pediatrics;  and 
Raymond  A.  Vaaler,  obstetrics  and  gynecology. 

Dr.  Blaine  F.  Amidon,  a graduate  of  Syracuse  Uni- 
versity Medical  School  and  a specialist  in  obstetrics  and 
gynecology,  is  a new  member  of  the  staff  of  the  Dakota 
Clinic  at  Fargo. 

Dr.  Archie  G.  Gray  of  Winnipeg,  who  has  been 
located  at  Langdon  the  past  year,  has  opened  an  office  in 
Rolette. 

Dr.  Richard  P.  Storrs,  a graduate  of  Columbia  Col- 
lege of  Physicians  and  Surgeons,  has  joined  the  staff  of 
the  Fargo  clinic  in  the  department  of  radiology. 
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Dr.  John  Ruud  has  joined  his  father,  Dr.  M.  B. 
Ruud,  and  his  uncle.  Dr.  H.  O.  Ruud,  in  practice  in 
Grand  Forks.  Dr.  Ruud  is  a graduate  of  Temple  LJni- 
versity  medical  school. 

Dr.  Julian  Tosky  of  Larimore,  N.  D.,  has  opened 
a clinic  at  Richardton.  Dr.  Tosky  is  a graduate  of  the 
University  of  Manitoba  and  the  Manitoba  Medical 
college. 


A4innesota 

Ten  young  doctors,  all  war  veterans  and  all  Univer- 
sity of  Minnesota  graduates,  will  open  a new  ^ DO, 000 
medical  clinic  in  St.  Louis  Park  early  in  1951.  The  group 
includes  Drs.  Richard  Webber,  Arnold  Anderson,  Don- 
ald Freeman,  Alex  Barno,  Robert  Green,  David  Ander- 
son, John  LaBree,  Robert  Giebink,  Sewell  Gordon  and 
Wyman  Jacobson. 

*  *  * 

Dr.  Maurice  B.  Visscher,  head  of  the  department 
of  physiology  at  the  University  of  Minnesota,  was  elect- 
ed vice-president  of  the  American  Heart  Association  at 
Its  meeting  m San  Francisco. 

^ ijc 

Dr.  Frances  King-Salmon,  resident  physician  at 
Glen  Lake  sanatorium,  was  recently  named  a fellow  of 
the  American  Medical  College  of  Chest  Surgeons. 

'A  * 

Ground-breaking  ceremonies  for  the  12,000,000 
Mayo  Memorial  center,  which  is  expected  to  be  ready 
for  occupancy  sometime  in  1953,  were  held  Wednesday, 
July  5,  with  President  J.  L.  Morrill  of  the  University 
turning  the  first  shovelful  of  earth.  Principal  speaker  at 
the  ceremonies  was  Dr.  Donald  J.  Cowling,  chairman  of 
the  Committee  of  Founders  of  the  Mayo  Memorial  cre- 
ated by  the  1943  Minnesota  Legislature.  Dr.  Harold  S. 
Diehl,  dean  ot  medical  sciences  at  the  University,  pre- 
sided at  the  ceremonies. 

New  Hospitals  Opened  . . . 

St.  Michael  Hospital  at  Sauk  Centre  was  dedicated 
Sunday,  July  9,  with  Dr.  A.  S.  Adson,  chief  of  the 
neurosurgery  department  at  the  Mayo  C'linic,  as  the  prin- 
cipal speaker.  The  50-bed,  two-story  hospital  will  be 
operated  as  a community  hospital  by  the  Franciscan 
sisters. 

Dedication  of  Zumbrota  village’s  new  ,8125,000  hos- 
pital took  place  Friday  evening,  June  30.  C)r.  M.  G. 
Flom  will  serve  as  hospital  chief  of  staff,  and  Dr.  Oliver 
Larson  as  assistant  chief  of  staff.  Other  staff  physicians 
include  Dr.  James  Halvorson  of  Goodhue,  Dr.  J.  Bos- 
well of  Wanamingo,  Dr.  1 loward  Claydon  of  Red  Wing, 
Dr.  E.  A.  Ofson  and  Dr.  Carl  McKaig  of  Pine  Island, 
Dr.  M.  R.  Williams  and  Dr.  George  Bagby  of  Cannon 
Falls,  and  Dr.  R.  Moses  of  Kenyon. 

Valleyview  Hospital  and  Sanatorium,  two  miles  north 
of  Jordan,  Minnesota,  was  dedicated  Sunday,  July  16. 


New  Locations  and  Appointments  . . . 

Dr.  Leon  and  Dr.  Madeline  Adcock,  graduates  of 
the  University  of  Minnesota  medical  school,  who  are 
now  practicing  in  St.  Paul,  will  leave  soon  for  the 
African  Gold  Coast,  where  they  will  serve  as  missionaries 
with  the  Medical  Mission  Sisters. 

Dr.  B.  O.  Mork,  formerly  of  Worthington,  has  been 
appointed  medical  director  of  one  of  the  city  of  Los 
Angeles’  eight  public  health  districts. 

Dr.  Francis  J.  Braceland  of  the  Mayo  Clinic  has  - 
been  appointed  as  new  chairman  of  the  governor’s  ad- 
visory council  on  mental  health. 

Dr.  John  R.  Rischer,  a graduate  of  Washington 
University  school  of  medicine,  has  moved  to  Owatonna, 
where  he  will  be  associated  in  practice  with  Dr.  John  A. 
McIntyre. 

Dr.  W.  G.  Tomhave,  a graduate  of  the  University 
of  Minnesota  Medical  School,  has  joined  the  staff  of 
the  Mesaba  Clinic  at  Chisholm. 

Dr.  George  W.  Heine  has  opened  a general  practice 
in  association  with  Dr.  G.  M.  A.  Fortier  at  the  Little 
Falls  Clinic. 

Dr.  Bernard  S.  Nauth,  a graduate  of  the  Univer- 
sity of  Minnesota,  formerly  with  the  Winona  Clinic,  has 
opened  an  office  in  Bemidji. 

Dr.  Mitrofan  Smorszczok,  a Polish  physician  who 
received  his  medical  license  in  Minnesota  this  summer, 
has  started  practice  in  Monticello  in  association  with  Dr.  | 
William  E.  Hart. 

Dr.  Barnard  Hall,  a graduate  of  the  University  of 
Oregon,  and  Dr.  John  B.  Coleman,  a graduate  of  , 
Northwestern  University,  have  joined  Drs.  Schons, 
Medelman,  Peterson  and  Nash  in  the  practice  of  radi- 
ology in  St.  Paul. 


Meet  Our  Contributors 


Alton  C.  Grohud,  a graduate  of  the  University  of  Wiscon- 
sin, practices  in  [3ismarck,  where  he  is  chief  of  internal  medi- 
cine service  at  St.  Alexius  Hospital.  He  is  a member  of  district 
and  state  societies,  A.M.A.,  and  the  Association  for  the  Study 
of  Internal  Secretions;  a diplomate  of  the  American  Board  of 
Internal  Medicine;  F.A.C.P.  and  F.A.C.A. 

★ 

Graham  Armin  Keunwein,  a graduate  of  the  University  of 
Chicago  Medical  school,  is  chief  of  the  orthopedic  section  at 
the  Northwest  Clinic  at  Minot,  North  Dakota.  He  is  a diplo- 
mate of  the  American  Board  of  Surgery  and  the  American 
Board  of  Orthopedic  Surgery,  F.A.C.S.,  and  F.A.M.A. 

★ 

Robert  B.  Radl,  a graduate  of  the  University  of  Minnesota 
Medical  School,  specializes  in  internal  medicine  in  Bismarck. 
He  is  a member  of  the  A M. A.,  F.A.C.P.,  the  American  Dia- 
betes As.sociation,  a fellow  of  the  American  College  of  Aller- 
gists, and  is  certified  by  the  American  Board  of  Internal  Medi- 
cine. He  also  serves  on  the  North  Dakota  State  Board  of 
Medical  Examiners, 
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Clinical  reports  describing  the  use  of  J 

Thephorin  in  2564  patients  with  hay  fever  i 

and  other  allergies  indicate  an  incidence  J 
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with  other  antihistamines,  Thephorin  can  i 
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effective  and  well  tolerated  in  most  cases,  | 
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Unexpected  side  effects  sometimes  nullify  the  anticipated  benefits  o 
antibiotic  therapy.  With  CHLOROMYCETIN,  such  side  effects  rareb 
interfere  with  its  well-known  efficacy  in  a wide  range  of  disorders 


CHLOROMYCETIN  is  well  tolerated.  Reactions  are  infrequent,  ancj 
those  that  do  occur  are  slight.  Interruption  of  treatment  because  ol 
severe  reactions  is  rarely  necessary. 
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CHLOROMYCETIN  is  the  only  antibiotic  produced  on  a practical 
scale  by  chemical  synthesis.  It  is  a pure,  crystalline  compound  of 
accurately  determined  structure.  It  is  free  of  extraneous  material 
that  might  be  responsible  for  undesirable  side  effects.  Its  compo- 
sition does  not  vary.  These  features  contribute  to  the  dramatic  thera- 
peutic results  which  physicians  associate  with  CHLOROMYCETIN. 

PACKAGING:  CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  sup- 
plied in  Kapseals®  of  250  mg.,  and  in  capsules  of  50  mg. 
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acetate 
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ENELONE 
INJECTABLE 

aqueous  <a^-stalHnt 
suspension  of 

pregnenolone 
100  mg.  per  cc. 

in  10  cc.  vials 


effective  orally,  as  tvell  as 
parenterally 

much  less  expensive  — costs 
but  a fraction  as  much  as 
cortisone  or  acth 

toxic  effects  arc  rare 

highly  purified,  stable,  rigidly 
standardized 


CASIMIR  FUNK  LABORATORIES,  INC. 

affiliate  of  U.  S.  VITAMIN  CORPORATION 
250  E.  43rd  St.  • New  York  17,  N.  Y. 


Pregnenolone  (ENELONE,  Funk) 
has  been  reported  to  produce 
remission  of  symptoms  in 
some  cases  of  rheumatoid 
arthritis  . . . producing  relief  of 
pain,  increased  muscle  strength, 
and  restored  general  vigor 
and  well-being. 

Limited  clinical  w’ork,  requiring 
further  corroboration,  emphasizes 
these  advantages  of  enelone  : 


Palliative  Radiation  Therapy  in  Neoplastic  Disease* 

K.  W.  Stenstrom,  Ph.D.  and  Jack  Friedman,  M.D. 

Minneapolis,  Minnesota 


Correct  evaluation  of  the  results  of  roentgen  therapy 
in  treatment  of  neoplastic  disease  demands  a review 
of  all  cases  of  a particular  type  of  neoplasm  in  which 
follow-up  study  has  been  made.  A critical  study  of  this 
data  will  establish  the  five-year  cure  rate  or  survival  rate. 
Many  such  studies  have  been  published  by  Dr.  K.  W. 
Stenstrom  and  his  coworkers  from  the  Department  of 
Radiation  Therapy  at  the  University  of  Minnesota  Hos- 
pitals in  past  years. 

The  criteria  for  correct  and  honest  evaluation  of  the 
statistical  results  of  survival  rates  demands  the  inclusion 
of  all  cases  of  the  disease  referred  for  treatment.  And 
it  does  not  allow  for  the  exclusion  of  any  cases  which 
either  lack  follow-up  methodology  or  are  inadequately 
treated. 

A patient  from  whom  reply  is  not  obtained  on  persis- 
tent follow-up  correspondence  must  be  considered  as 
dead  and  will  thus  lower  the  percentage  survival  figures. 
For  further  accuracy  in  evaluating  a given  set  of  cases, 
histological  proof  of  the  diagnosis  is  necessary. 

A rigid  discipline  in  evaluating  the  results  of  therapy 
in  any  disease,  no  matter  what  the  method  of  therapy, 
may  provide  a critical  appraisal  of  the  efficacy  of  the 
therapeutic  method  and  may  also  provide  a means  of 
comparison  of  the  relative  merits  between  various  types 
of  treatment.  In  this  way  the  investigator  can  compare 

*From  the  Department  of  Radiology  and  Physical  Therapy 
of  the  University  of  Minnesota  and  the  University  Hospitals, 
Minneapolis,  Minnesota. 


his  results  with  those  of  other  workers  in  the  field.  If  he 
finds  his  results  inferior  to  those  of  his  colleagues  he  is 
inspired  to  improve  them  and  if  he  finds  them  superior 
he  will  publish  the  figures  with  pride  in  hope  of  inspir- 
ing others  to  emulate  him.  It  should  be  stressed  that  one 
must  study  the  data  critically  before  complete  acceptance 
of  the  conclusions. 

Statistical  results  can  be  colored  in  three  ways:  (1) 
by  selection  of  cases  for  therapy  with  exclusion  of  the 
most  far  advanced  cases;  (2)  by  exclusion  of  those  cases 
in  which  follow-up  study  could  not  be  completed;  and 
(3)  by  reporting  adenomas  and  benign  polypi  as  adeno- 
carcinoma, Grade  I. 

An  excellent  example  of  a proper  procedure  for  thera- 
peutic evaluation  is  in  the  criteria  established  by  the 
League  of  Nations  Committee  for  the  reporting  and 
staging  of  cases  of  carcinoma  of  the  cervix.  Institutions 
reporting  their  results  under  these  criteria  will  find  an 
effective  means  of  comparing  the  results  of  their  meth- 
ods with  those  of  other  institutions. 

Any  physician,  working  in  a large  tumor  clinic  or 
radiation  therapy  department,  is  immediately  impressed 
with  the  number  of  patients  who  come  for  treatment 
in  a condition  classified  as  hopeless,  or  who  may  rapidly 
progress  to  such  a state,  and  for  whom  any  treatment 
must  be  considered  palliative. 

We  have  summarized  the  last  one  hundred  cases  of 
1949  referred  to  the  Radiation  Therapy  Department  for 
deep  x-ray  therapy  and  have  classified  them  broadly  as 


372 


The  Journal-Lancet 


to  the  type  of  lesion  treated  and  have  subdivided  those 
cases  of  malignant  lesions  into  two  main  groups: 

1.  Those  in  which  curative  therapy  was  thought  pos- 
sible. 

2.  Those  in  which  palliative  effect  alone  was  expected. 
(Table  I.) 

Thus  we  can  see  the  greatest  part  of  our  effort  in  the 
Radiation  Therapy  Department  is  treating  patients  with 
malignancy  for  whom  palliative  results  can  be  expected 
at  best.  In  the  past,  little  has  been  written  on  this  im- 
portant phase  of  our  work. 

Table  I 

Classification  of  Last  100  Cases  in  1949  Referred 
for  Deep  Roentgen  Therapy 

Benign  Lesions: 

Peritendinitis  calcarea  7 

Ankylosing  spondylitis  — 2 

Retinitis  proliferans  - 1 

Paget’s  disease  of  bone  1 

Osteoarthritis  8 

Tuberculosis  adenitis  2 

Acute  parotitis  1 

Tenosynovitis  - 1 

Lymphoid  hyperplasia  of  pharynx  4 

Acromegaly  1 

Pituitary  tumor — chromophobe  adenoma  1 

Total  29 

Malignant  Lesions  (Curative  attempt): 

Carcinoma  of  cervix  1 I 

Adenocarcinoma  of  ovary — postoperative  1 

Adenocarcinoma  of  endometrium  2 

Carcinoma  of  vagina  1 

Carcinoma  of  alveolar  ridge  1 

Carcinoma  of  sinuses  and  nasopharynx  3 

Carcinoma  of  larynx — extrinsic  1 

Postoperative  carcinoma  of  breast  3 

Reticulum  cell  sarcoma,  3rd  lumbar  vertebra  1 

Wilm's  rumor  of  kidney  1 

Total  27 


Malignant  Lesions  (Palliative  attempt): 

Squamous  cell  carcinoma  of  cervix — recurrent  2 

Carcinoma  of  breast,  metastatic  and  recurrent  10 

Pontine  tumor,  unclassified  1 

Tumor  III  ventricle,  unclassified  1 

Carcinoma  of  submaxillary  gland,  recurrent  1 

Carcinoma  of  antrum  with  extension  to  orbit  1 

Sarcoma  of  mastoid  1 

Transitional  cell  carcinoma  of  nasopharynx 

with  metastases  1 

Squamous  cell  carcinoma,  left  alveolar  ridge,  recurrent  1 

Squamous  cell  carcinoma  of  lower  hp  and  mandible  1 

Carcinoma  of  thyroid  with  metastases  f 

Carcinoma  of  larynx — extrinsic  and  with  metastases  1 

Carcinoma  of  lung — inoperable  1 

Metastatic  carcinoma,  primary  unknown  3 

Osteogenic  sarcoma  (?)  mandible  f 

Sarcoma — undifferentiated — soft  tissue  1 

Hypernephroma  with  metastases  1 

Carcinoma  of  rectum — recurrent  2 


Hodgkin's  disease  4 

Lymphosarcoma  4 

Lymphoblastoma — unclassified  3 

Chronic  lymphatic  leukemia  2 


Total  44 

An  explanation  for  the  paucity  of  reports  in  this  im- 
portant field  is  obvious.  It  is  difficult  to  marsltall  data 


and  facts  to  present  in  support  of  one’s  beliefs.  Cer- 
tainly survival  rates  give  no  indication  of  the  true  value 
of  the  effort. 

By  what  other  criteria  can  we  judge  our  efforts? 

By  reduction  in  size  of  the  tumor:  That  result  alone 
would  be  to  no  avail.  The  immediate  satisfaction  to  the 
physician  and  patient  to  see  the  tumor  reduced  in  size 
would  give  way  to  despair  as  the  tumor  would  again 
expand.  An  expression  of  results  such  as  centimeters 
decrease  in  size  could  be  colored  easily  by  the  use  of  an 
"elastic  rule.”  Decrease  in  size  of  the  tumor  alone  is 
the  basis  by  which  the  cancer  paste  quacks  can  mulct 
the  public. 

By  increase  in  the  length  of  life  of  the  patient:  To 
extend  questionably  the  life  of  a patient  with  terminal 
malignant  disease  confined  hopelessly  to  bed,  with  marked 
pain  and  suffering  and  a burden  to  himself  and  family 
is  certainly  not  the  aim  of  our  effort. 

It  is  in  the  relief  of  pain  and  bodily  distress,  the 
ability  of  the  patient  to  remain  ambulatory  and  to  care 
for  himself,  and  the  continuation  of  a relatively  com- 
fortable, pleasant  existence  that  we  will  obtain  the  most 
satisfactory  result  we  can  hope  for  our  labor. 

In  March,  1947,  Professor  D.  W.  Smithers  of  the 
Royal  Cancer  Hospital  of  London  in  a Presidential  ad- 
dress to  the  British  Institute  of  Radiology  urged  the 
adoption  of  the  term  "Symptom-Free  Rates.”  Recently 
Dr.  George  Pack  at  a tumor  conference  at  this  hospital 
also  suggested  the  more  extensive  use  of  this  term  and 
the  evaluation  of  therapeutic  results  in  this  manner.  Cer- 
tainly Dr.  Wangensteen  and  the  members  of  his  depart- 
ment have  emphasized  the  necessity  for  evaluation  of  the 
palliative  results  of  gastric  resection  in  cases  of  carcino- 
ma of  the  stomach  in  those  patients  previously  consid- 
ered by  others,  as  inoperable.  The  surgeons  believe  they 
add  fifteen  months  of  relatively  painless  existence  to 
those  patients  in  which  the  resection  can  be  accom- 
plished, and  five-year  survival  rates  alone  as  a method  of 
evaluating  the  results  of  treatment  in  this  group  would 
give  a hopeless  and  a superficial  view  of  the  results 
accomplished. 

Patients  are  referred  to  us  for  roentgen  therapy  of 
malignant  disease  from  most  services  in  the  hospital. 
It  is  rather  infrequent  that  the  request  for  therapy  is 
rejected.  These  rejected  cases,  it  is  understood,  fall  into 
that  large  group  referred  for  palliative  effect.  The 
thought  promoting  the  referral  is  usually  as  follows: 
"The  case  is  obviously  hopeless;  nothing  can  be  done 
(meaning  the  surgeon  cannot  and  has  refused  to  excise 
the  lesion)  ; so  let  us  give  him  a few  x-ray  treatments.” 
Another  parallel  line  of  thought  is  more  frequently  seen 
in  small  general  hospitals  when  the  surgeon  does  not 
feel  confident  of  the  efficacy  of  his  operation  and  will 
advise  the  radiologist  that  he  removed  a uterus  with  a 
tumor  but  he  may  not  have  excised  all  the  tumor  in  the 
organ,  and  therefore,  the  patient  should  receive  a little 
x-ray  to  take  care  of  the  little  bit  of  tumor  left.  The 
fallacy  of  such  rca.soning  is  obvious. 

There  are  certain  definite  indications  and  contra- 
indications governing  the  use  of  such  an  important,  bene- 
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ficial  weapon  as  radiation  therapy,  even  in  palliation,  and 
there  are  definite  dangers  in  its  indiscriminate  use. 

The  prime  indication  for  palliative  irradiation  therapy 
is  expected  benefit  to  the  patient  by  relief  of  pain  to- 
gether with  extension  of  life  and  decrease  in  size  of  the 
lesion.  The  radiosensitivity  of  the  tumor  is  a factor  in 
the  favorable  palliative  effect.  It  must  be  borne  in  mind 
that  radiosensitivity  is  a relative  and  variable  factor  and 
usually  allows  the  response  to  occur  with  a relatively 
lower  quantity  of  irradiation,  but  the  tumor  may  fre- 
quently recur  if  adequate  dose  is  not  administered. 

When  an  adequate  palliative  dose  is  administered  to 
a patient  who  seems  to  be  in  a hopeless  condition  it 
happens  occasionally  that  complete  eradication  of  the 
tumor  results  with  recovery  of  the  patient.  An  example 
of  such  experience  is  as  follows: 

Case  1.  Mr.  J.  V.,  a 78-ycar-oId,  retired  farmer,  now  in  a 
state  hospital,  with  marked  cardiovascular  disease  presented  him- 
self with  a large  carcinoma  of  the  palm  of  the  left  hand,  but 
with  no  epitrochlear  or  axillary  metastases.  In  such  lesions  am- 
putation of  the  hand  would  be  the  choice  of  curative  therapy. 
Because  of  his  advanced  age  and  heart  disease,  a palliative  dose 
of  3500  r of  superficial  roentgen  therapy  was  administered  with 
eradication  of  the  tumor.  The  usual  cancericidal  dose  would 
have  been  4500  to  5000  r.  It  seemed  probable  that  the  larger 
dose  would  have  resulted  in  a permanent  ulcer.  One  year  later 
the  tumor  had  not  recurred. 

The  explanation  of  the  phenomenon  is  as  follows:  The 
cure  rate  of  tumors  as  correlated  to  dosage  is  not  a fixed 
value.  Generalizing,  a rough  curve  can  be  drawn  demon- 
strating that  with  a certain  small  dose  of  radiation  a low 
percentage  of  cures  can  result.  As  one  increases  the  dose 
the  percentage  of  survivals  will  increase  to  a certain  point 
where  further  increase  in  dose  will  result  in  slight  or  no 
increase  in  survival  rate.  If  the  dose  is  increased  too 
greatly  the  survival  rate  will  decrease  because  of  severe 
irreparable  damage  to  the  bed  of  the  tumor  and  failure 
of  healing.  The  optimal  dose  is,  of  course,  that  range 
in  which  the  survival  rate  curve  has  leveled  and  does  not 
increase  further  (Figure  1). 

In  contrast  to  the  beneficial  effects  of  palliation  one 
must  balance  the  morbidity  resulting  from  the  treatment. 
Radiation  sickness  is  a hazard  some  patients  must  tol- 
erate to  get  the  benefits.  It  is  seldom  so  severe  as  to 
completely  interfere  with  the  schedule  of  treatments. 
The  malady  ends  soon  after  the  cessation  of  treatment. 
Numerous  drugs  have  been  used  with  each  drug  benefit- 
ing some  patients,  but  a large  percentage  will  not  re- 
spond to  any  treatment  for  the  radiation  sickness. 
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Fig.  1.  The  probable  expression  of  the  relationship  between 
radiation  dose  and  cure  rate  for  one  species  of  tumor. 


The  patient  must  be  closely  observed  for  development 
of  leukopenia  and  anemia  and  these  can  be  controlled 
with  transfusions  and  prolongation  of  the  interval  of 
treatment,  guided  by  the  daily  blood  counts.  Concomi- 
tant infection  of  the  tumor  may  be  worsened  with  the 
therapy,  and  should  be  closely  observed.  Frequently  de- 
crease of  the  dose  early  in  the  course  of  therapy  may 
improve  infection. 

Uremia  is  another  complication  in  patients  with  exten- 
sive malignant  disease  which  may  be  aggravated  during 
roentgen  therapy,  especially  at  the  onset  of  the  course  of 
treatment. 

The  most  severe  morbidity  is  suffered  by  those  patients 
who  are  treated  for  lesions  about  the  neck.  If  an  ade- 
quate dose  of  radiation  is  given  the  skin,  reaction  with 
reddening  and  occasional  blistering  reaching  its  peak  at 
about  the  twenty-eighth  day  from  the  onset  of  treatment 
is  extremely  uncomfortable.  The  associated  mucositis 
and  pain  on  swallowing  is  most  disturbing  to  the  patient, 
but  with  supportive  treatment  the  course  of  radiation  is 
tolerated  and  the  untoward  effects  are  improved  in  about 
two  weeks  following  the  height  of  the  reaction. 

A danger  exists  in  the  treatment  of  cachectic  patients 
whose  general  condition  is  deteriorating  so  rapidly  that 
the  radiation  sickness  associated  with  the  therapy  may 
further  contribute  to  the  downhill  course  and  even  on 
cessation  of  the  treatments  the  untoward  effects  of  the 
radiation  may  continue  and  aid  in  the  patient’s  demise. 
This  principle  can  be  compared  to  the  surgical  risk  in 
a debilitated  patient  and  should  be  considered  in  plan- 
ning the  therapy. 

The  dose  of  radiation  in  palliation  should  not  be  too 
great  so  as  to  cause  persistent  skin  ulcers,  radionecrosis 
of  bone  and  resulting  osteomyelitis  as  may  occur  in  the 
mandible,  or  severe  large  areas  of  radiation  chondritis. 
If  our  aim  in  palliation  is  to  insure  comfort  to  the  pa- 
tient a draining,  painful  radiation  ulcer  would,  for  ex- 
ample, defeat  our  purpose. 

We  must  also  bear  in  mind  that  in  many  patients  in 
whom  curative  attempt  by  radiation  or  surgery  is  unsuc- 
cessful, palliation  may  have  been  accomplished.  Let  me 
again  cite  the  case  of  gastric  cancer  resection  as  an 
example  of  this  principle. 

Another  illustration  of  this  point  can  be  gained  in 
cases  of  carcinoma  of  the  cervix,  stages  III  and  IV  treat- 
ed with  radiation.  Decidedly  fewer  cures  are  obtained  in 
these  advanced  stages  than  in  stages  I and  II.  These 
patients  are  all  treated  with  a resulting  cure  rate  of  29.5 
per  cent  in  stage  III,  6 per  cent  in  stage  IV,  as  compared 
to  80  per  cent  in  stage  I and  54  per  cent  in  stage  II. 
However,  the  palliative  effects  in  the  advanced  stages  is 
not  insignificant.  This  principle  is  illustrated  in  the 
following  case. 

Case  2.  Mrs.  A.  B.  is  a 44-year-old  housewife  who  had  post- 
coital  bleeding  in  1944.  Her  local  physician  cauterized  her 
cervix  at  that  time  apparently  without  biopsy.  In  the  last  half 
of  1949  she  developed  pain,  weakness  and  swelling  of  the  right 
leg.  A laparotomy  in  her  home  community  revealed  a right 
pelvic  mass  extending  to  the  pelvic  wall.  A biopsy  of  the  mass 
was  thought  to  be  metastatic  from  the  cervix  previously  removed 
by  the  cautery  in  1944.  The  stage  of  the  lesion  was  League  of 
Nations  Stage  III  or  IV. 
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A course  of  3500  r/t  was  delivered  to  the  pelvis.  During  the 
course  of  therapy  the  severe  pain  improved  and  on  completion 
of  the  treatment  series  she  was  ambulatory.  She  was  still  in 
good  physical  condition  at  the  last  examination,  four  months 
after  therapy. 

There  are  certain  occasions  in  which  radiation  therapy 
has  previously  been  used  as  the  treatment  of  choice  be- 
cause the  lesion  was  supposedly  inoperable,  and  in  which 
the  curative  results  were  poor  but  the  palliation  good. 
An  example  of  this  is  in  carcinoma  of  the  hypopharynx 
or  a large  extrinsic  carcinoma  of  the  larynx  which  can 
not  be  removed  by  laryngectomy  alone.  Recently  Dr. 
Harold  Wookey  of  Toronto  and  Dr.  Arnold  Kremen  of 
the  University  of  Minnesota  have  perfected  special  sur- 
gical techniques  and,  with  great  skill,  have  been  able  to 
resect  the  hypopharynx  with  reconstruction  of  the  ali- 
mentary pathway  by  a subcutaneous  skin  tube.  This  has 
necessitated  removal  of  the  larynx  as  well.  Any  new 
method  of  treatment  of  malignant  disease  which  may 
increase  the  five-year  cure  rate  over  the  approximately 
15  per  cent  achieved  by  radiation  in  carcinoma  of  the 
hypopharynx  is  deserving  of  trial.  Only  the  passage  of 
time  will  tell  if  this  surgical  procedure  will  produce  a 
higher  cure  rate.  It  is  obvious  that  the  palliation  in  this 
surgical  procedure  is  decidedly  inferior  to  that  of  radia- 
tion therapy,  and  this  factor  must  be  considered  in  the 
choice  of  therapeutic  approach. 


In  this  discussion  of  palliative  radiation  therapy  it 
must  be  understood  that  we  do  not  advocate  the  use 
of  radiation  therapy  alone.  The  use  of  surgery  has 
already  been  sufficiently  stressed.  Neurosurgical  pro- 
cedures in  relief  of  pain,  such  as  chordotomy,  ganglionec- 
tomy,  neurectomy  and  lobotomy  are  of  extreme  impor- 
tance when  the  patient  is  in  extremely  great  pain  and  no 
less  radical  procedure  is  available. 

The  adjunctive  use  of  certain  chemotherapeutic  agents 
in  widespread  metastatic  disease  is  of  great  importance. 
Unfortunately,  many  of  these  preparations  such  as  nitro- 
gen mustard  have  not  proved  satisfactory  because  of 
short  lived  response.  The  use  of  hormone  therapy  in 
palliative  treatment  especially  of  metastatic  carcinoma  of 
the  breast  and  of  the  prostate  is  another  excellent 
weapon. 

As  a general  rule,  patients  with  those  neoplastic  lesions 
which  are  radio-resistant  receive  poor  palliative  results. 

Such  lesions  as  chondrosarcoma,  neurofibroma  and 
melanoma  show  little  response  to  radiation  therapy. 
Occasionally  an  exception  to  the  general  rule  may  occur. 
Adenocarcinoma  of  the  stomach,  small  intestine  and 
colon  are  resistant  tumors.  If  large  metastatic  and  in- 
operable masses  are  present  in  the  abdomen  secondary 
to  lesions  of  the  bowel,  it  is  difficult  to  deliver  the  intense 


Fig.  2.  Case  5.  (a)  Marked  en- 
largement of  the  cardiac  shadow  and 
widening  of  the  mediastinum  at  the 
base  of  the  heart  due  to  pericardial 
and  probably  myocardial  Fdodgkin's 
infiltration.  There  is  pulmonary  in- 
filtration bilaterally. 


(b)  Kymogram  demonstrating  de- 
creased pulsations  of  the  heart  on 
the  right  and  left  due  to  the  cardiac 
inhltration. 

(c)  Marked  reduction  in  cardiac 
size  following  radiation  therapy  to 
the  cardiac  area.  The  pulmonary  in- 
filtration which  was  not  included  in 
the  irradiated  field  had  extended. 
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Fig.  3.  Case  5.  (a)  Left  hilar  mass  with  atelectasis  of  the  left  upper  lobe  due  to  appar- 
ent metastatic  squamous  cell  carcinoma  with  obstruction  of  the  left  upper  lobe  bronchus. 

(b)  Reduction  of  mass  and  re-expansion  of  the  left  lung  following  radiation  therapy. 
Some  residual  fibrosis  remains. 


dose  necessary  for  any  response.  The  morbidity  con- 
comitant to  the  delivery  of  the  irradiation  in  the  large 
abdominal  fields  necessary  would  negate  the  possible 
benefits.  However,  it  must  be  borne  in  mind  if  local 
distal  metastases  of  an  adenocarcinoma  exist  in  an  area 
where  a moderate  x-ray  dose  may  be  administered  with- 
out undue  morbidity,  palliation  might  be  obtained. 

In  contrast  to  this  relative  resistance  of  carcinoma  of 
the  colon,  a carcinoma  of  the  rectum  will  respond  fairly 
well  to  palliative  therapy. 

Local  recurrences  so  frequently  seen  after  surgical  re- 
section of  rectal  carcinoma  are  apt  to  shrink  after  irradia- 
tion and  the  patient  will  be  greatly  relieved  of  pain. 

A number  of  conditions  in  which  radiation  therapy 
is  a palliative  tool  can  be  seen  in  Figure  1.  It  would  be 
beyond  the  scope  of  this  presentation  to  discuss  more 
than  a few  of  these  conditions. 

Lymphoblastoma,  Such  as  Hodgkin’s  Disease 

This  group  of  tumors  are  unusually  radiosensitive. 

Case  3.  Mr.  J.  D.,  age  20,  developed  back  pain  and  progres- 
sive weakness  in  his  legs  early  in  1946.  By  September,  1946, 
on  admission  to  the  University  Hospitals,  he  had  complete 
paralysis  of  lower  extremities  and  loss  of  sensation  from  T-5 
caudad.  On  September  12,  1946,  a bilateral  laminectomy  of 
T-1  to  T-4  was  done  with  subtotal  removal  of  neoplastic  tissue 
from  the  spinal  canal.  Histological  examination  demonstrated 
this  to  be  extradural  infiltration  of  Hodgkin’s  disease.  The 
operative  procedure  was  followed  by  a course  of  x-ray  therapy 
(1600  r in  air  to  the  upper  thoracic  spine  in  ten  days),  and 
the  combined  treatment  resulted  in  perfect  return  of  function 
and  return  of  the  patient  to  work  on  the  farm. 

In  June,  1947,  he  received  a course  of  x-ray  therapy  to  en- 
larged cervical  nodes  bilaterally. 

In  June,  1949,  he  received  a course  of  treatment  to  a large 
mass  involving  the  sternum  and  the  anterior  mediastinum  with 
good  response.  Following  this  he  developed  dyspnea,  weakness, 
edema,  progressing  to  marked  anasarca,  cyanosis,  and  marked 
distention  of  the  great  vessels  of  the  neck.  Roentgen  examina- 
tion revealed  marked  irregular  enlargement  of  the  cardiac 
shadow  due  to  myocardial  and  pericardial  lymphoblastomatous 
infiltration  (Figure  2a) . Roentgenogram  and  fluoroscopy  re- 
vealed diminished  cardiac  pulsations  (Figure  2b). 


Roentgen  therapy  directed  to  the  heart  and  mediastinum  from 
September  9,  1949,  to  September  29,  1949,  resulted  in  marked 
improvement  of  all  symptoms  and  findings.  Roentgenograms 
demonstrated  marked  reduction  in  cardiac  and  mediastinal  infil- 
tration (Figure  2c) . The  patient  returned  to  the  farm.  He 
was  last  seen  on  February  19,  1950,  and  has  pulmonary  infiltra- 
tion which  was  present  previously. 

The  following  case  is  exceptional  and  does  not  repre- 
sent the  average  result.  It  is  included  to  illustrate  what 
occasionally  may  be  accomplished. 

Case  4.  Mr.  K.  K.,  a 29-year-old  male  was  first  admitted  to 
the  University  Hospitals  on  January  16,  1937,  with  a history 
of  pain  in  the  back  for  six  months  and  progressive  weakness, 
and  paraesthesis  of  the  lower  extremities.  Moderate  paralysis 
of  the  lower  extremities  was  found  on  admission.  A spinogram 
with  lipiodol  demonstrated  an  obstruction  to  the  flow  of  the  oil 
at  the  level  of  T-3.  Widening  of  the  superior  mediastinum  was 
also  present. 

Laminectomy  was  performed  on  January  22,  1937,  with  sub- 
total removal  of  neoplastic  tissue  which  was  demonstrated  to  be 
Hodgkin’s  disease  on  histological  study.  The  patient  received 
a course  of  deep  x-ray  therapy  to  the  spine  and  to  the  chest. 
A total  of  approximately  1500  r in  air  was  given  to  both  the 
anterior  chest  and  to  the  posterior  chest  and  spine.  Immediate 
and  full  recovery  of  the  paraplegia  resulted. 

In  May,  1937,  a paraumbilical  palpable  mass  was  treated  with 
excellent  response.  In  September,  1937,  because  of  dyspnea,  he 
was  given  a course  of  x-ray  therapy  to  enlarged  mediastinal 
nodes.  In  September,  1938,  he  had  treatment  for  inguinal  nodes 
and  in  1939  for  axillary  nodes. 

He  had  no  new  manifestations  for  the  next  three  years.  The 
left  eustachian  tube  then  became  occluded  by  Hodgkin’s  growth 
and  was  treated  in  June,  1942.  Treatment  was  then  adminis- 
tered in  1943  and  in  1944  for  other  recurrences.  Another  period 
of  three  years  elapsed  before  further  treatment  was  necessary  to 
the  thorax  in  1947  and  to  the  lower  abdomen  for  iliac  node  in- 
volvement in  1948. 

In  June,  1949,  he  received  treatment  to  the  right  hip  area 
for  Hodgkin’s  infiltration  of  the  ilium  and  upper  femur. 

All  courses  of  therapy  gave  excellent  results.  During  the 
entire  period  of  treatment  the  patient  was  able  to  carry  on  a 
productive  occupation  as  an  insurance  salesman  to  support  his 
family. 

Discussion.  In  treatment  of  Hodgkin’s  disease  and 
other  forms  of  the  lymphoblastomata,  such  as  lympho- 
sarcoma and  enlarged  nodes  of  aleukemic  leukemia,  our 
aim  is  to  give  a moderate  dose  of  between  1000  r in 
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tissue  to  2000  r in  tissue  to  the  involved  areas  in  fourteen 
days.  Experience  has  shown  that  the  nodes  in  the  areas 
treated  will  not  expand  immediately.  This  is  in  contrast 
to  the  "hit  and  run”  method  advocated  by  many  wherein 
a few  hundred  roentgens  are  given  to  hold  the  nodes 
in  "check.” 

Squamous  Cell  Carcinoma 

Squamous  cell  carcinoma  usually  responds  to  roentgen 
therapy  well  enough  so  that  palliation  may  be  obtained 
independently  of  the  location.  The  following  case  is  an 
example. 

Case  5.  Mrs.  G.  U.,  .i  37-year-old  housewife  noted  a mass 
in  the  left  supraclavicular  area  in  June,  1947.  A node  was  re- 
moved in  November,  1947,  and  was  demonstrated  to  be  a squa- 
mous cell  carcinoma.  A primary  lesion  could  not  be  found  on 
diligent  search.  A laparotomy  was  performed  elsewhere  in  No- 
vember, 1947,  with  removal  of  ovaries  and  tubes. 

Deep  x-ray  therapy  and  radon  implantation  to  left  cervical 
and  supraclavicular  areas  eradicated  the  tumor.  In  July,  1948, 
she  received  successful  radiation  to  a mass  in  the  upper  medias- 
tinum and  to  the  sternal  area.  Bronchoscopy  in  search  for  a 
primary  lesion  was  negative  as  well. 

In  September,  1949,  because  of  cough,  roentgen  examination 
of  the  chest  revealed  a mass  in  the  left  hilum  and  atelectasis  of 
the  right  upper  lobe  (Figure  3a).  A course  of  therapy  to  the 


lesion  resulted  in  obliteration  of  the  mass  and  re-expansion  of 
the  left  upper  lobe  with  complete  improvement  of  symptoms 
(Figure  3b).  Later  in  January,  1950,  she  developed  a mass  in 
the  liver  demonstrated  at  laparotomy  for  which  she  is  now 
receiving  x-ray  therapy. 

Carcinoma  of  the  Breast 

The  importance  of  radiation  therapy  in  metastatic  car- 
cinoma of  the  breast  is  well  established.  Its  prime  use  is 
in  osteolytic  bone  lesions,  especially  in  weight  bearing 
areas  such  as  the  femora,  pelvis  and  spine.  The  bone 
pain  is,  as  a rule,  immediately  improved  and  there  is  fre- 
quently filling  in  of  the  destructive  area  with  new  bone. 
Pathological  fractures  can  be  avoided  in  this  manner  and 
these  patients  can  be  kept  ambulatory  and  free  of  pain, 
thus  satisfying  our  aim  in  palliation.  Pleural  effusion 
due  to  pleural  and  pulmonary  parenchymal  metastases 
can  be  controlled  by  irradiation  as  well  as  the  mediastinal 
masses  causing  dyspnea  and  severe  cough.  Skin  metas- 
tases and  local  recurrences  are  treated  with  adequate 
results.  The  aim  of  the  treatment  always  is  to  keep  the 
patient  free  of  pain,  ambulatory  and  capable  of  self  care. 

The  development  of  hormonal  therapy  plays  an  equally 
important  role  in  this  function.  Their  value  is  especially 


Fig.  4.  Case  6.  (a)  Multiple  extensive  osteolytic  metastatic  carcinomatous  lesions  secondary  to  the 

breast  in  the  riglit  ilium,  acetabulum  and  neck  of  the  femur.  The  left  ilium  is  involved  to  a lesser  degree. 

(b)  The  areas  of  osteolytic  destruction  have  been  filled  in  with  new  bone  following  a dose  of  800 
tissue  roentgens  delivered  to  the  pelvis  for  x-ray  sterilization  as  a method  of  hormonal  therapy. 

(c)  Multiple  osteolytic  metastases  to  the  skull  (left)  have  also  disappeared  (right)  following  the 
radiation  sterilization. 
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marked  in  cases  with  widespread  extent  of  the  metastases. 
With  successful  results  of  steroid  therapy  the  extent  of 
radiation  necessary  is  decreased  and  the  steroids  are  more 
easily  administered  than  irradiation,  and  decidedly  less 
costly.  Ovarian  irradiation  is  a practical  method  of  ac- 
complishing sterilization  as  an  adjunct  in  therapy 
through  hormonal  effect. 

Case  6.  Mrs.  E.  W.,  a 42-year-old  housewife  was  first  seen 
at  the  University  Hospitals  on  September  28,  1949.  She  was 
eight  and  one-half  months  pregnant  and  had  severe  pain  in  the 
right  hip.  A hard,  three-centimer  mass  was  fixed  to  the  skin 
of  the  right  breast  with  a large  node  in  the  right  axilla.  Roent- 
genograms revealed  multiple  osteoblastic  and  osteoclastic  metas- 
tases of  the  pelvic  bones  (Figure  4a) , right  femur,  lumbar 
spine,  thoracic  spine,  ribs  and  skull.  On  September  30,  1949, 
she  delivered  her  infant.  Between  October  5 and  October  11, 
1949,  she  received  irradiation  to  the  pelvis  and  lumbar  spine 
which  was  computed  to  be  800  r in  tissue  to  the  center  of  the 
pelvis.  This  was  followed  by  marked  improvement  in  pain; 
the  patient  became  ambulatory,  showed  complete  disappearance 
of  the  palpable  breast  mass,  axillary  nodes  and  marked  improve- 
ment in  the  roentgen  appearance  of  the  bone  lesions  (Figure 
4b  and  4c) . 

The  remarkable  palliative  response  in  this  case  was 
produced  by  the  hormonal  effect  secondary  to  the  x-ray 
sterilization. 

It  has  become  the  trend  or  medical  fashion  today  to 
treat  neoplastic  disease  in  tumor  clinics.  This  has  been 
an  important  advance  in  pooling  knowledge  and  provid- 
ing for  choice  of  the  best  treatment  for  the  varied  types 
of  tumors.  The  patients  at  times  do  not  appreciate  this 
team  work.  Many  are  frequently  confused  by  the  multi- 
plicity of  doctors  and  the  constant  change  of  doctors 
seeing  them  at  different  visits  to  the  clinic. 

Excluding  those  patients  who  are  inveterate  visitors  at 
the  out-patient  department  the  experience  at  the  various 
clinics,  services  and  laboratories  is  frightening  to  many 
even  though  they  expect  new  and  marvelous  scientific 
achievement  promised  them  here  by  their  referring  phy- 
sician. When  they  arrive  at  the  Radiation  Therapy  De- 
partment and  possibly  when  admitted  to  the  surgical 
ward  for  definitive  treatment  they  look  for  hope  and  en- 
couragement. When  they  are  seen  at  the  Tumor  Clinic 


the  question  of  whether  they  should  be  told  they  have 
cancer  or  not  has  previously  been  settled.  Most  patients 
know  of  their  condition.  From  that  point  on  peace  of 
mind  which  is  a most  important  feature  of  our  goal  of 
palliation  "continuation  of  a relatively  comfortable  and 
pleasant  existence”  can  only  be  achieved  if  they  are  led 
to  believe  that  there  is  some  faint  hope  for  continued 
life  ahead.  Depriving  them  of  any  hope  is  an  inconsid- 
erate procedure  and  although  the  patient  may  be  rela- 
tively free  of  pain,  ambulatory  and  capable  of  caring  for 
himself,  he  may  be  so  mentally  depressed  that  his  re- 
maining time  may  be  as  great  a burden  to  himself  and 
his  family  as  if  he  were  completely  bedridden  and  in 
great  pain. 

X-ray  therapy  should  not  be , used  as  psychotherapy; 
however,  a little  psychotherapy  administered  in  conjunc- 
tion with  the  x-ray  in  hopeless  malignant  disease  is  a 
great  aid. 

It  should  be  stressed  to  the  clinician  that  before  pal- 
liative radiation  therapy  is  promised  to  the  patient,  the 
radiologist  should  be  consulted  to  express  his  opinion 
as  to  the  efficacy  of  the  treatment  in  each  particular  case. 

Summary 

There  are  definite  indications  for  the  use  of  palliative 
radiation  therapy  in  malignant  disease.  The  method 
should  be  utilized  in  those  cases  in  which  relief  of  pain, 
enhanced  physical  comfort,  and  ambulation  with  ability 
for  self  care  can  be  expected.  The  possibility  of  use  of 
other  palliative  agents  such  as  chemotherapy  and  hor- 
mone therapy  should  be  considered  at  the  time  of  re- 
ferral. The  radiation  therapist  ought  to  be  consulted 
before  a decision  is  made  and  before  the  therapy  is 
chosen. 

The  few  contraindications  in  the  use  of  radiation  as  a 
palliative  measure  have  been  discussed. 
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RETURN  OF  THE  COUNTRY  DOCTOR 

" . . . . the  country  doctor  is  coming  hack-  It  is  possible  now  to  discern  the  beginnings  of  a trend 
much  like  the  population  trend  of  recent  years  which  has  seen  more  and  more  people  moving  away  from 
the  centers  of  large  cities  and  into  the  suburbs.  General  practitioners  are  beginning  to  find  that  small 
towns  are  happy  to  supply  x-ray  and  other  needed  equipment  which  previously  has  been  available  only 
in  the  big  city.  Good  roads  and  better  distribution  of  hospitals  are  making  it  possible  for  many  more 
doctors  to  move  out  into  the  country. — From  an  address  The  Nation’s  Health,  by  Admiral  William 
H.  P.  Blandy,  U.S.N.(Ret.) 
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The  Diagnosis  and  Treatment  of  Hyperthyroidism*  | 


William  A.  Stafne,  M.D.,  Lester  E.  Wold,  M.D.,  and  Albert  C.  Kohlmeyer,  M.D.t 

Fargo,  North  Dakota 


UNTIL  a decade  ago  the  treatment  of  hyperthyroid- 
ism, whether  associated  with  a diffuse  or  an  adenom- 
atous goiter  had  been  fairly  well  standardized.  Univer- 
sally good  clinical  results  were  obtained  by  subtotal 
surgical  resection  after  preparation  with  iodine.  While 
the  introduction  of  antithyroid  drugs  and  radioactive 
iodine  has  complicated  the  management  of  hyperthyroid- 
ism, It  has  broadened  our  knowledge  of  normal  and  path- 
ological thyroid  function.  It  would  seem  desirable  to  re- 
view briefly  the  normal  physiology  of  the  thyroid  gland 
in  the  light  of  this  knowledge,  before  touching  briefly 
on  some  hints  in  diagnosis,  and  discussing  methods  of 
treatment  available  to  the  general  practitioner. 

Thyroid  Physiology  in  Relation  to 
Therapy 

The  thyroid  gland  is  unique  in  that  it  is  the  only 
endocrine  gland  in  the  body  which  secretes  a hormone, 
stores  it  outside  the  cells  and  releases  it  into  the  circula- 
tion as  required.  The  secretory  unit  of  the  gland  is  the 
follicle,  the  cells  of  which  manufacture  the  hormone 
thyroxine  and  store  it  within  the  lumen  of  the  follicle 
as  a protein  bound  substance — thyroglobulin.  The  ho- 
mogeneous eosinophilic  substance  which  fills  the  follicle 
is  called  colloid;  it  has  a protein  nature,  contains  iodine, 
and  is  probably  stored  thyroglobulin.  Kendall  ’ was  the 
first  to  extract  a pure  crystalline  hormone  from  the  thy- 
roid and  to  this  substance  he  gave  the  name  thyroxine. 
Harrington  " subsequently  demonstrated  that  Kendall’s 
crystalline  material  is  an  amino-acid,  namely  tyrosine 
containing  four  atoms  of  iodine.  Thus  it  is  seen  that  the 
raw  materials  for  the  manufacture  of  the  thyroxine  are 
the  ammo-acid  tyrosine,  and  iodine. 

Pttiatary-lhyruiil  axis.  One  of  the  important  concepts 
of  thyroid  gland  physiology  is  its  hormonal  relationship 
to  the  anterior  lobe  of  the  pituitary  gland.  Figure  1 
shows  this  relationship  diagramatically.  The  arrow  from 
the  pituitary  to  the  thyroid  gland  indicates  the  stimulat- 
ing action  of  the  thyroid  stimulating  hormone,  designat- 
ed T.S.H.  The  anterior  pituitary  gland  thus  stimulates 
the  thyroid  to  secrete  thyroxine.  The  arrow  from  the 
thyroid  to  the  pituitary  gland  indicates  the  inhibiting 
action  of  thyroxine  on  the  output  of  T.S.H.  Thus  a bal- 
ance IS  maintained  whereby  each  gland  tends  to  control 
or  regulate  the  hormonal  output  of  the  other.  If  for  ex- 
ample, the  output  of  thyroxine  is  decrea.sed,  due  to  pri- 
mary disease  of  the  thyroid  or  following  the  administra- 

*I  rom  the  Depanment  of  Internal  Medicine,  I'argo  Clinic 
and  St.  Luke's  Hospital,  l argo.  North  Dakota. 

F^resented  at  the  North  Dakota  State  Medical  Meeting, 
Grand  Forks,  North  Dakota,  May  30,  1030. 

1 Resident  in  Medicine,  St.  Luke’s  Hospital,  largo.  North 
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PITUITARY  THYROID  AXIS 


STIMULATING 
EFFECT  ON 
THYROID 

INCREASED 

PRODUCTION 

THYROXINE 


Fig.  1.  Pituitary-thyroid  axis.  M 

tion  of  an  antithyroid  drug,  then  the  inhibiting  action  j: 
of  thyroxine  on  T.S.H.  is  diminished  and  an  increased  I 
output  of  T.S.H.  will  occur.  j 

Formation  of  thyroxine.  Figure  2 gives  us  a diagram-  \ 
matic  representation  of  thyroid-hormone  synthesis  and  li 
delivery.  The  thyroid  cell  picks  up  iodide  where  it  is  j 

acted  upon  by  the  peroxidase  enzyme  system  in  the  pres-  : 

ence  of  manganese  and  oxygen  to  liberate  free  iodine.  ^ f 

It  also,  presumably,  picks  up  amino  acids,  including  tyro-  i < 

sine,  which  combines  immediately  with  iodine  to  form  j l 

diiodotyrosme  and  subsequently  two  molecules  of  diiodo-  j t 

tyrosine  are  condensed  to  form  one  of  thyroglobulin.  ' t 

Proteolytic  enzymes  break  up  the  thyroglobulin  to  smaller  ; 
thyroxine  molecules  and  the  thyroid  hormone  is  released 
into  the  circulation. 

Action  of  antithyroid  drugs.  The  thiourea  derivatives  ^ 
exert  their  therapeutic  effect  by  blocking  the  formation  ; 
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of  free  iodine  from  iodide.  Consequently  no  iodine  is 
available  for  combination  with  tyrosine  to  form  diiodo- 
tyrosine  and  eventually  thyroxine.  However,  decreasing 
the  blood  thyroxine  level  lessens  the  inhibiting  action  of 
the  thyroid  hormone  on  the  pituitary  gland.  Conse- 
quently more  T.S.H.  is  formed.  This  effects  an  in- 
creased vascularity  and  hyperplasia  even  in  the  face  of 
clinical  improvement.  Early  in  our  use  of  the  anti- 
thyroids this  paradox  led  to  many  technical  difficulties 
for  the  surgeon.  The  use  of  iodine  preoperatively  has 
for  the  most  part  eliminated  this. 

Iodine.  Although  iodine  has  been  used  for  years  in  the 
treatment  of  hyperthyroidism  its  mode  of  action  had  not 
been  clarified  until  very  recently.  Its  first  action  is  the 
inactivation  of  T.S.H. — decreasing  the  amount  of  avail- 
able T.S.H.  to  stimulate  thyroid  tissue.'*  Hence  with  a 
decrease  of  this  stimulus  the  thyroid  gland  tends  to  re- 
vert to  a resting  state  with  the  morphology  of  an  iodin- 
ated  gland.  Secondly,  it  reduces  the  metabolic  rate  by 
depressing  the  rate  of  action  of  the  proteolytic  enzyme^ 
whose  normal  function  is  to  resolve  the  large  molecule, 
thyroglobulin,  with  a molecular  weight  of  700,000  into 
a small  molecule,  thyroxine,  with  a molecular  weight  of 
69,000  so  it  may  be  released  into  the  blood  stream.  Thus 
iodine  not  only  depresses  proteolytic  enzyme  function 
directly  by  combining  with  it  chemically  but  also  inac- 
tivates T.S.H.  which  normally  controls  the  rate  of  activ- 
ity of  the  proteolytic  enzyme. 

Diagnosis  of  Hyperthyroidism 

The  diagnosis  of  severe  hyperthyroidism  or  classic 
Graves’  disease  requires  no  special  diagnostic  acumen  on 
the  part  of  the  physician.  This  is  often  made  by  the 
patient  himself  or  some  friend  or  relative  before  the 
patient  comes  to  the  doctor’s  office. 

However,  there  are  a few  clinical  manifestations  which 
should  be  stressed  as  important  in  making  the  early  diag- 
nosis of  hyperthyroidism. 

We  recently  studied  fifty  consecutive  cases  of  toxic 
diffuse  and  fifty  consecutive  cases  of  toxic  nodular 
goiter  which  were  admitted  to  St.  Luke’s  hospital.  Table  I 


Table  I. 

Incidence  of  Various  Symptoms 


Toxic 

Toxic 

Symptoms 

Diffuse  Goiter 

Nodular  Goiter 

(Per  cent) 

(Per  cent) 

Nervousness  _ 

75 

70 

Weight  loss  - 

70 

68 

Fxophrhalmiis 

67 

8 

Goiter  ..  

54 

74 

Tremor.- 

52 

34 

Palpitation 

50 

52 

Weakness  

41 

40 

Sweats  - 

35 

18 

Heat  intolerance  

27 

16 

Polyphagia  

20 

18 

Diarrhea  

12 

2 

Personality  changes  . 

2 

4 

Polydipsia  

2 

2 

shows  the  symptoms  encountered  in  this  group  along 
with  the  indicated  frequency. 

Nervous  manifestations.  Nervousness  in  toxic  goiter 
is  fairly  typical,  although  at  times  it  becomes  quite  a 
problem  to  differentiate  between  thyrotoxicosis  and  psy- 
choneurosis. Every  year  we  see  a large  number  of  pa- 
tients coming  in  with  a diagnosis  of  thyrotoxicosis  who 
prove  to  have  no  overactivity  of  the  thyroid  at  all  and 
often  are  nervous  women  with  domestic  problems.  In 
general  the  nervous  manifestations  of  the  disease  are 
greater  in  persons  with  exophthalmic  goiter  than  those 
with  toxic  adenoma.  Indeed  the  presence  or  absence  of 
emotional  instability  was  considered  by  Plummer  to  be 
the  most  important  sign  in  distinguishing  between  the 
two  diseases. 

Exophthalmus.  Exophthalmus  of  varying  degrees  was 
noted  in  62  per  cent  of  patients  with  diffuse  toxic  goiters. 
It  is  not  commonly  noted  in  patients  with  nodular  goiters 
and  hyperthyroidism.  In  determining  the  degree  of  ex- 
ophthalmus it  is  important  to  bear  in  mind  the  natural 
prominence  of  the  patient’s  eyes  before  the  onset  of  the 
disease.  Puffiness  of  the  eyelids  is  a very  characteristic 
finding  and  is  sometimes  of  more  diagnostic  value  than 
exophthalmus.  One  eye  is  often  more  prominent  than 
the  other.  A great  variety  of  eye  signs  have  been  de- 
scribed but  only  two  of  them  are  of  much  practical  im- 
portance, namely  lid  lag  (von  Graefe’s  sign)  and  poor 
convergence  (Mobius  sign).  As  the  exophthalmus  in- 
creases the  movements  of  various  extra-ocular  muscles 
may  be  impaired,  producing  many  abnormalities  in  the 
movements  of  the  eyeballs.  Exophthalmus  may  be  the 
first  sign  of  exophthalmic  goiter  and  may  precede  the 
onset  of  an  increased  basal  metabolism  by  as  much  as 
six  to  nine  months. 

Goiter.  The  incidence  of  a palpable  thyroid  in  this 
series  was  extremely  low,  namely  54  per  cent  in  the  dif- 
fuse toxic  and  74  per  cent  in  the  toxic  nodular  type. 
This  probably  reflects  our  difficulty  in  recording  specific 
details  in  the  history.  The  term  exophthalmic  goiter  is 
a misnomer  because  the  disease  may  be  present  without 
exophthalmus  and  without  a goiter,  although  it  is  most 
unusual  to  observe  the  absence  of  both  in  the  same  pa- 
tient. Even  though  the  thyroid  gland  may  not  be  en- 
larged it  is  usually  much  firmer  than  the  normal  and 
in  patients  who  show  very  little  enlargement  the  in- 
creased firmness  may  be  an  important  diagnostic  sign, 
particularly  if  it  is  associated  with  the  presence  of  a 
systolic  bruit  over  one  or  both  of  the  superior  poles.  The 
bruit  and  thrill  do  not  occur  in  the  normal  gland. 

Cardiac  manifestations.  Of  all  the  symptoms  of  hyper- 
thyroidism those  referable  to  the  circulatory  system  are 
the  most  constant  and  dependable.  A persistent,  force- 
ful, afebrile  tachycardia  of  100  or  above  with  an  in- 
crease in  pulse  pressure  must  be  considered  the  result  of 
hyperthyroidism  until  proved  otherwise."  If  the  pulse 
rate  is  below  90  the  chances  are  that  the  patient  does  not 
have  an  overactive  thyroid. 

Cardiac  decompensation  may  be  the  first  recognizable 
manifestation  of  hyperthyroidism  especially  in  older  in- 
dividuals. Both  transient  and  prolonged  attacks  of 
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auricular  fibrillation  are  not  uncommon.  They  usually 
mean  that  the  heart  is  independently  damaged  by  arterio- 
sclerosis or  rheumatic  fever.  The  number  of  patients  in 
our  series  with  auricular  fibrillation  was  20  per  cent  in 
the  toxic  nodular  group  and  6 per  cent  in  the  toxic  dif- 
fuse group.  Some  of  these  patients  had  frank  signs  of 
congestive  failure  whereas  others  had  had  symptoms  only 
on  exertion.  Needless  to  say  it  is  important  to  carefully 
evaluate  the  cardiac  status  in  all  patients  with  hyper- 
thyroidism and  to  institute  proper  treatment.  There  is  a 
not  uncommon  misconception  that  when  a patient  with 
auricular  fibrillation  does  not  respond  to  digitalis  by  low- 
ering the  pulse  and  apical  rate  one  should  consider  hyper- 
thyroidism or  some  other  toxic  condition.  While  this 
may  be  true  occasionally,  the  reverse  is  also  true,  that 
digitalis  can  slow  an  auricular  fibrillation  to  a normal 
rate  in  spite  of  the  presence  of  hyperthyroidism.  The 
diagnosis  is  not  always  easy,  particularly  when  toxic 
goiters  occur  in  apathetic  individuals.  The  nervous  mani- 
festations of  the  disease  may  then  be  almost  absent  and 
what  few  there  are  can  only  be  elicited  by  most  careful 
examination  of  the  patients.  It  must  he  remembered  that 
cardiac  decompensation  in  itself  will  increase  the  basal 
metabolic  rate. 

Cutaneous  and  calongenic  manifestations.  The  skin 
of  the  patient  with  hyperthyroidism  is  warm  and  moist. 
This  is  a compensatory  attempt  by  the  body  to  lose  some 
of  the  excessive  heat  that  results  from  increased  oxida- 
tion in  body  cells  due  to  the  hypermetabolism.  The  body 
temperature  is  frequently  elevated  above  normal.  The 
head  and  neck  may  appear  quite  flushed.  The  palms  in 
particular  are  hot  and  moist.  This  is  of  such  significance 
that  the  presence  of  a cold  hand  almost  rules  out  hyper- 
thyroidism. The  patient  desires  cool  weather  and  less 
clothes  than  normally. 

Occasionally  the  fingernails  undergo  changes  in  which 
the  distal  end  leaves  the  nail  bed  and  produces  a concave 
or  irregular  margin.  When  present,  this  sign  is  pathogno- 
monic of  hyperthyroidism. 

Gastrointestinal  symptoms.  Diarrhea  occurs  in  less 
than  one-third  of  the  cases.  It  is  usually  present  in  the 
more  severe  ones.  Persistent  nausea  and  vomiting  are 
very  serious  symptoms  in  the  thyrotoxic  patient  and 
should  be  considered  strong  presumptive  evidence  of  an 
impending  crisis. 

Laboratory  Tests  as  Diagnostic  Aids 

1.  Basal  metabolic  rate. 

T ~i  (Iodine. 

2.  1 herapeutic  test  ; . . , . , , 

( Anti-thyroid  drug. 

3.  Blood  cholesterol  determination. 

4.  Protein  bound  blood  iodine. 

h.  Radioactive  iodine 

Most  clinicians  feel  very  definitely  that  the  physical 
findings,  history,  clinical  experience,  judgment,  and  diag- 
nostic ability  of  the  physician  are  vastly  more  important 
than  any  laboratory  test. 

Astwood  has  stated  that  the  basal  metabolic  rate  as  a 
chief  index  of  thyroid  function  probably  leads  to  more 
mistakes  than  it  does  to  correct  diagnosis.  This  may  be 


readily  appreciated  when  one  scrutinizes  the  numerous 
conditions  which  may  produce  hypermetabolism. 

Conditions  Producing  Hypermetabolism 

1.  Endocrinopathy. 

a.  Hyperthyroidism. 

b.  Basophilic  adenoma  of  the  pituitary. 

c.  Adrenal  cortical  tumors. 

d.  Adrenal  medullary  tumors  such  as  pheochromocytoma. 

e.  Diabetes  insipidus. 

f.  Acromegaly. 

2.  Blood  dyscrasia. 

a.  Leukemia  — hypermetabolism  usually  occurs  in  the 
chronic  type  paralleling  the  number  of  white  blood 

cells.  Rates  as  high  as  70  per  cent  may  be  noted. 

b.  Polycythemia. 

c.  Anemia. 

3.  Myocardial  insufficiency — the  metabolism  may  be 
elevated  50  per  cent. 

4.  Anxiety  state. 

5.  Hypertension — increased  metabolism  may  be  as  much 
as  30  per  cent. 

6.  Drugs. 

a Thyrotoxicosis  factitia. 

b.  Thyroxine. 

c.  Caffeine — 7‘:  gr.  of  caffeine  sodium  benzoate  may 
raise  the  metabolism  25  per  cent  in  two  hours. 

d.  Dinitrophenol. 

e.  Ephednne. 

7.  Fever. 

8.  Pregnancy  in  the  second  and  third  trimester. 

9.  Hemochromatosis. 

10.  Technical  error  due  to  loss  of  oxygen. 

11.  Punctured  ear  drums. 

However,  keeping  these  factors  in  mind  the  basal 
metabolic  rate  remains  to  date  the  most  important  guide 
which  we,  as  general  practitioners,  have  at  our  disposal. 
A single  determination,  particularly  if  there  is  only  a 
moderate  elevation  and  meager  clinical  evidence,  should 
not  be  relied  upon  any  more  than  an  isolated  observation 
of  pulse,  temperature  or  blood  pressure  reading.  A sec- 
ond or  third  determination  may  drop  to  normal.  In 
borderline  cases  the  giving  of  small  doses  of  sedation 
for  a few  days  before  repeating  the  test  may  show  a per- 
fectly normal  rate.  Bartels  ' has  shown  that  the  use  of 
sodium  pentothal  administered  intravenously  during  the 
performance  of  the  test  in  psychoneurotic  and  anxiety 
state  individuals  has  resulted  in  an  extremely  reliable 
rate. 

In  general  the  rate  must  be  consistently  elevated  to 
15  per  cent  or  more  above  the  normal  before  it  can  be 
concluded  that  hyperthyroidism  is  present.  In  doubtful 
cases  a policy  of  watchful  waiting  is  advocated  in  the 
event  that  if  hyperthyroidism  is  truly  present  it  will  ulti- 
mately declare  itself  in  unmistakable  terms.  No  one 
need  apologize  for  carefully  observing  a patient  who  is 
suspected  of  having  hyperthyroidism.  Another  aid  which 
is  perhaps  the  most  specific  test  is  the  diagnostic  use  of 
iodine.  After  the  basal  metabolic  level  has  been  deter- 
mined Lugol’s  solution  is  given  for  a period  of  10  to  14 
days.  Patients  with  hyperthyroidism  almost  invariably 
show  marked  improvement  while  those  suffering  from 
other  conditions  are  not  affected  by  the  treatment.  Pro- 
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pylthiouracil  may  be  substituted  for  iodine  but  the  chief 
objection  to  this  is  that  much  longer  periods  of  time 
are  required  for  the  maximum  effect  on  metabolism  to 
appear  (30  to  35  days). 

Blood  cholesterol  in  patients  with  hyperthyroidism  is 
often  low  or  in  the  lower  levels  of  normal.  Many  ob- 
servers feel  that  this  test  is  unreliable  since  malnutrition 
lowers  the  level  independent  of  thyroid  activity.  In  our 
group  the  value  was  definitely  lowered  in  all  but  one 
case.  However,  if  the  total  cholesterol  value  is  above 
220  mg.  one  can  say  with  certainty  that  the  patient  does 
not  represent  a case  of  hyperthyroidism. 

There  are  now  available  two  diagnostic  aids  of  con- 
siderable help  in  equivocal  cases:  the  determination  of 
the  protein  bound  iodine  or  "hormonal  iodine”  of  the 
blood,  and  the  determination  of  the  urinary  excretion  of 
radio-active  iodine.  Unfortunately  at  the  present  time 
these  require  laboratory  equipment  and  technical  aid  not 
generally  available.  It  is  hoped  that  in  the  not  too  dis- 
tant future  laboratories  may  be  established  at  strategic 
locations  so  that  patients  can  be  conveniently  cared  for. 

Both  of  these  tests  measure  the  functional  state  of  the 
gland.  If  the  protein  bound  iodine  is  elevated  (normal 
3.5  to  7 gamma  per  100  cc.)  there  is  strong  evidence  that 
the  thyroid  gland  is  overactive.  If  after  giving  a patient 
a tracer  dose  of  radio-active  iodine  and  less  than  40  per 
cent  is  excreted  in  the  urine  at  the  end  of  48  hours  it  is 
assumed  that  most  of  it  was  trapped  by  the  thyroid  and 
that  the  gland  is  hyperactive. 

Treatment 

There  is  currently  considerable  confusion  regarding 
the  treatment  of  hyperthyroidism.  In  perusing  the  litera- 
ture one  is  easily  able  to  get  support  for  any  one  of  the 
various  methods  now  employed  in  its  treatment:  (1)  sur- 
gery; (2)  roentgen  therapy;  (3)  radio-iodine;  (4)  iodine; 
and  (5)  anti-thyroid  medication. 

The  conclusions  reached  by  various  authors,  although 
different,  are  no  doubt  honestly  obtained  and  depend  on 
several  factors:  on  the  section  of  the  country,  the  type 
of  goiter  prevalent  in  that  section,  the  type  of  practice 
engaged  in  (medical,  surgical,  private,  or  group),  as  well 
as  the  particular  experience  of  the  investigator.  For  ex- 
ample, one  could  hardly  be  critical  of  Astwood’s  enthu- 
siasm for  the  medical  management  of  hyperthyroidism 
after  all  of  his  original  work  with  the  goitrogens. 

Because  of  this  confusion  we  thought  it  worthwhile  to 
study  the  100  consecutive  cases  of  hyperthyroidism 
already  referred  to  in  an  attempt  to  evaluate  the  treat- 
ment of  the  type  of  goiter  we  see  in  North  Dakota,  in 
the  light  of  the  therapeutic  facilities  which  we  have  at 
our  disposal. 

Surgery.  All  but  three  of  the  patients  in  this  series 
had  subtotal  resection  of  the  thyroid  gland  as  part  of 
the  treatment  for  their  hyperthyroidism.  In  other  in- 
stances goitrogenic  drugs  were  used  initially  in  an  at- 
tempt toward  total  treatment.  In  each  instance  surgery 
was  resorted  to  because  of  recurrence  of  hyperthyroid- 
ism coincident  with  cessation  of  continuous  anti-thyroid 
medication.  We  admit  that  our  experience  is  not  large 


and  do  not  wish  to  be  interpreted  as  being  opposed  to 
total  treatment  with  the  goitrogens.  Actually  we  do  have, 
at  present,  several  patients  with  hyperthyroidism  who  are 
receiving  goitrogenic  drugs  but  because  they  were  not 
hospitalized  are  not  included  in  this  series. 

X-ray.  One  patient  with  severe  hyperthyroidism  re- 
ceived local  roentgen  therapy  to  the  thyroid  gland  be- 
cause of  her  refusal  to  submit  to  surgery.  The  results 
were  favorable.  Today,  with  the  availability  of  radio- 
iodine and  the  goitrogenic  drugs,  we  feel  there  is  little 
indication  for  roentgen  therapy  to  the  thyroid  gland. 
One  patient  with  severe  exophthalmus  and  mild  hyper- 
thyroidism had  roentgen  therapy  to  the  pituitary  gland. 
She  is  at  present  being  treated  with  iodine  and  dessicated 
thyroid.  She  is  getting  along  well  with  both  her  exoph- 
thalmus and  hyperthyroidism  under  control.  We  believe 
there  is  a definite  indication  for  such  therapy. 

Radio-iodme.  One  patient  with  severe  exophthalmus 
and  slight  hyperthyroidism  was  treated  with  radio-iodine 
elsewhere.  There  are  many  who  feel  that  surgery  has  no 
advantages  over  radio-iodine.  The  main  disadvantage  to 
is  the  rather  frequent  occurrence  of  myxedema.  It 
could  reasonably  be  expected  that  with  more  experience 
in  dosage  calculation  the  occurrence  of  this  complica- 
tion will  be  reduced  materially. 

Disadvantages  cited  for  North  Dakota  should  include, 
of  course,  the  non-availability  of  the  radioactive  material, 
but  it  is  reasonable  to  expect  that  in  the  not  too  distant 
future  this  type  of  treatment  will  be  available.  The  tech- 
nique is  relatively  simple,  with  none  of  the  dangers  or 
discomforts  of  surgery.  Mortality  is  zero,  and  there  is 
no  injury  to  the  recurrent  laryngeal  nerve  or  parathyroid 
glands. 

The  carcinogenic  properties  of  are  not  fully  un- 
derstood. To  us  this  would  represent  one  of  the  prin- 
cipal contraindications  to  its  use  in  the  treatment  of 
hyperthyroidism. 

Iodine.  Iodine  is  employed  in  the  form  of  Lugol’s 
solution  to  prepare  the  mildly  thyrotoxic  patient  for  sur- 
gery. The  rapidity  of  the  preparation  (it  takes  only  two 
to  three  weeks  for  adequate  preparation  of  the  patient 
with  mild  hyperthyroidism) , and  the  almost  complete 
absence  of  complications  are  both  reasons  why  Lugol’s  is 
employed.  It  should  be  used  for  both  diffuse  and  nod- 
ular goiter.  Patients  with  adenomatous  goiter  with  hyper- 
thyroidism respond  to  iodine  preparation  less  dramati- 
cally, but  10  per  cent  of  clinically  diagnosed  nodular 
goiters  exist  in  hyperplastic  glands  and  this  is  an  added 
reason  for  employing  Lugol’s  in  the  preparation  of  the 
patient  with  adenomatous  goiter  who  has  mild  hyper- 
thyroidism. There  is  no  substitute  for  iodine  in  the 
treatment  of  crisis  and  it  may  be  life  saving. 

Iodine  may  be  given  occasionally  in  the  prolonged 
treatment  of  mild  hyperthyroidism  with  a small  gland. 
Iodine  is  used  also  in  conjunction  with  the  goitrogens 
preoperatively  to  cut  down  on  the  vascularity  and  fria- 
bility of  the  gland  and  to  make  the  surgical  procedure 
less  difficult  technically.  Iodine  may  be  withheld  until 
two  to  three  weeks  prior  to  surgery;  it  may  be  given  con- 
currently with  the  anti-thyroid  drugs;  or  it  may  be 
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initiated  when  the  basal  metabolic  rate  reaches  +20.  In 
our  experience  the  surgeon  is  apt  to  encounter  some  in- 
creased vascularity  regardless  of  the  plan  used.  The  use 
of  iodine  in  this  fashion  does,  however,  improve  the  sit- 
uation remarkably.  The  goitrogens  are  stopped  one  week 
prior  to  surgery  in  an  attempt  to  avoid  any  toxic  reac- 
tions in  the  immediate  postoperative  period. 

Anti-thyroid 

Although  treatment  with  goitrogens  takes  longer,  there 
is  no  question  but  that  it  is  possible  to  lower  basal  meta- 
bolic rates  to  more  favorable  preoperative  levels  by  this 
method  than  by  preoperative  preparation  with  iodine. 
For  this  reason  goitrogenic  drugs  are  used  in  the  pre- 
operative preparation  of  all  highly  toxic  patients.  It  is 
generally  accepted  that  crisis  can  be  avoided  by  render- 
ing the  patient  euthyroid  at  the  time  of  surgery.  In  both 
the  patient  with  exophthalmus  and  the  patient  with 
adenomatous  goiter  who  is  highly  toxic  this  state  can 
more  closely  be  approached  with  the  goitrogens  than 
with  iodine  alone. 

The  goitrogens  may  also  be  employed  in  the  total 
treatment  of  hyperthyroidism.  We  feel  these  drugs 
should  he  employed  in  this  manner  in  cases  of  recurrent 
exophthalmic  goiter,  where  patient  or  surgeon  decides 
against  reoperation.  We  feel  the  incidence  of  carcinoma 
in  nodular  goiter  to  be  significant  enough  to  demand 
surgery  in  preference  to  medical  therapy.  Older  patients, 
those  over  age  30,  should  be  prepared  with  anti-thyroid 
drugs  because  of  the  greater  surgical  mortality  m this 
age  group. 

There  is  a small  group  of  patients  with  hyperthyroid- 
ism who  because  of  co-existing  cardiac  or  other  disease 
represent  prohibitive  operative  risks.  These  patients  are 
best  managed  by  goitrogenic  drugs.  Our  experience  is 
small  but  it  has  always  been  that  not  too  long  after  dis- 
continuing the  drug  the  hyperthyroidism  has  returned. 

Both  the  type  of  goiter  and  previous  treatment  affect 
the  clinical  response  from  propyl-thiouracil  or  other  anti- 
thyroid drugs.  Patients  with  large  or  nodular  goiters  or 
patients  who  have  recently  been  treated  with  iodine  ex- 
hibit a slow  response.  Three  hundred  mgm.  of  propyl- 
thiouracil a day  will  control  96  per  cent  of  patients  with 
hyperthyroidism.  If  there  is  no  evident  clinical  response 
after  three  or  four  weeks  on  this  dosage,  the  drug  should 
be  given  in  amounts  of  from  400  to  600  mgm.  a day. 

Toxic  reactions  may  be  expected  in  two  per  cent  of 
patients  receiving  propyl-thiouracil.  There  has  been  one 


death  reported  in  the  medical  literature  ''  as  due  to  this 
drug.  We  believe  frequent  blood  tests  are  unnecessary 
but  the  patient  should  be  alerted  to  all  manifestations  of 
toxicity.  It  is  wise  to  make  a white  blood  count  before 
therapy  is  initiated  as  neutropenia  is  often  present  in 
hyperthyroidism.  If  the  neutrophiles  fall  to  20  per  cent 
or  below  the  drug  must  be  discontinued. 

Progressive  Exophthalmus 

If  the  signs  or  symptoms  of  exophthalmus  precede  the 
signs  or  symptoms  of  hyperthyroidism,  surgery  or  anti- 
thyroid drugs  should  be  avoided  because  they  aggravate 
exophthalmus.  Such  patients  are  best  treated  with  iodine 
and  dessicated  thyroid  alone  or  in  conjunction  with  roent- 
gen therapy  to  the  pituitary. 

Conclusions 

1.  Thyroid  physiology  and  its  relation  to  present-day 
treatment  of  hyperthyroidism  has  been  reviewed. 

2.  The  diagnosis  and  treatment  of  hyperthyroidism 
has  been  discussed. 

3.  The  decision  as  to  the  proper  type  of  treatment  in 
any  given  case  of  hyperthyroidism  will  depend  on  several 
factors: 

(a)  The  type  of  goiter  encountered. 

(b)  The  particular  experience  of  the  physician. 

(c)  The  cooperation  of  the  patient. 

(d)  The  facilities  available. 
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The  Mayo  Memorial 

Address  at  the  ground-breaking  ceremony  for  the  Mayo  Memorial 
University  of  Minnesota,  July  5,  7950 

Donald  J.  Cowling,  Ph.D.* 

St.  Paul,  Minnesota 


The  Committee  of  Founders  of  the  Mayo  Memorial 
was  created  by  the  Legislature  of  Minnesota  in 
April,  1943,  upon  the  initiative  of  Governor  Stassen. 
The  resolution  creating  the  Committee  gave  public  ex- 
pression to  the  State’s  appreciation  of  the  character  and 
services  of  the  Doctors  Mayo  in  the  following  language: 
"The  Doctors  Mayo,  William  J.  and  Charles  Fd.,  were 
two  great  humanitarians  who  brought  to  mankind  many 
outstanding  advances  in  medical  science.  We  were  proud 
to  have  them  as  citizens  of  our  state  while  their  works 
and  their  influence  knew  no  bounds;  they  brought  en- 
during fame  to  the  State  of  Minnesota  and  substantial 
assistance  and  inspiration  to  the  University  of  Minne- 

_ ff 

sota. 

The  act  passed  by  the  Legislature  specified  that  three 
members  of  the  Committee  be  appointed  by  the  House 
of  Representatives,  three  by  the  Senate  and  that  the 
Governor  be  requested  to  appoint  such  additional  mem- 
bers as  might  seem  desirable.  He  appointed  twelve,  thus 
increasing  the  total  membership  to  eighteen.  The  Com- 
mittee was  authorized  to  arrange  for  a suitable  Memorial 
to  the  Doctors  Mayo  and  to  secure  the  necessary  funds. 

During  the  following  months  many  suggestions  as  to 
the  type  and  location  of  the  proposed  Memorial  were 

*Chairman  of  the  Committee  of  Founders  of  the  Mayo 
Memorial;  president  emeritus  of  Carleton, College. 


considered  by  individual  members  of  the  Committee.  A 
number  of  informal  meetings  were  held,  including  sev- 
eral meetings  with  officials  of  the  University.  No  defi- 
nite commitments  were  made  and  all  tentative  plans  were 
subject  to  modification  and  approval  by  the  Committee 
of  Founders.  When  the  Committee  met  for  permanent 
organization  in  June,  1944,  it  was  unanimously  agreed 
that  the  Memorial  should  take  the  form  of  a building 
for  medical  education  and  research  to  be  located  on  the 
campus  of  the  Medical  School  of  the  University  of 
Minnesota.  It  was  also  agreed  that  the  ownership  and 
management  of  the  project  should  be  vested  in  the  Board 
of  Regents  of  the  University. 

This  decision  as  to  the  nature  and  place  of  the  Mem- 
orial seemed  especially  fitting  in  view  of  the  long  and 
active  interest  of  both  of  the  Doctors  Mayo  in  the  Uni- 
versity and  especially  in  the  Medical  School.  Dr.  Will 
was  a regent  from  1907  until  his  death  in  1939.  Dr. 
Charlie  was  a professor  of  surgery  for  20  years.  In  1915 
they  established  the  Mayo  Foundation  for  Medical  Edu- 
cation and  Research  as  part  of  the  Medical  School,  and 
by  June  30,  1944,  their  gifts  to  the  Foundation  had 
amounted  to  more  than  ^3,000,000.  In  1934,  in  a letter 
to  the  Board  of  Regents,  Dr.  Will  wrote:  "It  seemed  to 
my  brother  and  myself  that  the  crowning  endeavor  of  a 
life  in  medicine  would  be  to  aid  in  the  development  of 
medical  education  and  research.” 
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When  the  nature  and  location  of  the  Memorial  had 
been  determined,  the  Committee  began  at  once  to  lay 
plans  for  raising  the  necessary  funds.  At  its  first  meet- 
ing in  June,  1944,  a goal  of  ^1,500,000  was  authorized. 
It  soon  became  evident  that  this  would  not  be  enough. 
At  meetings  of  the  Committee  in  October  and  Novem- 
ber, 1944,  the  question  of  increasing  the  amount  to 
^2,000,000  was  considered.  In  January,  1945,  this  goal 
was  approved,  and  the  officers  of  the  Committee  were 
authorized  to  submit  to  the  Legislature  a request  for 
^1,000,000  on  condition  that  an  equal  amount  be  secured 
"from  sources  other  than  state  funds.”  The  Legislature 
responded  with  a grant  of  ^750,000  in  April,  1945,  with 
assurances,  however,  from  many  friends,  both  in  the 
Senate  and  the  House,  that  they  would  consider  a fur- 
ther grant  in  the  1947  session. 

The  Committee  soon  found  itself  confronted  with  the 
whole  problem  of  the  medical  school’s  need  for  greatly 
expanded  physical  facilities.  It  was  not  practical  to  con- 
sider the  Mayo  Memorial  building  without  reference  to 
other  buildings  that  had  been  planned  and  to  the  total 
needs  of  the  school.  Preliminary  sketches  had  already 
been  made  for  separate  buildings  for  the  School  of 
Public  Health  and  for  the  Medical  Library.  The  in- 
terest of  many  friends  and  of  the  Minnesota  Division 
of  the  American  Cancer  Society  centered  in  a proposed 
Cancer  Institute.  Other  special  interests  had  also  de- 
veloped. 

In  view  of  these  circumstances,  the  Board  of  Regents, 
with  the  cooperation  of  the  architects  who  had  prepared 
the  preliminary  plans  for  the  Memorial,  employed  a 
Chicago  firm  with  wide  experience  in  the  field  of  hospital 
buildings  and  equipment,  to  review  the  plans  for  the 
Memorial  and  the  other  proposed  buildings.  The  result 
of  this  study  was  an  entirely  new  plan  which  combined 
the  School  of  Public  Health,  the  Library,  and  the  Cancer 
Institute  with  the  Memorial;  arranged  for  an  auditorium 
in  a separate  building;  and  provided  in  four  additional 
buildings  for  the  administration  offices  and  for  additional 
space  for  laboratories,  shops,  and  garage.  These  four 
buildings  and  the  auditorium  would  also  serve  to  con- 
nect the  Memorial  with  the  existing  medical  buildings 
and  hospitals,  thus  uniting  the  entire  medical  plant  into 
a connected  whole. 

These  plans  were  approved  by  the  Regents  and  later 
by  the  Committee  of  Founders  at  a meeting  in  Decem- 
ber, 1946.  The  entire  project  came  to  be  known  as  the 
Mayo  Memorial  Medical  Center.  The  estimated  cost 
was  about  ^5,000,000 — ^3,000,000  for  the  Memorial 
building  and  auditorium,  and  ^2,000,000  more  for  the 
other  buildings. 

At  first  the  Committee  of  Founders  felt  responsible 
only  for  the  Memorial  building  and  the  auditorium,  esti- 
mated at  ^3,000,000,  and  submitted  to  the  Legislature  a 
request  for  a second  grant  of  ^750,000,  to  bring  its 
total  to  ^1,500,000,  on  condition  that  the  Committee 
secure  an  equal  amount.  This  request  was  granted  by 
the  Legislature  in  April,  1947. 

Following  this  second  grant  by  the  Legislature,  the 
plans  for  the  whole  medical  center  were  developed  fur- 
ther, and  again  it  became  evident  that  the  preliminary 


estimates  were  wholly  inadequate.  As  the  needs  of  the 
several  departments  of  the  medical  school  were  studied 
in  terms  of  actual  plans  for  meeting  them  and  as  build- 
ing costs  kept  mounting,  the  Committee  at  its  meeting 
in  December,  1947,  was  confronted  with  the  necessity 
of  securing  much  larger  sums  or  cutting  the  whole  pro- 
gram almost  in  half. 

Practically  the  whole  year  of  1948  was  spent  explor- 
ing these  possibilities.  In  the  meantime,  the  Committee 
had  decided  to  apply  for  help  from  federal  funds  which 
Congress  had  made  available.  By  December,  1948,  fed- 
eral grants  amounting  to  ^1,250,000  had  been  promised 
and  further  grants  seemed  possible.  However,  even  with 
this  help,  the  fulfillment  of  our  dreams  seemed  impos- 
sible unless  the  Legislature  of  Minnesota  would  make 
a further  appropriation  of  an  amount  beyond  anything 
previously  hoped  for. 

The  crucial  meeting  of  our  Committee  was  held  on 
January  19,  1949.  By  this  time  it  was  clear  that  about 
twelve  million  dollars  would  be  needed  to  make  the 
Mayo  Memorial  Medical  Center  a reality.  The  Com- 
mittee saw  no  possibility  of  securing  a total  of  any  such 
amount  except  by  action  of  the  Legislature.  The  Com- 
mittee felt  that  it  should  not  take  the  responsibility  for 
cutting  down  the  program  which,  in  all  likelihood,  would 
leave  the  Medical  School  with  inadequate  facilities  for 
generations  to  come.  It,  therefore,  decided  unanimously 
to  submit  to  the  Legislature  a request  for  an  additional 
^5,500,000,  which  would  make  it  possible  to  carry  out  the 
complete  program.  The  request  was  at  first  almost 
breath-taking.  However,  after  considering  the  need  and 
realizing  the  wholly  unsatisfactory  condition  in  which 
the  Medical  School  would  be  left  if  the  request  were  not 
granted,  the  Legislature  by  unanimous  action  of  both  the 
House  and  Senate  authorized  the  additional  ^5,500,000, 
and  the  Bill  was  promptly  signed  by  the  Governor. 

This  brought  the  total  granted  by  the  Legislature  to 
^7,000,000;  Federal  funds  were  increased  to  over  ^3,000,- 
000  and  over  ^2,000,000  was  secured  in  private  gifts, 
making  a total  now  available  of  about  twelve  and  a 
quarter  million  dollars.  The  entire  cost  of  raising  the 
funds  will  be  more  than  covered  by  the  interest  received 
on  gifts  before  they  are  used. 

It  is  a pleasant  hut  a very  difficult  task  to  suggest 
those  to  whom  special  credit  should  be  given  for  their 
part  in  bringing  about  this  happy  outcome  of  our  under- 
taking. One  thinks  first  of  the  gift  of  ^500,000  by  the 
Mayo  Properties  Association,  made  soon  after  the  ap- 
pointment of  our  Committee.  This  gift  was  made  to 
assist  in  the  development  of  the  School  of  Public  Health, 
which  was  at  first  planned  as  a separate  building.  When 
it  was  decided  to  provide  facilities  for  the  Public  Health 
program  in  the  Mayo  Memorial,  the  donors  of  this  great 
gift  left  with  the  Board  of  Regents  responsibility  as  to 
how  it  should  be  spent.  The  Regents  finally  decided  that 
^350,000  should  be  u.sed  for  space  in  the  Memorial 
building  for  the  Public  Health  program  and  ^150,000 
for  its  maintenance. 

The  Minnesota  Division  of  the  American  Cancer  So- 
ciety undertook  to  raise  ^300,000.  This  was  to  provide 
additional  facilities  for  research  in  cancer  and  was  given 
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especially  in  recognition  of  the  work  of  Dr.  Wangen- 
steen. 

In  line  with  these  important  gifts  should  be  mentioned 
those  of  the  Citizens  Aid  Society  and  of  Mrs.  George 
Chase  Christian,  who  gave  her  personal  direction  to  its 
affairs  for  so  many  years.  Early  in  the  campaign  the 
Society  and  Mrs.  Christian  personally  made  important 
gifts  to  the  Mayo  Memorial  and  later  there  was  placed 
in  our  hands  a check  for  ^88,899.52,  which  was  the 
balance  remaining  in  the  treasury  of  the  Society  after 
its  Trustees  had  decided  to  bring  to  a close  its  long 
ministry  to  Minneapolis  and  the  State.  It  is  pleasant  to 
think  that  at  least  some  aspects  of  its  work  will  be  car- 
ried on  into  the  long  future  through  the  Mayo  Memorial. 

Another  gift  which  deserves  special  mention  was  made 
by  Mr.  Frank  T.  Heffelfinger  and  Mr.  Frederick  B. 
Wells.  After  previous  gifts  by  themselves  and  their 
company,  they  joined  in  a final  gift  of  ^50,000  in  mem- 
ory of  their  father-in-law,  Mr.  Frank  H.  Peavey. 

It  is  even  more  difficult  to  suggest  those  who  deserve 
special  mention  because  of  their  significant  personal  in- 
terest and  support  of  the  Mayo  Memorial  program. 
Dr.  Diehl  comes  first  to  mind.  He  has  lived  with,  and 
perhaps  I should  say,  suffered  with  this  project  for 
nearly  ten  years.  The  planning  of  the  buildings  with 
the  architects  and  the  tedious  task  of  working  out  the 
distribution  of  facilities  has  been  his  responsibility  shared 
fully  with  other  members  of  the  medical  staff.  He  has 
also  been  largely  responsible  for  the  gifts  from  the  fed- 
eral government.  President  Coffey  attended  most  of  the 
conferences  held  during  his  administration  and  aided 
materially  in  shaping  the  program  in  its  early  stages. 
Our  Committee  had  the  privilege  of  first  introducing 
Dr.  Morrill  to  a public  gathering  in  Minnesota  after  his 
election  as  President  of  the  University.  His  attendance 
at  the  meeting  in  May,  1945,  and  the  large  and  repre- 
sentative gathering  which  his  presence  inspired  gave  new 
life  to  our  program  at  a time  when  our  spirits  were  low, 
due  to  the  first  disappointing  response  on  the  part  of 
the  Legislature.  Ever  since  that  first  meeting.  President 
Morrill’s  interest  and  support  have  been  consistent  and 
most  encouraging. 

Dr.  George  Earl,  a graduate  of  the  Medical  School 
and  former  president  of  the  General  Alumni  Associa- 
tion, has  been  Secretary  of  the  Committee  from  the 
beginning. 

The  Committee  was  fortunate  in  having  the  profes- 
sional services  of  Mr.  Byron  W.  Shimp  of  New  York 
for  seven  months  from  the  beginning  of  our  public  cam- 
paign in  January,  1945,  and  for  three  months  in  1947. 
Mr.  Shimp  had  successfully  directed  our  Minnesota  War 
Service  Fund  campaigns  in  1943  and  1944.  His  thor- 
ough understanding  of  the  problems  involved  in  raising 
funds  and  his  success  in  securing  the  cooperation  of  rep- 
resentative groups  of  volunteer  helpers  throughout  the 
state  were  important  factors  in  the  initial  success  of  our 
campaign.  Mrs.  Florence  Robinson  has  served  the  Com- 
mittee in  the  office  with  unusual  efficiency  and  faithful- 
ness and  has  been  responsible  in  no  small  measure  for 
the  exceptional  record  made  in  collecting  the  amounts 


pledged.  Of  the  ^1,426,000  pledged  by  individuals  and 
corporations,  less  than  ^6,000  now  remains  uncollected. 

Mr.  John  S.  Pillsbury,  chairman  of  our  National 
Committee;  Mr.  Thomas  Moore  and  Mrs.  John  S.  Dal- 
rymple,  co-chairmen  of  the  Minneapolis  Committee; 
Mr.  Frederic  Crosby,  our  chairman  in  St.  Paul;  and 
Dr.  Tuohy  in  Duluth,  together  with  literally  dozens  of 
representative  citizens  who  served  as  chairmen  of  our 
county  Committees,  all  deserve  praise  and  gratitude  for 
their  successful  efforts. 

Governor  Thye  fully  endorsed  and  supported  our  pro- 
gram and  Governor  Youngdahl  has  given  us  cordial  and 
effective  cooperation.  However,  the  Memorial  would  not 
now  be  possible  except  for  the  interest  which  developed 
and  the  sense  of  responsibility  on  the  part  of  members 
of  the  House  and  Senate  of  our  Legislature.  Senator 
Henry  H.  Sullivan,  chairman  of  the  Senate  Finance 
Committee,  and  Claude  Allen,  chairman  of  the  corres- 
ponding Committee  in  the  House,  were  largely  respon- 
sible for  the  unanimous  action  of  both  of  these  bodies 
in  making  the  final  grant. 

The  memory  of  what  I have  already  referred  to  as  the 
critical  meeting  of  January  19,  1949,  will  always  remain 
with  me.  I shall  not  forget  the  address  by  President 
Morrill,  who  gave  us  every  encouragement  consistent 
with  his  responsibilities  to  other  departments  of  the  Uni- 
versity. Claude  Allen,  who  had  accepted  membership  on 
the  Committee  of  Founders  when  a vacancy  occurred, 
assured  us  that  the  members  of  the  Legislature  appre- 
ciated the  benefits  that  would  come  to  the  people  of  the 
State  through  the  Memorial  and  advised  against  any 
program  that  would  mean  serious  curtailment  of  the 
project.  Senator  Gerald  T.  Mullin,  who  had  been  in- 
vited to  this  meeting  as  a special  guest  of  the  Com- 
mittee, strongly  urged  us  to  submit  a request  for  the  full 
amount  needed  to  complete  the  whole  understaking. 
Archbishop  Murray  reinforced  the  position  taken  by  Mr. 
Allen  and  Senator  Mullin  and  himself  made  the  motion 
to  submit  to  the  Legislature  the  request  for  a final  grant 
of  ^5,500,000.  These  men  all  had  faith  and  courage  and 
without  the  help  of  any  one  of  them  our  understaking 
might  have  failed. 

In  closing  I should  like  to  express  a personal  senti- 
ment which  I have  had  from  the  beginning  of  my  con- 
nection with  the  Mayo  Memorial.  It  is  a sentiment  of 
gratitude  for  the  privilege  of  helping  perpetuate  the 
memory  of  Dr.  William  J.  and  Dr.  Charles  H.  Mayo 
on  this  campus,  and  throughout  the  state  and  the  nation, 
and  beyond.  This  sense  of  high  privilege  has  been  due 
not  primarily  to  the  unique  standing  and  prestige  of 
these  preeminent  citizens  of  Minnesota,  nor  to  their  vast 
accomplishments  in  the  field  of  medical  research  and 
practice,  but  to  their  personal  commitments  to  a view  of 
life  which  their  actions  embodied. 

In  one  of  his  letters  to  the  Regents,  Dr.  Will  wrote: 
"Our  father  recognized  certain  definite  social  obligations. 
He  believed  that  any  man  who  had  better  opportunity 
than  others,  greater  strength  of  mind,  body,  or  charac- 
ter owed  something  to  those  who  had  not  been  so  pro- 
vided; that  is,  that  the  important  thing  in  life  is  not 
(Continued  on  page  407) 
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The  Application  of  the  Insulins  in  the 
Treatment  of  Diabetes  Mellitus"" 

Lester  J.  Palmer,  M.D. 

Seattle,  Washington 


IN  the  selection  of  the  type  of  insulin  which  may  he 
most  efficiently  employed  in  the  treatment  of  a dia- 
betic patient,  the  speed  of  action  and  the  duration  of 
effect  of  the  insulin  to  he  employed  are  the  all-impor- 
tant factors. 

For  appro.ximately  14  years  after  insulin  came  into 
general  use,  practitioners  were  limited  to  one  type  of 
insulin,  namely,  regular  or  amorphous  insulin.  Then 
successively  other  types  became  available.  Protamine 
zinc  insulin  characterized  by  slow,  long  action  was  in- 
troduced in  1937.  Crystalline  insulin  (solution  of  in- 
sulin crystals  with  zinc)  was  the  next  to  join  the  insulin 
family  and  was  originally  thought  to  be  intermediate  in 
duration  of  effect.  Globin  insulin  was  introduced  later 
and  proved  to  be  more  nearly  an  intermediate  insulin. 
The  use  of  mixtures  of  short-acting  and  long-acting  in- 
sulins which  may  be  "tailor-made”  to  meet  the  needs  of 
a specific  patient,  within  some  limitations,  began  about 
five  years  ago.  They  are  now  most  commonly  employed 
as  2: 1 mixtures,  that  is,  two  parts  of  quick-acting  to  one 
part  of  protamine  zinc  insulin.  Finally,  NPF150,  a new 
insulin  with  a different  timing  effect,  has  been  under 
study  for  the  past  two  years  and  may  become  available, 
if  approved  by  the  Toronto  Insulin  Committee,  during 
this  calendar  year. 

The  current  problem  is  which  insulin  or  combination 
of  insulin  should  the  practitioner  select  which  will  best 
control  the  diabetes  m the  individual  patient?  It  is 
commonly  stated  that  if  the  known  diabetics  were  on  an 
adequate  diet,  that  approximately  one-half  of  them  would 
require  extraneous  insulin  to  obtain  said  control.  Al- 
though the  average  dose  of  insulin  employed  by  insulin- 
using diabetics  has  variously  been  stated  to  be  30  to  45 
units  per  day,  many  observers  have  reported  that  greater 
accuracy  with  a diet  which  is  entirely  adequate  permits 
sharp  lowering  of  the  insulin  requirement.  There  seems 
little  doubt  that  many,  perhaps  most,  diabetics  use  more 
insulin  than  necessary  (Wilder),  or  that  the  great  ma- 
jority of  diabetics  requiring  insulin  can  be  well  controlled 
as  to  glycosuria  and  hyperglycemia  with  20  to  30  units 
of  insulin  per  day.  This  fact  has  been  emphasized  by 
other  authors  when  they  state  that  most  of  the  difficul- 
ties in  treatment  are  encountered  among  a relatively 
small  percentage  of  the  total  group  of  users  of  insulin 
( Peck) . 

Best  has  said  recently  that  "We  do  hope  .someday  to 
make  the  'ideal’  insulin,  which  will  be  liberated  only  in 
response  to  need,”  so  that  hyperglycemia  and  hypogly- 

*Presented  at  the  annual  meeting  of  tlic  North  [Dakota  State 
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cemia  will  be  automatically  controlled  as  in  the  non- 
diabetic.  This  thought  gives  the  clinician  the  key  to  the 
problem  as  to  the  kind  and  dosage  of  insulin  to  be  pre- 
scribed for  a specific  patient. 

Since  diet,  insulin,  and  exercise,  all  three,  influence  the 
level  of  sugar  in  the  blood,  it  must  be  assumed  that  there 
is  a fair  degree  of  constancy  in  the  daily  food  intake 
as  well  as  in  the  daily  exercise.  Therefore,  in  the  fol- 
lowing discussion  it  will  be  assumed  that  the  diet  is  nu- 
tritionally adequate  and  the  exercise  is  that  which  is 
necessary  in  a useful  existence.  The  expression  "duration 
of  the  insulin  effect,”  will  refer  to  that  period  of  time 
during  which  the  effect  of  a given  dose  of  insulin  is  of 
practical  value  in  its  influence  upon  the  blood  sugar  level. 

Insulin  is  a specific  hormone  and  the  nature  of  its 
action  is  always  the  same.  The  obvious  difference  be- 
tween the  clinical  effect  of  the  different  insulins  is  de- 
pendent upon  the  timing  effect,  and  this  timing  effect 
IS  dependent  upon  the  rate  of  relea.se  of  the  hormone 
from  the  site  of  injection. 

The  modifications  incorporated  in  the  formula  of  the 
specific  insulin  in  use,  regulate  the  rate  of  release  from 
the  site  of  injection,  and,  therefore,  regulate  the  timing 
effect.  Two  of  the  available  insulins  are  unmodified, 
namely  regular  or  amorphous  insulin  and  crystalline  in- 
sulin. The  latter,  probably  because  of  the  addition  of  a 
very  small  amount  of  zinc  to  the  formula,  has  a slightly 
greater  duration  of  effect,  although  for  all  practical  pur- 
poses these  two  quick-acting,  relatively  short-acting  in- 
sulins are  interchangeable  in  usage.  Because  of  their 
quick  action  they  must  be  administered  more  often  than 
once  daily  when  employed  in  the  regular  maintenance 
regime. 

All  other  available  insulins  are  modified,  by  the  addi- 
tion of  a protein  stich  as  protamine  or  globin  and/or 
the  addition  of  varying  amounts  of  zinc,  and/or  altering 
the  pH  of  the  basic  insulin  solution.  These  modifications 
all  change  the  timing  effect  of  the  hormone.  Peck  has 
pointed  out  repeatedly  that  the  manufacturers  of  insulin 
now  have  available  the  means  to  make  almost  any  con- 
ceivable intermediate  modification  of  insulin  timing.  But, 
actually  we  should  aspire  to  the  best  quick-acting,  short- 
acting  insulin  and  the  best  slow-acting,  long-acting  in- 
sulin we  can  make  to  meet  the  needs  of  the  largest  per- 
centage of  insulin-using  patients.  This  objective  will 
tend  to  minimize  the  total  number  of  available  insulins, 
and  thus  minimize  confusion  in  the  use  of  insulin  by  the 
practitioner  and  the  patient. 

Let  us  assume,  then,  that  in  a great  majority  of  cases 
we  will  encounter  no  difficulty  in  control  of  the  blood 
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sugar  levels.  First,  we  will  be  able  to  control  diabetes 
in  about  one-half  of  the  new  patients  we  see  on  diet 
alone.  If  glycosuria  is  heavy  and  hyperglycemia  is  high, 
even  without  evidence  of  acidosis,  or  if  time  is  an  ur- 
gent factor,  insulin  may  be  employed  from  the  begin- 
ning. However,  many  of  these  cases  will  come  under 
control  with  diet  and  exercise  alone.  Of  course,  if  the 
situation  present  is  more  urgent,  the  use  of  insulin  may 
be  mandatory  from  the  beginning  of  treatment.  When 
insulin  is  first  used,  unmodified  insulin  is  probably  most 
practical  for  such  purposes.  If  the  physician’s  judgment 
leads  him  to  believe  that  insulin  will  be  a necessary  part 
of  the  maintenance  program,  protamine  zinc  insulin  may 
be  used  from  the  beginning. 

When  unmodified  insulin  is  employed,  it  is  best  ad- 
ministered in  small  doses  before  each  meal,  with  each 
dose  lowered  or  suspended  as  glycosuria  disappears. 
If  the  continued  need  for  insulin  becomes  manifest,  at 
any  time  during  the  preliminary  period  of  observation, 
there  is  plenty  of  time  to  decide  upon  a modified  in- 
sulin and  which  one  to  employ.  There  is  very  good  rea- 
son for  the  use  of  insulin  at  the  beginning  of  treatment 
in  order  to  bring  the  diabetic  state  promptly  under  con- 
trol in  the  patient  where  the  onset  is  considered  to  have 
been  recent.  That  is  that  in  these  patients,  degeneration 
of  the  island  cells  may  be  incomplete  and,  therefore, 
reversible  to  a considerable  degree  if  functional  over- 
strain is  promptly  removed. 

Many  new  diabetic  patients  will  prove,  under  observa- 
tion by  the  physician,  to  be  controllable  on  diet  and 
exercise,  without  the  use  of  insulin.  If,  within  a reason- 
able period  of  time,  perhaps  two  to  four  weeks,  the  need 
for  insulin  persists,  an  attempt  should  be  made  to  ad- 
minister the  total  daily  insulin  requirement  as  a single 
injection  of  one  of  the  modified  slow-acting  insulins. 
Some  will  prefer  globin  insulin  for  this  purpose.  It  is 
particularly  helpful  in  those  patients  with  high  daytime 
and  low  nighttime  needs.  Some  will  prefer  protamine 
zinc  insulin,  which  is  preferable  to  globin  insulin  in  those 
patients  where  there  is  a greater  nighttime  need.  For 
practical  purposes,  it  may  be  assumed  in  the  average  clin- 
ical patient  that  during  the  first  12  to  14  hours  after 
administration,  80  per  cent  of  the  dose  of  globin  in- 
sulin is  expended,  leaving  20  per  cent  for  the  second  12 
to  14  hours;  whereas,  with  protamine  zinc  insulin,  these 
percentages  are  60  per  cent  for  the  first  12  to  14  hours 
and  40  per  cent  for  the  second.  It  is  true,  of  course, 
that  the  greatest  need  for  insulin  exists  during  the  first 
12  to  14  hours  after  administration,  since  insulin  is  taken 
before  the  first  meal  of  the  day,  and  almost  the  entire 
daily  diet  is  consumed  within  the  first  12  to  14  hours. 
But  it  is  of  equal,  if  not  of  greater,  importance,  that 
insulin  administered  but  once  daily  must  have  a prac- 
tical overlapping  of  effect  from  day  to  day.  That  is, 
one  dose  must  not  be  completely  expended  before  the 
next  dose  becomes  effective.  This  is  essential  for  even 
and  constant  control  and  the  safety  of  the  patient. 

The  method  of  transfer  from  unmodified  short-acting 
to  modified  long-acting  insulin  is  usually  simple,  as  long 
as  the  total  daily  dosage  does  not  exceed  20  to  30  units. 
In  general,  when  the  daily  insulin  requirement  exceeds 


20  units,  or  at  most  30  units,  no  long-acting  insulin 
alone  given  as  a single  injection  has  proven  satisfactory. 
There  are  rather  rare  exceptions  to  this,  as  are  pointed 
out  by  authorities  discussing  the  use  of  globin  insulin. 

Although  many  mild  and  some  even  moderately  severe 
cases  can  be  controlled  well  on  20  or  even  30  units  of 
protamine  zinc  insulin,  beyond  this  range  of  dosage 
it  is  almost  always  necessary  to  employ  the  effect  of  both 
unmodified  quick-acting,  as  well  as  modified  long-acting 
insulin  to  obtain  control.  This  may  be  done  by  using 
the  two  insulins  as  separate  injections,  both  daily  before 
breakfast,  or  employing  them  as  a mixture.  The  most 
common  proportion  of  the  two  types  of  insulin  when 
taken  as  separate  injections,  is  one  unit  of  regular  or 
crystalline  insulin  to  two  units  of  protamine  zinc  insulin, 
although  these  proportions  may  vary  considerably  with 
different  patients. 

Because  of  this  fact,  during  the  past  five  years  that  the 
use  of  mixtures  has  become  popularized,  confusion  re- 
garding the  proportions  employed  in  mixtures  has  arisen. 
The  change  in  insulin  timing  effect  created  by  mixing 
together  short-acting  and  long-acting  insulin  has  either 
been  poorly  understood  or  much  too  frequently  over- 
looked. Peck  has  repeatedly  emphasized  that  because  of 
the  distinctly  different  formulas  of  the  two  types  of  in- 
sulin, namely  modified  and  unmodified,  in  order  to  ac- 
complish a practical  effect  of  the  two  types  of  insulin 
in  a single  injection,  at  least  three  parts  of  unmodified 
quick-acting  to  two  parts  of  modified  long-acting  insulin 
must  be  employed.  Any  lower  proportion  does  not 
change  the  timing  effect  materially  from  that  of  prota- 
mine zinc  insulin  alone.  At  present,  the  most  common 
formula  employed  for  mixtures  is  two  parts  of  unmodi- 
fied quick-acting  insulin  to  one  part  of  modified  prota- 
mine zinc  insulin. 

Colwell,  two  years  ago,  presented  excellent  data  on 
two  patients — the  data  carefully  prepared  for  timing 
studies  and  obtained  under  hospital  observation — and 
concluded  that  the  2:1  mixture  and  globin  insulin  gave 
similar  timing  effect  under  such  controlled  condition. 
However,  in  our  actual  experience,  this  does  not  hold 
generally  true. 

Before  leaving  the  subject  of  mixtures,  which  could 
be  discussed  much  more  exhaustively,  space  permitting, 
it  should  be  again  emphasized  that  1:1  proportions  in  a 
mixture  are  almost  identical  in  timing  effect  with  prota- 
mine zinc-type  of  slow-acting  insulin  alone;  that  any 
lesser  proportion  than  3:2  is  of  little  practical  value; 
that  2:1  mixtures  are  most  useful.  In  order  to  obtain 
any  increased  daytime  effect  from  a mixture  of  quick- 
acting and  slow-acting  insulin  as  compared  to  the  same 
number  of  units  of  slow-acting  protamine  zinc  insulin 
alone,  the  proportions  in  the  mixture  must  equal  or  bet- 
ter exceed  three  parts  of  quick-acting  insulin  to  two  parts 
of  protamine  zinc  insulin.  Mixtures  are  "tailor  made” 
and  some  patients,  especially  those  on  high  insulin  dosage 
and  high  caloric  intake  may  do  best  on  mixtures  as  high 
as  three  or  three  and  one-half  to  one. 

A very  important  aspect  of  the  use  of  long-acting  24- 
hour  insulin  of  any  kind  is  that  no  dosage  may  be 
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employed  as  a single  administration  which  delivers  an  in- 
sulin effect  in  excess  of  need  during  the  second  12  to  14 
hours  after  injection.  Hypoglycemic  effect  must  not  oc- 
cur during  the  sleeping  hours,  and  yet  the  blood  sugar 
level  on  arising  must  he  reasonably  near  a normal  level, 
with  the  urine  excreted  by  the  kidney  at  that  hour  free 
of  sugar  most  of  the  time.  If  we  are  to  continue  to 
aspire  to  the  administration  of  insulin  once  daily  by  a 
single  injection  in  a large  majority  of  patients,  we  must 
accomplish  this  without  the  unreasonable  introduction  of 
feedings  between  meals  and  without  disturbance  of  nor- 
mal sleeping  hours  by  the  taking  of  food  or  administra- 
tion of  insulin.  In  other  words,  the  regime  must  be 
simplified  rather  than  complicated. 

Finally  NPH50,  as  now  being  prepared  for  clinical 
trial,  has  certain  physical  characteristics  entirely  unlike 
any  other  insulin  or  mixtures  of  insulin.  In  most  patients 
the  timing  effect  is  very  close  to  that  of  the  2:1  mixture 
arrangement.  Although  the  final  formula  for  NPH50 
has  not  yet  been  established,  it  will  probably  be  neutral 
in  reaction  with  a pH  of  about  7.2  and  will  contain  ap- 
proximately ^0  mgm.  of  protamine  to  each  100  units  of 
insulin.  This  is  a much  lower  amount  of  protamine  than 
is  employed  in  preparing  standardized  protamine  zinc 
insulin.  The  zinc  content  may  be  no  greater  than  that 
of  crystalline  insulin.  However,  the  striking  physical  dif- 
ference is  that  NPH50  is  a crystalline  substance  and, 
therefore,  possesses  a stability  which  is  distinctive.  Like- 
wise this  physical  characteristic  will  make  it  possible  to 
combine  with  it  in  the  same  syringe  quick-acting  crystal- 
line insulin  in  whatever  amount  might  be  desired  to  con- 
trol glycosuria  following  breakfast  and  yet  not  have  to 
give  any  consideration  to  physical  alteration  of  either 
insulin.  Thus  the  timing  effect  of  mixtures  employing 
NPH50  will  be  that  of  each  component  of  the  mixtures. 
The  timing  effect  of  each  component  will  not  be  altered 
by  placing  both  insulins  in  the  same  syringe.  This  inde- 
pendence of  action  of  each  component  in  case  mixtures 
are  employed  using  NPH50  as  one  of  the  components 
will  create  a situation  of  stability  which  will  be  distinctly 
helpful  in  the  management  of  many  patients.  This  in- 
sulin retains  the  desirable  overlap  effect  characteristic  of 
protamine  zinc  insulin  and  is  somewhat  retarded  in  effect 
during  the  first  few  hours  after  administration.  There- 
fore, where  a standard  breakfast  results  in  a postpran- 
dial glycosuria,  five  or  ten  units  of  quick-acting  insulin 
may  be  added  to  the  syringe  of  NPH30  and  will  act  in 
the  same  manner  as  if  given  separately. 

It  is  expected  that  this  new  insulin  will  be  capable  of 
being  used  alone  in  a much  higher  percentage  of  dia- 
betics using  insulin  than  is  protamine  zinc  insulin.  As 
high  as  75  per  cent  of  patients  may  find  it  possible 
to  maintain  good  control  with  this  one  insulin  used 
alone.  Also,  it  will  be  useful  in  those  patients  needing 


higher  insulin  dosage  than  20  or  30  units  which,  as 
pointed  out  previously,  is  about  the  highest  insulin  re- 
quirement that  may  be  met  with  protamine  zinc  insulin 
alone. 

In  attempting  to  discuss  the  insulins,  certain  well  estab- 
lished orthodox  practices  should  be  pointed  out.  Difficul- 
ties will  be  avoided  by  most  practitioners  if  only  quick- 
acting insulins  are  employed  in  emergencies  and  compli- 
cations. Every  diabetic  should  be  made  familiar  with 
insulin,  how  to  administer  it,  when  to  use  it,  even  though 
usually  controlled  on  diet  alone.  Any  program  of  diet, 
insulin,  and  exercise,  arranged  for  a diabetic  patient, 
must  aim  at  continuity  of  blood  sugar  control  between 
an  accepted  floor  and  an  accepted  ceiling.  The  objective 
must  be  to  maintain  the  floor  above  the  hypoglycemic 
level  at  all  times,  and  the  ceiling  below  the  normal  renal 
threshold  for  glucose.  In  other  words,  the  more  nearly 
we  approach  normal  blood  sugar  values  with  a normal 
range  between  high  and  low  and  the  more  nearly  we  ap- 
proach normal  urine  values,  the  more  nearly  to  normal 
we  have  restored  the  patient.  With  the  available  in- 
sulins, including  NPH50,  we  should  be  able  to  attain 
this  objective  without  too  much  difficulty  in  at  least  90 
per  cent  of  the  diabetic  patients  that  come  under  our 
observation. 

Summary 

1.  Emphasis  is  given  to  the  need  for  consideration  of 
the  "timing  effect”  in  selecting  appropriate  insulin  or 
insulins,  in  the  treatment  of  diabetes  mellitus. 

2.  Some  type  of  slow-acting,  long-acting  insulin  is  the 
basic  insulin  and  should  be  employed  in  the  maintenance 
regime  alone,  and  once  daily  in  all  patients  requiring  in- 
sulin when  the  daily  requirement  does  not  exceed  20,  or 
at  most  30,  units.  The  type  of  slow-acting  insulin  usually 
employed  at  present  is  protamine  zinc  insulin. 

3.  Quick-acting,  short-acting  insulin  is  most  satisfac- 
torily employed  alone  in  emergencies  and  complications. 

4.  Attention  is  drawn  to  the  changes  in  the  basic  for- 
mula and,  therefore,  in  the  "timing  effect,”  when  a 
short-acting  and  a long-acting  insulin  are  mixed  before 
administration. 

5.  Comment  is  made  upon  a new  insulin,  NPH50, 
which  promises  to  be  a more  efficient  long-acting  insulin. 
Present  indications  are  that  this  new  insulin  may  be  used 
efficiently  alone  in  a higher  percentage  of  patients  re- 
quiring insulin,  especially  in  those  cases  where  the  insulin 
requirement  is  above  30  units,  than  is  now  possible  with 
protamine  zinc  insulin. 
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Cortisone  and  ACTH  in  Rheumatic  FeveC 

Forrest  H.  Adams,  M.D.,  j and  Paul  F.  Dwan,  M.D.i 
Minneapolis,  Minnesota 


As  a natural  consequence  of  the  observations  of  Hench 
L.  and  his  associates’  on  the  favorable  effect  of  Com- 
pound E (cortisone)  and  pituitary  adrenocorticotropic 
hormone  (ACTH)  on  patients  with  rheumatoid  arthritis, 
it  was  only  logical  that  these  two  hormones  should  be 
tried  in  the  closely  related  disease,  rheumatic  fever.  Here, 
likewise,  the  patients  were  favorably  affected  clinically 
and  symptomatically.  They  experienced  a rather  prompt 
relief  of  their  arthralgia  and  a rapid  reduction  in  their 
fever,  sedimentation  rate,  and  P-R  interval  of  the  electro- 
cardiogram." 

These  initial  observations  made  by  Hench  on  three 
patients  with  acute  rheumatic  fever  have  now  been  ex- 
tended to  14  patients  treated  with  one  or  the  other  of 
the  two  hormones. ■’  Additional  studies  have  likewise  been 
made  by  Massed,^  Wilson,’’  Dorfman*’  and  our  group' 
at  the  University  of  Minnesota  Hospitals  confirming  the 
observations  of  Hench.  We  have  now  studied  the  effect 
of  these  hormones  in  over  30  patients  with  acute  rheu- 
matic fever  making  special  observations  on  the  serum 
hyaluronidase  inhibitor,  the  serum  mucoproteins,  and  the 
sedimentation  rate. 

Theoretical  Considerations 

If  it  were  not  for  the  fact  that  cortisone  and  ACTH 
were  found  to  have  a favorable  effect  on  the  course  of 
the  disease  in  patients  with  rheumatoid  arthritis,  the 
hormones  would  probably  not  have  been  used  in  patients 
with  acute  rheumatic  fever.  Previous  experimental  studies 
might  have  led  one  to  postulate  that  the  use  of  these 
hormones  in  rheumatic  fever  would  be  contraindicated. 
Selye’^  has  been  able  to  produce  rheumatic-like  lesions  in 
animals  with  an  adrenal-like  hormone  (desoxycorticos- 
terone  acetate) . Recently  Lillehei’*  has  also  been  able  by 
a severe  artificial  "stress”  in  dogs  (arteriovenous  fistulas) 
to  produce  rheumatic-like  cardiac  lesions.  Furthermore, 
it  is  known  that  rheumatic  fever  itself  produces  a "stress 
situation”  thereby  stimulating  the  adrenal  gland.  Yet, 
ACTH,  a hormone  liberated  by  the  pituitary  during 
times  of  stress,  affects  favorably  acute  rheumatic  fever. 

One  observation  by  Seifert  and  his  associates’"  might 
be  of  some  value  in  helping  us  understand  those  mech- 
anisms that  produce  a favorable  result  when  ACTH  or 
cortisone  are  given  to  patients  with  rheumatic  fever.  He 
studied  the  effect  of  various  substances  on  the  permea- 
bility of  the  joint  membranes  by  a special  technique. 
These  membranes  contain  a large  amount  of  hyaluronic 
acid,  a compound  that  forms  the  ground  substance  of  most 
cells  in  the  body.  Seifter  found  that  hyaluronidase  (en- 

*Presented before  a Continuation  Center  Course  on  Cortisone 
and  ACTH  at  the  University  of  Minnesota,  October  4,  1950. 

tFrom  the  Department  of  Pediatrics,  University  of  Minne- 
sota, Minneapolis,  Minnesota. 


zyme  from  streptococci)  and  desoxycorticosterone  acetate 
increased  the  permeability  of  the  joint  membranes  above 
normal,  and  that  adrenal  cortical  extract,  ACTH,  corti- 
sone, and  any  other  substance  that  produced  a "stress” 
like  reaction  decreased  the  permeability  of  the  mem- 
branes. Perhaps  then  these  hormones  work  directly  on 
the  cells  involved  in  order  to  produce  the  effect  observed 
in  rheumatic  fever  and  rheumatoid  arthritis.  It  is  inter- 
esting to  note  this  effect  of  desoxycorticosterone  acetate 
in  Seifter’s  study  in  view  of  the  rheumatic-like  lesions 
Selye  had  been  able  to  produce  by  its  administration. 

Effects  of  the  Hormones  on  the  Acute 
Disease 

Fever.  Following  the  administration  of  ACTH,  the 
patient’s  temperature  usually  returns  to  normal  within 
four  to  12  hours  and  stays  there  if  the  drug  is  main- 
tained. In  this  regard,  ACTH  appears  to  be  the  most 
effective  antipyretic  now  known.  The  action  of  cortisone, 
however,  is  somewhat  slower  than  that  of  ACTH,  as  the 
temperature  may  not  return  to  normal  for  36  to  48 
hours. 

Arthralgia.  ACTH  usually  gives  prompt  relief  of  the 
patient’s  arthralgia  within  four  to  18  hours.  Concomi- 
tantly the  joint  swelling  likewise  disappears.  Cortisone 
produces  a similar  effect  but  frequently  takes  two  to 
three  days  to  give  moderate  relief. 

Carditis.  With  few  exceptions  the  carditis  of  acute 
rheumatic  fever  decreases  in  severity  during  the  adminis- 
tration of  ACTH  and  cortisone.  This  is  evidenced  by  a 
return  of  the  P-R  interval  of  the  electrocardiogram  to 
normal,  a slowing  of  the  heart  rate  to  normal,  a decrease 
in  the  heart  size,  and  a decrease  or  a disappearance  of 
the  heart  murmur.  In  most  of  our  patients,  the  heart 
murmur  had  completely  disappeared  six  weeks  after  the 
hormone  was  started. 

Dose.  In  our  studies,  the  initial  dose  of  ACTH  varied 
between  40  and  100  mgm.  per  day  depending  upon  the 
size  of  the  child.  This  was  given  in  four  or  six  divided 
amounts  at  four  or  six  hour  intervals.  Usually  the 
amount  of  cortisone  required  to  be  effective  was  twice 
that  of  the  ACTH  (i.e.  80  to  200  mgm.).  Cortisone 
apparently  needs  only  to  be  given  once  or  twice  a day. 
Neither  hormone  should  be  stopped  suddenly.  Correctly 
given,  the  dose  should  be  gradually  tapered  off.  A mini- 
mum of  three  weeks  administration  of  either  of  the  drugs 
seems  necessary  to  prevent  immediate  recurrence  of 
symptoms. 

Appetite.  Both  ACTH  and  cortisone  seem  to  have  a 
marked  effect  on  the  appetite.  Regardless  of  the  severity 
of  the  disease,  within  24  to  48  hours  after  institution  of 
the  hormone,  our  patients  began  to  eat  moderate  to 
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extreme  amounts  of  food.  This  increase  in  calorie  intake 
undoubtedly  accounted  for  a good  share  of  the  patients’ 
weight  gam.  It  was  not  unusual  to  have  a patient  double 
his  or  her  caloric  intake  while  receiving  either  ACTH  or 
cortisone.  Some  of  the  weight  gain  of  these  patients  was 
due  to  retention  of  fluids  intra-  and  extracellularly,  as  a 
result  of  the  sodium  retaining  properties  of  the  adrenal 
cortical  hormones.  For  this  reason,  the  patients  were 
weighed  daily  and  the  fluid  intake  and  output  were 
recorded.  With  the  doses  of  the  hormones  mentioned 
above,  no  significant  alterations  in  the  blood  pressure 
were  observed  in  the  group  of  patients  treated  by  us. 
Hypertension  should  be  looked  for,  however. 

Psychological  Effects.  Along  with  the  relief  of  the 
arthtalgia  and  the  increase  in  appetite,  a number  of  the 
patients  experience  a mild  euphoria  while  receiving  the 
drugs.  Some  of  our  patients  have  also  been  followed  by 
members  of  our  child  psychiatry  staff,  and  no  untoward 
psychiatric  effects  of  the  hormones  have  been  observed. 

Metabolic  Alterations.  Both  ACTH  and  cortisone 
have  been  shown  by  others"  to  produce  the  following 
metabolic  changes:  a retention  of  sodium,  chloride  and 
water;  an  increased  excretion  of  nitrogen,  calcium,  phos- 
phate, potassium,  and  17  ketosteroids;  a decrease  in  the 
plasma  gamma  globulin  and  fibrinogen;  gluconeogenesis; 
and  mobilization  of  fat  stores  for  conversion  to  glucose. 
Preliminary  studies  have  shown  that  ACTH  does  not  in- 
terfere with  the  antibody  production  mechanisms. 

We  have  been  particularly  interested  in  the  effect  of 
ACTH  and  cortisone  on  the  serum  non-specific  hyal- 
uronidase  inhibitor  and  the  serum  mucoproteins  in  rheu- 
matic fever  patients. 

The  non-specific  hyaluronidase  inhibitor  is  a substance 
present  in  the  sera  of  all  people,  that  increases  markedly 
in  amount  during  acute  rheumatic  fever  and  returns  to 
subnormal  values  in  inactive  rheumatic  fever.  It  is  not 
an  antibody  and  it  will  inhibit  hyaluronidase  from  any 
source.  Serum  mucoproteins  are  proteins  in  the  serum 
found  normally  in  man  that  are  rich  in  carbohydrate, 
hexosamine,  and  sulfur  and  low  in  nitrogen  content. 
These  proteins  likewise  become  elevated  during  acute 
theuinatic  fever.  In  patients  with  rheumatic  fever  not 
treated  with  ACTH  or  cortisone,  the  non-specific  hyal- 
uronidase inhibitor,  the  serum  mucoproteins,  and  the 
sedimentation  rate  all  seem  to  parallel  each  other  during 
the  course  of  the  disease.  When  patients  received 
ACTH  or  cortisone,  however,  in  general  the  sedimenta- 
tion rate  and  the  hyaluronidase  inhibitor  level  dropped 
rapidly  to  normal  values  within  ten  to  fifteen  days.  This 
seemed  to  follow  quite  closely  the  subjective  improve- 
ment in  the  patient’s  condition.  The  serum  mucoproteins, 
however,  were  much  slower  in  their  return  toward  normal 
levels.  This  usually  took  three  to  four  months.  In  in- 
stances in  which  the  ACTH  or  cortisone  was  withdrawn 
or  the  dosage  was  cut  too  low  before  a substantial  drop 
of  the  miicoprotein  level  had  taken  place,  the  patient 
had  a recurrence  of  the  disease.  This  occurred  even 
though  the  dosage  was  not  changed  until  the  sedimenta- 
tion rate  and  the  hyaluronidase  inhibitor  level  were  nor- 


mal. In  general  the  level  of  the  mucoprotein  appeared 
to  be  a better  guide  of  the  rheumatic  activity  and  the 
hyaluronidase  inhibitor  and  sedimentation  rate  a better 
guide  for  the  proper  hormone  dosage. 

Complications.  In  the  group  of  patients  treated  by  us 
there  were  no  severe  complications  observed.  About  one- 
half  of  them  developed  mild  acne  over  the  forehead, 
and  all  retained  fluid  to  a mild  degree  but  not  sufficient 
to  produce  pitting  edema.  The  metabolic  alterations 
produced  by  ACTH  and  cortisone  have  to  be  carefully 
looked  for  and  watched,  however. 

Prognosis 

It  IS  yet  too  early  to  say  what  over-all  effect  ACTH 
and  cortisone  will  have  on  the  course  of  the  total  disease 
of  rheumatic  fever.  Certainly  the  effects  of  these  hor- 
mones are  dramatic  during  the  acute  phase  of  the  disease. 
Whether  the  late  cardiac  damage  will  eventually  occur 
has  yet  to  be  observed.  We  have  not  observed  as  yet  any 
patients  m whom  the  disease  progressed  while  receiving 
either  of  the  hormones.  Occasional  patients  developed 
recurrences  after  being  off  the  drugs  for  several  months. 
Neither  of  the  hormones  appear  to  have  a favorable 
effect  in  chronic  rheumatic  fever. 
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Clinical  Study  of  Physostigmine  Preparations 
in  the  Relief  of  Muscle  Spasm  and  Pain 

Wallace  Marshall,  M.D. 

Two  Rivers,  Wisconsin 


The  present  study  was  undertaken  to  ascertain  what 
effects,  if  any,  certain  preparations  of  physostigmine 
in  combination  with  atropine  exhibited  in  their  ability  to 
relieve  muscle  spasm,  particularly  spasm  involving  the 
skeletal  (voluntary)  muscular  system. 

It  has  been  shown  recently  that  when  the  clinical 
effects  of  physostigmine  are  modified  by  simultaneous 
use  of  a proper  proportion  of  atropine,  there  is  also  an 
effect  upon  skeletal  muscle,^  although  it  had  been 
thought  previously  that  physostigmine  acted  solely  upon 
smooth  muscle."  A desire  to  test  this  drug  in  the  treat- 
ment of  arthritics,  who  often  experience  muscle  dysfunc- 
tion accompanied  by  pain,  prompted  this  study,  for  it 
was  felt  that  any  improvement  afforded  by  a newer 
therapeutic  approach  would  be  well  worth  the  effort  in- 
volved. 

Cohen  and  his  associates^  have  reported  that  physo- 
stigmine salicylate  and  atropine  sulfate  give  relief  in 
skeletal  muscle  spasm  in  patients  with  rheumatoid  arthri- 
tis and  related  rheumatoid  conditions.  This  same  author 
in  collaboration  with  others'^  made  a comparative  study 
of  the  action  of  neostigmine  (Prostigmin)  and  physo- 
stigmine in  similar  conditions  involving  muscle  spasm. 
Neostigmine  resembles  physostigmine  in  its  pharmaco- 
logical action.  They  found  that  the  action  of  physostig- 
mine was  similar  to  neostigmine  in  obtaining  muscle  re- 
laxation in  neuromuscular  dysfunction,  and  was  equally 
effective.  They  found  further  that  physostigmine  costs  less 
and  presented  fewer  side  effects.  Satisfactory  relief  was 
obtained  in  60  to  70  per  cent  of  the  patients  in  this  series. 
With  relaxation  of  muscles  associated  with  affected 
joints,  there  was  a reduction  in  deformity.  It  was  found 
that  relief  from  pain  followed  indirectly  from  relaxation 
of  muscles  associated  with  the  affected  joints.  Preventing 
or  decreasing  amount  of  muscle  spasm  prevented  devel- 
opment of  deformities,  and  if  deformities  already  existed 
they  were  reduced. 

There  has  been  much  discussion  as  to  the  supposed 
toxicity  of  physostigmine  when  compared  to  neostigmine. 
While  Sollmann"  considers  neostigmine  to  be  less  toxic 
than  physostigmine,  Cohen  is  of  the  opinion  that  physo- 
stigmine is  no  more  toxic  than  is  neostigmine,  and  this 
is  also  my  present  opinion.  This  latter  view  is  also  ex- 
pressed in  New  and  Nonojficial  Remedies  * "There  is  no 
satisfactory  evidence  that  the  symptoms  produced  by 
toxic  doses  of  neostigmine  salts  are  any  less  severe  than 
those  produced  by  comparable  doses  of  physostigmine  or 
its  salts.” 

The  nerve  impulse  is  transmitted  across  the  nerve 
synapse  by  means  of  acetylcholine.  It  is  exceedingly 


active  pharmacologically.  It  is  hydrolized  by  cholines- 
terase. Physostigmine  inhibits  the  hydrolytic  action  of 
cholinesterase,  permitting  an  increase  of  acetylcholine  in 
the  body.  The  pharmacological  action  of  physostigmine 
is  in  reality  the  action  of  acetylcholine.  Physostigmine  is 
classified  as  a cholinergic  drug. 

Atropine  sulfate  acts  upon  the  neuromuscular  junc- 
tion, or  muscle  plate,  and  inhibits  the  action  of  acetyl- 
choline there.  It  blocks  the  parasympathetic  action  of 
acetylcholine  on  smooth  muscle  of  the  gastrointestinal 
tract,  the  pupillary  muscle,  and  the  salivary  gland. 

Of  recent  interest  is  the  use  of  cortisone  and  ACTH 
by  Hench  and  his  associates,''  and  others,’’’'’®  for  the 
treatment  of  rheumatoid  arthritis.  These  investigators 
report  a lessening  of  muscle  stiffness  and  improvement 
in  articular  and  muscular  function  in  treated  patients, 
with  relief  of  tenderness  about  joints. 

It  is  interesting  to  note  that  solutions  of  physostigmine 
and  atropine  act  similarly  to  curare  and  d-tubocurarine 
in  rheumatoid  spondylitis,  which  recently  was  discussed 
by  Norcross,  Robins  and  Lockie.''*  However,  a solution 
of  physostigmine  and  atropine  does  not  give  the  un- 
toward side  reactions  which  are  characteristic  of  curare, 
a dangerous  drug  in  the  hands  of  an  inexperienced 
clinician. 

In  the  past,  the  stabilization  of  physostigmine  salts 
offered  a difficult  problem  to  clinicians  who  desired  to 
use  them.  The  fact  that  the  compounds  decomposed  rap- 
idly in  solution^"  made  it  imperative  that  fresh  solutions 
be  prepared.  Recently,  however,  a stable  preparation  has 
been  offered  commercially,  and  it  is  available  in  multiple 
dose  vials.  Atropine  is  combined  with  physostigmine  to 
mask  certain  undesirable  actions  of  the  latter  drug.  This 
was  one  of  the  medications  employed  in  the  present 
studies. 

The  importance  of  passive  and  mild  exercise  for  relief 
of  skeletal  muscle  spasm  and  the  importance  of  posture 
and  position  in  bed  to  prevent  development  of  deformi- 
ties in  rheumatoid  arthritis,  has  been  emphaszied  recently 
by  many  rheumatologists,  among  whom  are  Hollander,^' 
Cecil,'"  Steinbrocker,'®  Holbrook''*  and  the  writer.*’’ 

Two  solutions  were  used  in  the  investigation,  one  an 
aqueous  solution  and  the  other  an  oil  solution.  Each 
cc.  of  the  aqueous  solution  contained  0.6  mg.  each  of 
physostigmine  salicylate  and  atropine  sulfate,  in  isotonic 
solution  of  sodium  chloride.  It  was  administered  intra- 
muscularly in  one  cc.  doses.  Each  cc.  of  the  oil  solution 
contained  1.2  mg.  of  physostigmine  salicylate  and  1.2 
mg.  of  atropine  sulfate,  in  sesame  oil.  This  was  admin- 
istered intramuscularly  in  0.5  cc.  doses. 


392 


The  Journal-Lancet 


Rheumatoid  arthritis.  Fifty-two  patients  whose  rheu- 
matoid symptoms  were  of  at  least  18  months’  standing 
and  who  had  received  at  least  three  injections,  were  in- 
cluded in  the  series  for  study.  They  included  both  males 
and  females,  both  white  and  Negro,  and  were  in  the 
age  range  of  14  to  82  years.  The  majority  were  in 
middle  age.  The  chief  complaints  were  pain  and  swelling 
of  loints,  difficulty  in  motion,  and  general  malaise.  All 
had  previously  received  diversified  treatment  for  their 
arthritis  from  us  or  elsewhere.  Some  had  received  injec- 
tions of  gold  compounds,  others  bee  venom,  and  still 
others  had  been  given  sulfa  drugs.  Most  of  them  had 
received  salicylates  and  some  form  of  physiotherapy. 
Ten  per  cent  of  these  patients  were  bedfast,  the  remain- 
der ambulatory.  In  90  per  cent  of  the  patients  a single 
joint  was  involved,  usually  the  arm  or  leg,  and  in  the 
remainder  two  or  more  joints  were  involved.  In  90  per 
cent  of  the  patients  the  pain  was  rated  as  severe  and 
75  per  cent  exhibited  swelling  of  a joint.  They  were 
given  a total  of  1100  injections  over  a period  of  18 
months,  ranging  in  number  per  patient  from  three  to 
fifty.  When  employed,  most  of  these  patients  were 
farmers  or  laborers.  They  lived  in  the  south  near  Mo- 
bile, Alabama,  although  the  study  also  includes  a few 
patients  from  the  north.  Many  of  them  had  lived  on 
a low  nutritional  level. 

The  effects  from  the  injections  were  determined  dur- 
ing the  first  30  minutes  following  injection  and  by  ques- 
tioning patients  at  the  time  of  the  succeeding  visit.  The 
findings  are  given  in  Table  I. 

Table  1 

Average  Relief  Relief  Length 
No.  of  No.  of  in  in  of 

Patients  Injections  10  Mm  30  Mm.  Effect 

A*  Aqueous  28  26.2  11  28  3 days 

B*  Oil  24  15,3  6 24  5 days 


Patients  experienced  varying  degrees  of  relaxation 
within  30  minutes  from  the  time  of  injection,  as  exhib- 
ited by  increased  mobility  of  joints  with  decrease  in 
severity  of  pain.  As  treatment  continued,  they  obtained 
with  each  injection  a greater  degree  of  relaxation  and 
articulation.  In  patients  receiving  the  aqueous  form,  a 
slow  return  of  stiffness  was  sometimes  evident  after  three 
days.  As  the  number  of  injections  increased,  the  period 
of  relief  lengthened  somewhat.  This  was  likewise  true 
of  patients  receiving  the  oil  injections,  but  the  period  of 
relief  was  longer.  Relief  from  pain  followed  indirectly 
from  relaxation  of  skeletal  muscle  spasm.  Swelling  sub- 
sided more  slowly  than  pain. 

In  general,  bedfast  patients  became  ambulatory  after 
six  injections  of  the  aqueous  solution  and  ambulatory 
patients  were  able  to  return  to  .gainful  occupation  after 
six  to  ten  injections. 

All  patients  showed  marked  subjective  improvement. 
They  felt  better,  they  were  more  relaxed,  they  were  more 
self-reliant,  and  were  relieved  of  the  psychic  trauma  of 
invalidism. 

Patients  were  instructed  with  respect  to  improvement 
of  their  diet  and  to  exercise  as  freely  as  possible  up  to  the 
point  of  discomfort.  It  was  unnecessary  to  give  analgesics. 


Relapses  of  stiffness  occurred  in  patients  who  were 
tardy  in  their  return  for  further  injections.  Neverthless, 
they  responded  satisfactorily,  some  better,  to  a succeed- 
ing series  of  injections. 

At  the  time  of  the  first  injection,  it  is  advantageous  to 
demonstrate  the  prompt  improvement  in  motion  articula- 
tion as  a means  of  encouragement  to  the  patient  to  fol- 
low the  regimen  of  treatment  recommended  for  him. 
"Failures”  may  be  explained  many  times  by  failure  to 
look  for  prompt  relaxation  and  to  allow  the  patient  con- 
sciously to  experience  it. 

Myositis.  Thirteen  patients  with  idiopathic  myositis 
were  given  short-wave  therapy  with  two  to  four  injections 
of  Phyatromine.®  Excellent  relaxation  was  obtained. 
Recurrences  followed  change  in  seasons  and  weather,  and 
those  environmental  factors  that  usually  cause  recurrence 
of  symptoms.  Traumatic  myositis  likewise  responds  to 
the  medication. 

Muscular  strains.  Two  to  four  daily  injections  of  the 
aqueous  Phyatromine  were  given  to  18  patients  with 
muscular  strains.  They  obtained  relief  in  strains  from 
traumatic  injuries  of  this  type.  Diathermy  may  be  used 
simultaneously,  if  so  desired. 

Discussion 

Administration  of  a solution  of  physostigmine  salicyl- 
ate and  atropine  sulfate  (Phyatromine®)  to  patients 
with  rheumatoid  arthritis,  either  in  aqueous  or  oil  solu- 
tion was  promptly  followed  by  relief  from  muscle  stiff- 
ness, improvement  of  joint  muscle  function,  and  decrease 
in  tenderness  of  joints.  These  clinical  findings  seem  to 
parallel  the  reports  of  Hench  and  his  associates^'*  using 
Compound  E. 

Thus,  it  appears  that  physostigmine  relieved  voluntary 
muscle  spasm  in  rheumatoid  conditions,  or  those  caused 
by  trauma,  by  breaking  the  nerve  reflex  arc.  It  acts  upon 
certain  cells  in  the  spinal  cord  which  are  a part  of  the 
reflex  arc  pattern.  The  best  results  were  obtained  when 
daily  injections  were  given  until  maximum  improvement 
was  obtained.  Injections  were  then  given  less  and  less 
frequently,  until  patients  were  instructed  to  return  only 
when  they  needed  relief  from  recurring  pain. 

Because  of  economic  conditions  and  the  inconvenience 
of  daily  trips  to  the  office  for  injections,  the  majority  of 
the  patients  studied  were  unable  to  follow  a daily  sched- 
ule of  injections.  They  generally  received  twice-weekly 
or  weekly  injections.  It  was  possible  to  observe  the  length 
of  the  relaxing  effect  from  a single  injection  in  these 
patients. 

Thirty-four  per  cent  of  the  patients  receiving  the  aque- 
ous injection  reported  varying  degrees  of  relief  from 
muscle  stiffness  in  ten  minutes  and  all  within  30  minutes. 
Patients  receiving  injections  twice-weekly  or  weekly,  re- 
ported improvement  lasting  on  the  average  of  three  days. 
As  the  treatment  period  was  continued  in  this  group, 
the  intervals  between  injections  were  lengthened.  Pa- 
tients receiving  injections  of  the  oil  solution  experienced 
relief  for  longer  periods  of  time.  Bedfast  patients  gen- 
erally became  ambulatory  following  three  to  ten  injec- 
tions. 
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As  muscular  and  articular  function  was  improved,  the 
patients  recovered  their  ability  to  execute  more  complex 
movements,  such  as  feeding  and  dressing  themselves  and 
caring  for  their  own  toilet.  In  these  respects  the  findings 
compare  with  those  of  Hench  and  his  associates  using 
Compound  E.  Many  were  able  to  return  to  gainful  em- 
ployment. All  experienced  improvement  of  appetite,  gain 
in  weight  and  recovery  of  their  feeling  of  wellbeing. 
These  clinical  effects  helped  them  to  get  over  the  psychic 
trauma  of  having  a crippling  disease. 

The  side  effects  of  this  medication  are  those  character- 
istic of  atropine.  They  include  blurring  of  vision  and 
drying  of  mouth.  The  extent  of  reaction  varies  with 
patients.  Two  patients  exhibited  syncope  and  one  patient 
showed  puffed  lips,  ringing  in  the  ears,  and  difficulty  in 
deglutition.  A difference  has  been  noted  between  the 
frequency  and  extent  of  blurred  vision  and  decreased 
salivary  secretion  between  patients  in  the  north  and  south 
receiving  the  same  dosage.  The  side  effects  appear  less 
frequently  and  less  intensively  in  patients  in  the  north. 

It  has  been  shown  that  passive  or  mild  exercise  of  the 
involved  muscles  and  joints  in  rheumatoid  arthritis  car- 
ried out  over  a period  of  time  seems  to  be  followed  by 
apparent  relief  from  stiffness  and  freedom  of  motion. 
Movement  of  muscle  per  se  tends  to  relieve  stiffness. 
It  is  possible  that  the  benefits  derived  from  mild  exer- 
cise are  due  in  part  to  increasing  the  metabolic  rate  of 
skeletal  muscle,  beneficial  effects  arising  from  liberation 
of  heat  within  the  muscle  due  to  metabolism  of  carbo- 
hydrate, improvement  of  circulation  and  relief  from 
anoxia  that  might  be  present,  and  a restoration  of  the 
series  of  continuous  reactions  that  proceed  in  the  physio- 
logical functioning  of  skeletal  muscle. 

To  utilize  physiotherapeutic  procedures  many  times 
increases  the  cost  of  medical  care  beyond  the  ability  of 
the  patient  to  pay  for  them  or  introduces  inconveniences 
rather  than  rendering  them  impractical  or  impossible  for 
the  individual  patient.  However,  by  using  a solution  of 
physostigmine  and  atropine  salts,  it  is  possible  to  decrease 
stiffness  and  tenderness,  permitting  the  patient  to  use 
the  affected  muscles  and  joints  more  freely,  which  in 
turn  has  a relaxing  effect.  Thus,  a cycle  of  events  is  set 
up  aiding  the  natural  forces  in  correcting  the  pathologi- 
cal, mental  and  physical  states. 

We  have  found  that  a solution  of  physostigmine  sal- 
icylate and  atropine  sulfate  (Phyatromine®)  gives  relief 
promptly  in  spasm  and  discomfort  in  myositis  and  in 
muscular  strains.  While  the  solution  of  physostigmine 
and  atropine  in  oil  gave  longer  effects,  we  found  the 
aqueous  solution  to  be  more  convenient  when  frequent 
injections  were  required. 

Conclusions 

1.  Administration  of  solution  containing  physostig- 
mine and  atropine  (Phyatromine®)  to  patients  with 
rheumatoid  arthritis  and  idiopathic  myositis  is  generally 
followed  by  prompt  relief  from  stiffness  oI  involved 


joints  and  muscles  and  improvement  of  articular  and 
muscular  function. 

2.  Subsequent  to  relief  from  muscle  spasm,  there  is 
a decrease  in  tenderness  of  the  soft  structures  about  the 
joint  and  in  acute  cases,  a decrease  in  swelling. 

3.  Relaxation  of  muscle  spasm  apparently  prevents  the 
development  of  deformities,  and  if  deformities  have  oc- 
curred, some  patients  respond  by  reduction  of  the  de- 
formities. The  extent  of  reduction  of  the  deformed 
joint  depends  upon  the  amount  of  fibrosis  and  ankylosis 
which  may  have  occurred. 

4.  With  decrease  of  pain  and  improvement  of  articu- 
lar and  muscular  function  and  the  recovery  of  the  ability 
to  execute  complicated  movements  of  the  affected  joint, 
there  is  an  improved  mental  attitude  of  the  patient, 
accompanied  by  improvement  of  nutrition  of  patient. 

5.  Succeeding  injections  give  the  patient  more  marked 
and  sustained  relief  than  do  the  primary  injections. 

6.  Administration  of  a solution  of  Phyatromine®  to 
patients  with  muscular  strains,  due  to  trauma,  gives  relief 
from  associated  skeletal  muscle  spasm. 

7.  There  is  no  evidence  that  a solution  of  physostig- 
mine and  atropine  benefit  the  arthritic  process  per  se. 
Together,  they  seem  to  provide  by  their  coaction,  pallia- 
tive relief,  permitting  the  patient  to  recover  the  ability 
to  use  affected  muscles  and  joints. 
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Rat-Bite  Fever  Due  to  Streptobacillus  Moniliformis 

Report  of  a Case  Occurring  in  Minnesota 

E.  R.  Hayes,  M.D.,  E.  G.  Kidd,  M.D.,*  D.  W.  Cowan,  M.D. 

Minneapolis,  Minnesota 


Two  micro-organisms,  Streptobacillus  moniliformis 
and  Spirillum  minus,  which  appear  in  no  way  re- 
lated to  one  another,  are  capable  of  producing  in  man 
the  clinical  entity  known  as  rat-bite  fever.  The  etiological 
differentiation  between  the  two  infections  appears  to  be 
impossible  on  clinical  grounds  and  must  be  made  by  bac- 
teriologic  methods.  The  animal  most  often  the  source  of 
the  organisms  is  the  rat  and  transmission  is  via  bite.  One 
epidemic  of  the  streptobacillary  form  of  the  disease, 
apparently  milk-borne,  has  been  described.  This  epi- 
demic, which  occurred  in  Haverhill,  Massachusetts,  was 
reported  by  Place,  Sutton,  and  Willmer  in  1926’  and 
constitutes  the  first  concise  description  of  the  clinical 
entity  of  rat-bite  fever  due  to  Streptobacillus  monilifor- 
mis. From  their  papers’ •"  stem  the  terms  "Haverhill 
fever”  and  "erythema  arthriticum  epidemicum.” 

Spirillum  minus,  a spiral  micro-organism  demonstrable 
by  dark  held  examination,  produces  the  so-called  "Ori- 
ental” form  of  the  disease  termed  "Sodoku.”  This  type 
has  been  recognized  as  an  entity  a good  while  longer 
than  that  due  to  Streptobacillus  moniliformis,  chiefly 
because  the  bacteriologic  recognition  of  Streptobacillus 
moniliformis  has  become  universal  only  in  recent  years. 
Sodoku  is  by  no  means  conhned  to  the  Orient.  Arsen- 
icals  are  apparently  quite  specihc  for  Spirillum  minus 
infections. 

Streptobacillus  moniliformis  is  an  extremely  pleomor- 
phic gram-negative  rod  that  requires  enriched  media  for 
growth.  It  is  a normal  inhabitant  of  the  nasopharynx 
of  approximately  50  per  cent  of  laboratory  rats.’  Char- 
acteristically It  produces  in  man  an  illness  beginning  ab- 
ruptly with  high  fever  and  chills.  A skin  rash,  usually 
irregular,  blotchy,  maculo-papular,  and  particularly  apt 
to  involve  the  extremities,  appears  within  a few  days. 
Polyarthritis,  which  may  migrate,  appears  at  any  time 
within  two  weeks  of  the  onset.  Recovery  often  occurs 
spontaneously  but  cases  of  prolonged  illness  with  a re- 
lapsing type  of  fever  and  painful  chronic  arthritis  result 
occasionally. ‘ Six  deaths  have  been  reported 
n.  i.  s.  ii,  lo.  II.  necropsy  showed  marked 

inflammatory  changes  in  the  myocardium  and/or  the 
endocardium.  The  organism  may  be  cultured  directly 
from  the  blood  or  joint  fluid,  or  after  animal  inocula- 
tion. The  development  of  a significant  agglutinin  titer 
in  the  serum  may  also  be  diagnostic.  Rat-bite  fever  due 
to  Streptobacillus  moniliformis  has  been  treated  success- 
fully with  both  penicillin  and  streptomycin.’’ 

‘From  the  Students'  Hcaltli  Service  and  Department  of  Medi- 
cine, University  of  Minnesota,  Minneapolis,  Minnesota. 

*FcIlow,  Department  of  Medicine,  University  of  Minnesota 
J lospitals,  Minneapolis,  Minnesota. 


An  exhaustive  review  of  rat-bite  fever  has  been  com- 
piled by  Brown  and  Nunemaker.'  An  attempt  at  differ- 
entiation between  the  two  types  on  clinical  grounds  alone 
has  been  concisely  tabulated  by  Altheimer,  Snyder,  and 
Howe.’  ^ 

Case  Report 

A 24-year-old  white  male  graduate  student,  working 
with  laboratory  rats  in  the  department  of  neurophysiol- 
ogy, was  seen  initially  in  the  Outpatient  Clinic  of  the 
Students’  Health  Service  on  December  14,  1949,  with 
the  complaint  that  a rat  had  bitten  him  on  the  tip  of 
the  right  forefinger.  This  particular  rat,  and  a few  oth- 
ers in  the  colony,  had  been  noted  to  have  signs  of  coryza. 
There  were  no  signs  of  inflammation.  The  wound  had 
been  treated  with  an  antiseptic  solution;  he  was,  there- 
fore, given  a "booster”  dose  of  tetanus  toxoid  and  dis- 
charged. The  following  day  there  were  signs  of  a mild 
pulp  space  infection  about  the  area  of  the  bite  and  he 
was  given  one  injection  (400,000  u.)  of  penicillin,  fol- 
lowing which  the  inflammation  quickly  subsided. 

On  January  11,  1950,  he  developed  mild  coryza,  fever, 
chilliness,  malaise,  and  frontal  headache.  The  next  day 
a rash  appeared  on  the  dorsum  of  the  hands  and  with 
continuance  of  systemic  symptoms  the  rash  appeared  on 
the  dorsum  of  the  feet  and  extensor  surfaces  of  the  el- 
bows. During  the  two  days  prior  to  his  admission  to  the 
hospital  on  January  16,  1950,  he  developed  mild  arthral- 
gia in  both  wrists  and  extremely  severe  pain  on  move- 
ment of  the  right  ankle.  His  past  health  had  been  ex- 
cellent and  there  was  no  history  of  urethritis  or  rheu- 
matic disease.  The  laboratory  rats  had  bitten  him  on 
previous  occasions  over  a period  of  six  months  but  no 
symptoms  had  developed  as  a result. 

Physical  examination  showed  a well  nourished  febrile 
young  man  whose  chief  complaint  was  an  extremely  pain- 
ful right  ankle.  The  pertinent  findings  were:  (1)  a red, 
irregular,  maculopapular  rash  on  the  extensor  surfaces 
of  the  arms  and  legs  and  the  dorsum  of  the  hands  and 
feet;  (2)  a small  non-tender  lymph  node  in  the  right  epi- 
trochlear  and  right  axillary  regions;  (3)  a palpable 
spleen  tip;  (4)  a right  ankle  that  was  extremely  pain- 
ful on  any  movement,  but  which  evidenced  no  other  in- 
flammatory sign.  The  temperature  was  103.2°,  the  pulse 
120,  and  the  blood  pressure  120/70.  There  was  no  sign 
of  the  original  rat  bite. 

The  white  blood  count  was  10,400  (77  per  cent  neu- 
trophils) and  the  erythrocyte  sedimentation  rate  31.0 
mm.  by  the  Westergren  method.  There  was  no  anemia 
and  the  urine  was  not  abnormal.  The  heterophile  anti- 
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body  titer  was  1:14.  Agglutinins  to  the  para  typhoids, 
B.  abortus  and  B.  tularense,  were  absent.  There  was  an 
atypical  agglutinin  titer  of  1:320  to  B.  typhosus.  Roent- 
genograms of  the  chest  and  right  ankle  showed  no  ab- 
normalities. The  electrocardiogram  was  within  normal 
limits.  The  Wassermann  reaction  was  negative.  Strep- 
tobacillus  moniliformis,  with  typical  colony  formation, 
was  grown  out  of  two  pre-treatment  blood  cultures.  The 
organism  was  also  recovered  after  mouse  inoculation  with 
whole  blood.  Attempts  to  demonstrate  Spirillum  minus 
in  serum  from  abraded  skin  lesions  and  after  guinea  pig 
inoculations  with  similar  material  revealed  no  evidence 
of  this  organism.  It  was  found  that  the  Streptobacillus 
moniliformis  recovered  from  this  patient  was  completely 
inhibited  by  0.1  unit  per  cc.  of  penicillin  and  similarly 
inhibited  by  five  micrograms  per  cc.  of  streptomycin. 

During  the  two  days  prior  to  treatment  the  arthralgia 
of  the  wrists  became  more  severe  and  fluctuated  a good 
deal.  The  rash  became  more  prominent  with  the  forma- 
tion of  a few  tiny  pustules.  Crystalline  penicillin  in  doses 
of  100,000  units  intramuscularly  every  six  hours  was 
begun  on  the  third  hospital  day  and  continued  for  five 
days.  By  the  fourth  day  of  therapy  the  temperature  had 
returned  to  normal,  the  rash  had  vanished,  and  the  only 
complaint  was  of  mild  pain  in  the  right  ankle  on  walk- 
ing. On  February  7,  1950,  he  was  seen  again  as  an  out- 
patient; at  this  time  there  were  no  complaints,  the  phys- 
ical examination  was  entirely  normal,  and  the  white  blood 
cell  count  and  sedimentation  rate  had  returned  to  within 
normal  limits.  Blood  cultures  on  this  date  and  on  March 
10,  1950,  were  sterile.  He  has  now  remained  asympto- 
matic for  four  months.  Agglutinin  titers  to  the  Strepto- 
bacillus were  performed  on  serum  obtained  on  January 
18,  1950,  and  February  7,  1950,  by  Lucille  B.  Robinson, 
bacteriologist  at  the  Veterans’  Administration  Hospital 
in  Washington,  D.  C.  The  serum  obtained  in  the  earlier 
phase  of  the  illness  showed  no  agglutinin  titer;  that  ob- 
tained following  clinical  recovery  showed  an  agglutinat- 
ing titer  of  1:80. 

Summary 

1.  A case  of  rat-bite  fever  in  a laboratory  worker  due 
to  Streptobacillus  moniliformis,  treated  successfully  with 
penicillin,  is  reported.  It  seems  surprising  that  more  in- 


fections of  this  nature  do  not  occur  recognizably  in  per- 
sons using  rats  as  experimental  animals. 

2.  The  suggestions  of  Brown  and  Nunemaker  re- 
garding terminology  ' are  followed;  i.  e.,  that  the  clin- 
ical entity  may  be  described  as  rat-bite  fever  but  that  the 
etiologic  agent  should  be  specified,  and  also  the  terms 
"Haverhill  fever”  and  "erythema  arthriticum  epidemi- 
cum”  should  be  reserved  for  epidemics  similar  to  the  one 
described  by  Place,  Sutton,  and  Willmer.’ 
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THE  RECORD  IS  BETTER  THAN  WE  THINK 

Self -analysts  of  our  health  resources  and  the  use  we  are  making  of  them  is  vital.  So  much  health 
progress  has  been  made  in  such  a short  time  that  the  present  picture  is  one  of  confusion.  Some  areas 
of  the  country  have  moved  ahead  so  fast  that  others  have  been  left  behind.  In  several  departments  of 
medicine,  for  instance,  the  conquest  of  disease  has  been  so  thorough  that  we  are  appalled  by  the  con- 
trast in  other  departments.  We  seem  to  be  saying:  "Why  can't  we  do  for  cancer,  heart  disease  and  polio 
what  has  been  done  for  smallpox,  typhoid  and  diphtheria?’’  But  we  are  doing  these  things.  Cancer  is 
undergoing  the  most  intensive  study  every  applied  to  any  single  disease.  Heart  disease  is  much  less 
prevalent  in  youth  and  middle  age  than  it  used  to  be  only  a few  years  ago.  Victims  of  polio  now  have 
the  benefit  of  earlier  diagnosis,  and  therefore  earlier  treatment,  than  was  possible  only  recently. — From 
an  address  The  Nation’s  Health,  by  Admiral  William  H.  P.  Blandy,  U.S.N.(Ret.) 
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The  Diagnosis  and  Treatment  of  Hemangiomas'" 

Carl  W.  Laymon,  M.D.t 
Minneapolis,  Minnesota 


Hemangiomas  are  grouped  under  nevi  which  include 
a variety  of  circumscribed  new  growths  of  congeni- 
tal origin  (birthmarks),  which  may  be  present  at  birth 
or  occur  in  later  life.  Nevi  may  develop  from  both  epi- 
dermal and  mesodermal  structures,  and  seem  to  originate 
from  cell  rests.  Angiomas  represent  hyperplasia  of  blood 
or  lymph  vessels  and  stand  in  contrast  to  so-called  non- 
vascular  nevi  in  which  epidermal  or  connective  tissues  pre- 
dominate. Angioma  is  the  term  applied  to  a tumor  com- 
posed of  newly  formed  vessels;  hence,  an  angioma  arising 
from  blood  vessels  is  a hemangioma.  In  certain  cases 
both  lymph  and  blood  vessels  are  hyperplastic  to  which 
the  term  hemolymphangioma  has  been  applied.  The  fol- 
lowing are  the  chief  types  of  vascular  nevi:  (1)  nevus 
flammeus  or  port  n’ine  stain  which  is  a capillary  hem- 
angioma characterized  by  flat,  non-elevated  pink,  red  or 
purplish  lesions;  (2)  hemangioma  simplex  or  strawberry 
mark  which  is  composed  of  dilated  capillaries  and  small 
veins  or  arterioles;  (3)  cavernous  hemangioma  which  is 
made  up  of  larger  and  more  widely  dilated  vessels  with 
narrow  connective  tissue  septa. 

Nevus  flammeus;  port  ivine  stain: 

Port  wine  angiomas  are  frequently  unilateral,  located 
on  the  face  and  neck,  although  they  may  be  extremely 
extensive  and  involve  large  areas  of  the  body.  They  are 
most  frequently  encountered  in  children  and  may  be 
single  or  multiple  and  range  from  small  red  macules  to 
large  purple  patches.  Their  surface  is  usually  smooth, 
although  occasionally  nodular  outgrowth  may  be  present. 
The  occurrence  of  this  type  of  angioma  in  the  nuchal 
region  is  one  of  the  commonest  congenital  defects  of 
the  skin. 

Hemangioma  simplex;  strawberry  mark: 

These  lesions  may  be  present  at  birth  or  develop  with- 
in the  first  few  weeks  of  life.  They  vary  extremely  in 
size,  and  range  in  color  from  bright  red  to  purple.  Most 
of  the  lesions  are  slightly  raised  and  are  sometimes 
broken  up  into  small  components  between  which  the  skin 
IS  telangiectatic.  They  occur  most  frequently  on  the  face 
and  neck,  although  they  may  appear  on  any  part  of  the 
body.  Ulceration  or  hemorrhage  occur  occasionally. 

Cavernou  s Hemangioma: 

Cavernous  hemangiomas  vary  in  size  and  shape,  but 
are  in  general  round  or  oval  and  bright  red  to  deep 
purple.  Their  consistency,  as  a rule,  is  spongy  hut  if 
they  persist  into  adult  life  may  become  more  fibrous. 

*Froin  the  Department  of  Dermatology,  Minneapolis  Gen- 
eral f lospital,  and  the  Division  of  Dermatology,  University  of 
Minnesota. 

'Director.  Department  of  Dermatology,  Minneapolis  Gen- 
eral Hospital. 


As  is  the  case  in  hemangioma  simplex,  these  lesions  occur 
most  frequently  about  the  head  and  neck,  but  may  be 
found  on  almost  any  part  of  the  body.  A more  super- 
ficial variety  involves  the  skin  and  subcutaneous  tissue 
and  is  elevated  above  the  surface.  In  deeper  types  the 
subcutaneous  or  submucous  portion  of  the  angioma  may 
be  larger  than  the  visible  cutaneous  lesions.  The  skin 
overlying  cavernous  hemangiomas  may  be  of  normal 
color  or  the  site  of  superficial  vascular  nevus.  In  lesions 
which  have  undergone  trauma  with  subsequent  hemor- 
rhage or  ulceration,  considerable  fibrous  tissue  may  be 
formed. 

Treatment  of  Hemangiomas 

There  are  several  acceptable  methods  of  treating  in- 
fantile hemangioma  which  include  radium,  roentgen 
rays,  injections  of  sclerosing  fluid,  solid  carbon  dioxide, 
high  frequency  coagulation,  surgical  removal,  and  no 
treatment  at  all  when  a spontaneous  involution  is  ex- 
pected. 

There  are  many  competent  dermatologists  who  firmly 
believe  that  spontaneous  involution  occurs  within  the 
first  five  or  six  years  of  life  in  the  majority  of  hemangio- 
mas of  the  cavernous  and  strawberry  type,  and  that  if 
size,  location,  sex  and  parents’  cooperation  justify  ex- 
pectant therapy  this  should  be  the  treatment  of  choice. 
Most  dermatologists  who  hold  this  view  believe  that  if 
the  hemangioma  is  large  and  cavernous  or  small  and 
easily  removable  or  if  it  is  located  on  an  exposed  part 
and  the  parents  are  unwilling  to  wait  five  or  six  years 
for  spontaneous  involution,  the  form  of  active  therapy 
considered  the  best  should  be  administered. 

Undoubtedly  there  are  advocates  for  treatment  by 
means  of  injections  of  sclerosing  fluids.  Severe  local 
reactions  may  occur  and  the  local  discomfort  is  fre- 
quently lengthy.  Ulceration  with  subsequent  scarring  is 
not  infrequent;  hence,  this  method  is  being  used  less 
and  less. 

In  hemangiomas  of  the  strawberry  and  cavernous 
types,  especially  the  latter,  applications  of  solid  carbon 
dioxide  in  mild  dosage  frequently  produce  completely 
satisfactory  results.  The  carbon  dioxide  is  collected  in  a 
chamois-skin  bag  from  which  it  is  transferred  to  molds 
of  various  sizes  to  suit  the  individual  lesion.  The  molded 
solid  carbon  dioxide  is  then  applied  with  moderate  pres- 
sure from  three  to  ten  seconds  to  the  hemangioma. 
Swelling  and  bulla-formation  followed  by  erosion  and 
crusting  result  in  most  cases.  Uneventful  healing  oc- 
curs, however,  within  a period  of  two  to  four  weeks, 
leaving  a soft  supple,  non-hypertrophic  scar  which  later 
fades  almost  into  invisibility.  Treatments  may  be  repeat- 
ed within  three  to  four  weeks  depending  upon  the  degree 
of  local  reaction.  The  number  of  treatments  varies  in 
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the  individual  case.  Prolonged  applications  (30  to  60 
seconds)  under  firm  pressure  are  not  advocated  because 
of  the  intensity  of  the  reaction. 

Most  hemangiomas  of  the  cavernous  and  strawberry 
types  are  responsive  to  both  x-rays  and  radium.  The 
injudicious  use  of  either  of  these  agents  can  produce 
serious  or  even  disastrous  sequelae;  hence,  such  treatment 
should  never  be  attempted  by  one  who  is  not  thoroughly 
versed  in  the  details  of  application  of  these  modalities. 
The  production  of  radiodermatitis  as  a result  of  the 
treatment  of  cavernous  or  strawberry  hemangiomas  is 
to  be  heartily  condemned.  Such  sequelae  persist  through- 
out life  and  not  only  lead  to  disfigurement,  but  may 
eventually  predispose  to  squamous  cell  epithelioma  of  a 
high  degree  of  malignancy.  The  careful  use  of  x-rays 


and  radium,  however,  by  those  who  are  properly  equip- 
ped and  thoroughly  trained  in  dermatology  and  radio- 
therapeutics,  constitute  an  acceptable  form  of  treatment. 
Attention  should  be  called  to  other  occasional  disastrous 
sequelae  of  radiation  therapy,  such  as  atrophy  of  bones, 
the  development  of  sarcoma  arising  in  irradiated  bone 
and  atrophy  of  the  female  breast  following  the  use  of 
radium  for  hemangioma. 

Because  of  the  fact  that  the  hazards  of  any  effective 
form  of  treatment  of  nevus  flammeus  are  so  great  it  is 
best  not  to  treat  them  at  all.  Radium,  x-rays,  solid  car- 
bon dioxide  and  other  modes  of  treatment  have  made 
the  lesions  worse  rather  than  better  in  most  cases.  Most 
of  them  can  be  satisfactorily  concealed  by  cosmetic 
preparations  now  on  the  markfet. 
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Dermatology  at  the  Minneapolis  General  Hospital.  He  is  a 
member  of  Minnesota  State  Medical  Society,  A.M.A.,  Ameri- 
can Academy  of  Dermatology,  American  Dermatological  Asso- 
ciation, Chicago  Dermatological  Society,  and  the  Society  for 
Investigative  Dermatology. 

★ 

Wallace  Marshall,  a graduate  of  Northwestern  medical 
school,  practices  at  Two  Rivers,  Wisconsin.  He  is  secretary  of 
the  Manitowoc  County  chapter  of  the  A.A.G.P.,  and  is  a mem- 
ber of  the  American  Federation  for  Clinical  Research,  the 
A.M.A.,  and  the  Wisconsin  Medical  Society. 

★ 

Lester  Joerg  Palmer,  a graduate  of  Northwestern  Univer- 
sity school  of  medicine,  specializes  in  internal  medicine  in  Seattle. 
A clinical  professor  of  medicine  at  the  University  of  Washing- 
ton school  of  medicine,  he  holds  membership  in  the  A.M.A., 
county  and  state  medical  societies,  American  College  of  Physi- 
cians, American  Diabetes  Association,  and  the  North  Pacific 
Society  of  Internal  Medicine. 

★ 

William  A.  Stafne  was  graduated  from  the  University  of 
Minnesota  medical  school,  took  graduate  work  at  the  Mayo 
Clinic,  specializes  in  internal  medicine  in  Fargo,  North  Dakota. 
He  is  a member  of  district  and  county  medical  societies, 
A.M.A.,  F.A.C.P.,  and  is  a diplomate  of  the  American  Board 
of  Internal  Medicine. 

★ 

K.  W.  Stenstrom  received  his  Ph  D.  in  physics  from  the 
University  of  Lund,  Sweden,  and  used  a Swedish-American 
fellowship  for  a year’s  study  at  Harvard.  He  served  as  physicist 
for  the  State  Institute  for  the  Study  of  Malignant  Disease  in 
Buffalo,  New  York  from  1920  to  1926,  is  now  professor  of 
biophysics  in  the  department  of  radiology  at  the  University  of 
Minnesota  as  well  as  director  of  radiation  therapy. 

★ 

Lester  E.  Wold  is  a graduate  of  Rush  Medical  School,  took 
graduate  work  at  the  Mayo  Foundation,  specializes  in  internal 
medicine  in  Fargo,  North  Dakota.  He  is  a member  of  district 
and  state  medical  societies,  A.M.A.,  and  is  a diplomate  of  the 
American  Board  of  Internal  Medicine. 
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Current  Therapy  1950 — Latest  Approved  Methods  of  Treat- 
ment for  the  Tract  temp,  Physician,  edited  by  Howard  F. 
Conn,  M.D.  Consulting  Editors:  M.  Edward  Davis,  Vincent 
J.  Derbes,  Garfield  G.  Duncan,  Hugh  J.  Jewett,  William  J. 
Kerr,  Perrin  H.  Long,  H.  Houston  Merritt,  Paul  A.  O'Leary, 
Walter  L.  Palmer,  Hobart  A.  Reimann,  Cyrus  C.  Sturgis, 
Robert  H.  Williams.  736  pages.  Philadelphia  and  London: 
W.  B.  Saunders  Company,  1950,  ^10.00. 


This  volume,  the  second  in  this  series,  is  a record  of  current 
treatment  procedures  as  practiced  by  the  more  than  250  con- 
tributors represented.  As  Howard  Conn,  the  editor,  says,  "It  is 
designed  to  be  complete  in  itself  and  to  contain  all  the  informa- 
tion that  the  busy  physician  needs  in  order  to  treat  the  variety 
of  disease  manifestations  which  confront  him. 

The  book  is  well  indexed,  clear  and  concise,  and  gives  several 
recognized  alternatives  for  each  problem.  It  could  easily  be 
called  the  best  book  on  treatment  now  available  for  quick  use  in 
the  doctor's  office.  It  is  a book  that  should  be  included  in  every 
physician's  armamentarium.  R.  T. 


Communicable  Disease,  edited  by  Roscoe  L.  Pullen,  A.B., 

M.D.,  F.A.C.P.  1035  pages,  253  figures,  35  illustrations  and 

20  color  plates.  Philadelphia:  Lea  and  Febiger,  1950.  ^20.00. 

This  IS  a very  comprehensive  volume  including  every  disease 
ordinarily  included  under  this  title  as  well  as  others  not  ordi- 
narily discussed  in  treatises  on  communicable  disease.  Emphasis 
is  placed,  where  proper,  on  purely  communicable  aspects,  but 
each  subject  is  presented  with  a complete  discussion  of  the  dis- 
ease under  consideration.  Two  good  examples  are  the  subjects 
of  rheumatic  fever  and  brucellosis.  Another  example  of  the 
broad  approach  to  the  subject  is  the  inclusion  in  the  section  on 
"Communicable  Disease  with  Predominant  Skin  Manifesta- 
tions," the  subjects  of  mycetoma  pedis,  actinomycosis  blastomy- 
cosis, coccidioidomycosis,  and  histomoplasmosis. 

A rather  fascinating  appendix  is  entitled  "Pediatric  Procedures 
Helpful  in  the  Management  of  Coininunicable  Diseases.’’  This 
concise  appendix  includes  much  information,  such  as  dates  of 
dentition,  fluid  requirements  of  infants,  artificial  feeding  for- 
mulae, diagnostic  and  therapeutic  procedures  in  infancy  and 
childhood,  routes  of  administration  of  fluid  and  blood,  treat- 
ment of  diabetic  acidosis,  suggested  pediatric  prescriptions,  all 
of  great  practical  importance  to  the  pediatric  specialist  and  to 
anyone  dealing  with  children. 

The  field  of  therapy  is  well  covered,  including  the  use  of  the 
most  recent  antibiotics. 

The  physical  set-up  and  the  illustrations  are  good  and  the 
printing  makes  for  easy  reading.  The  reviewer  liked  the  con- 
tents index  as  well  as  the  general  index.  It  is  recommended 
wholeheartedly  to  every  physician,  although  probably  of  great- 
est interest  to  the  pediatrician,  internist  and  general  practitioner. 

R.  B.  R. 


Simmonds’  Disease:  Extreme  Insufficiency  of  the  Adenohypo- 
physis. by  R.  F.  Farguharson,  M B.,  F.R.C.P.(C|.  Edited 
by  Willard  O.  Thompson,  M.D.  First  Edition.  Springfield, 
Illinois:  Chas.  C.  Thomas,  1950.  89  pages.  ?2.00. 


In  this  concise  monograph  the  author  has  given  the  signifi 
cant  pathological  and  clinical  findings  of  the  characteristic  state 
of  extreme  insufficiency  of  the  adenohypophysis  recognized  and 
described  by  Simmonds.  The  destructive  lesion,  chiefly  ischemic 
necrosis,  in  a great  majority  of  cases  is  due  to  infarction  occur- 
ring after  severe  hemorrhage  in  the  puerperium.  The  retrogres- 
sion of  the  gonads,  thyroid,  and  adrenal  glands,  as  well  as 
microsplanchnia,  are  important  features  and  with  the  clinical 
picture  of  the  "thin,  wrinkled  and  pale  patient"  are  given  ade- 
quate attention.  This  is  a valuable  summarizing  essay. 

C.  A McK. 


Child  Psychiatry,  by  Leo  Kanner,  M.D.  Enlarged  second 
edition.  752  pages.  Springfield,  Illinois:  Charles  C.  Thomas 
Company,  1950.  $8.50. 


In  preparation  for  the  1930  White  House  Conference  on 
Child  Health  and  Protection,  a special  subcommittee  included 
in  their  report  some  far  reaching  conclusions.  Among  these 
were  "adequate  medical  care  of  the  child  cannot  be  given  with- 
out intelligent  attention  to  any  intellectual  and  emotional  diffi- 
culties which  may  be  present.’’  They  further  reported  "When 
trouble  arises  and  the  individual  child  is  in  distress,  a well-in- 
formed and  alert  physician  is  the  obvious  advisor.”  Dr.  Kan- 
ner's  first  edition  of  Child  Psychiatry  was  offered  as  an  attempt 
to  fulfill  the  needs  thus  expressed.  It  was  the  first  textbook  on 
child  psychiatry  published  in  the  English  language.  In  it  he 
attempted  to  cover  the  entire  field  of  children’s  personality  dis- 
orders on  a broad,  objective,  unbiased  and  practical  basis.  Al- 
though it  was  intended  primarily  for  physicians  and  medical  stu- 
dents, it  also  proved  helpful  to  those  interested  in  child  behavior 
problems:  social  workers,  psychologists,  sociologists,  educators, 
juvenile  court  workers  and  others.  Five  printings  of  this  edition 
were  mute  evidence  of  both  the  need  for  such  a text  and  the 
success  of  Dr.  Kanner’s  book  in  meeting  this  need. 

Since  publication  of  the  original  book,  child  psychiatry  has 
made  tremendous  strides.  To  keep  up  with  these  advances,  the 
author  has  reorganized,  rewritten  and  expanded  his  original 
work.  Although  still  psychobiologically  oriented.  Dr.  Kanner 
has  departed  from  the  original  Meyerian  terminology  that  made 
the  first  edition  somewhat  difficult  to  understand  for  physicians 
and  others  not  familiar  with  this  psychiatric  language. 

This  work  makes  available  the  vast  experiences  of  the  author 
in  his  everyday  contact  with  the  pediatricians  and  private  prac- 
titioners, his  consultation  work  in  clinic  and  dispensary,  his 
te.iching  activities  and  his  collaboration  with  various  child-caring 
agencies.  It  reflects  the  integration  of  his  studies  with  a great 
psychiatrist,  Adolph  Meyer,  and  a great  pediatrician,  Edward 
Park. 

The  author  does  an  exceptionally  good  job  of  bringing  out 
the  theories  and  techniques  which  he  deems  sound  in  practice 
as  well  as  in  theory.  He  describes  clinical  conditions  compre- 
hensively and  explains  their  pathogenesis  and  psychodynamics. 

The  book  is  divided  into  four  parts.  Part  I outlines  fully  the 
history  of  child  psychiatry.  Part  II  is  concerned  with  the  basic 
orientation  of  child  psychiatry.  It  includes  consideration  of  age, 
physical  condition,  intelligence,  emotion,  personality  attitudes  of 
parents,  teachers,  physicians,  the  group  and  a consideration  of 
the  material  environment.  Part  III  takes  up  clinical  considera- 
tions. It  covers  symptoms,  initial  contact,  the  case  history,  prob- 
lems of  diagnostic  adequacy,  orienting  examinations,  projective 
methods,  psychotherapy,  situational  therapy,  psychiatric  social 
work  and  prevention.  Part  IV,  Phenomenology,  is  divided  into 
three  sections.  The  first  section  is  on  personality  problems  aris- 
ing from  physical  illness.  The  second  section  is  on  psycho- 
somatic problems.  The  third  section  is  a comprehensive  study 
on  problems  of  behavior. 

The  reviewer  enthusiastically  recommends  this  book  as  a text, 
for  references  purposes  or  as  a source  of  information  to  all 
whose  work  requires  an  understanding  of  the  emotional  aspects 
of  children.  P-  C.  B. 


Amusing  Quotations  for  Doctors  and  Patients,  edited  by 
Noah  D.  Fabricant,  M.D.  150  pages.  New  York:  Grime 
& Stratton,  Inc.,  1950.  $3.00. 


Patients  as  well  as  doctors  will  enjoy  browsing  through  the 
quotations  of  this  lively  volume,  drawn  from  sources  as  diverse 
as  William  Osier  and  Francis  Bacon,  and  touching  on  almost 
every  phase  of  medical  practice.  An  excellent  hook  for  the 
waiting  room. 


V.  L.  D. 
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Editorial 


THE  CONTROVERSY  OVER  EUTHANASIA 

As  in  other  situations  in  which  deep  emotions  have 
been  aroused,  public  discussions  about  euthanasia  have 
generated  much  more  heat  than  light.  One  reason  is 
that  words  are  being  bandied  about  without  serious  re- 
gard to  their  true  or  full  meanings.  Physicians  owe  it 
to  themselves  to  be  informed  fully  and  accurately  as  to 
what  euthanasia  is  and  is  not.  They  may  disagree  among 
themselves  as  to  its  ethical  propriety  and  its  practical 
safety,  but  they  should  not  follow  the  layman  in  loose 
talk  about  what  it  entails. 

The  proponents  of  euthanasia  urge  that  a properly 
safeguarded  legal  procedure  be  set  up  whereby  a person 
who  is  adjudged  to  be  in  sound  mind  may  petition  a 
court  to  give  permission  to  the  petitioner’s  physician  to 
terminate  life  by  painless  means,  if  certain  conditions 
are  met.  These  conditions  include  a unanimous  determi- 
nation by  a board  of  e.xperts,  including  the  physician  of 
the  patient’s  choice,  that  the  patient  is  suffering  from  a 
disabling  and  painful  disease  from  which  there  is  no 
reasonable  hope  of  recovery.  They  include  the  voluntary 
petition  of  the  patient  made  under  conditions  precluding 
the  possibility  of  duress,  and  they  include  a determina- 
tion that  the  patient  was  sane  at  the  time  of  the 
petition. 

Euthanasia  does  not  include  so-called  "mercy-killing” 
by  physicians  or  others  acting  at  their  own  discretion  and 
upon  their  own  authority.  It  does  not  put  responsibility 
upon  any  one  person,  nor  upon  physicians  alone.  It  is 
not  a procedure  by  which  anyone  could  be  "put  out  of 
the  way”  by  heartless  relatives  or  guardians.  It  could 
not  be  used  in  the  case  of  mental  defectives  of  any  sort. 

Euthanasia  as  conceived  by  its  advocates  would  be  a 
safeguarded  legal  procedure  by  which  a sane  person  suf- 
fering from  an  intolerable,  incurable  disease,  might  spare 
himself  and  his  loved  ones  a long  period  of  hopeless 
agony  while  waiting  to  stop  breathing. 

The  ethics  of  euthanasia  are,  of  course,  susceptible  to 
argument.  In  essence  the  question  is  this:  Does  a sane 
person  have  a social  right  to  have  his  life  terminated 
when  It  has  become  a burden  to  himself  and  to  others? 
Society  has  not  generally  denied  itself  the  right  to  termi- 
nate lives  at  its  discretion.  Capital  punishment  for  crime 
is  practiced  in  most  civilized  countries.  It  seems  difficult 
to  harmonize  approval  of  capital  punishment  with  disap- 
proval of  euthanasia.  If  it  is  ethical  for  society  to  ter- 
minate lives  for  its  own  penal  purposes,  how  can  it  be 
unethical  for  it  to  do  likewise  for  merciful  purposes. 
In  both  instances  the  act  is  that  of  producing  death  pre- 
maturely. To  be  sure,  motives  determine  the  propriety 
of  actions.  But  when  has  self-protection  been  a more 
worthy  incentive  than  sympathy? 

Euthanasia  as  a legalized  procedure  would  unques- 
tionably be  a better  system  than  bootleg  mercy-killing. 
Perhaps  it  would  also  be  a better  system  than  that  of 
simply  letting  a hopelessly  incurable  patient  die,  as  for 


example  of  thirst  and  starvation  when  only  parenteral 
feeding  is  possible  in  a disease  such  as  cancer  of  the 
alimentary  tract. 

On  the  other  side  of  the  ledger  is  the  tradition  of 
medicine  to  heal  and  to  prolong  life  at  any  and  all  costs, 
at  least  to  the  physician.  On  this  score  one  should  re- 
member that  the  good  physician  also  eases  pain.  Here 
one  deals  simply  with  a competition  between  major  aims. 
The  dilemma  should  be  solved  in  the  interest  of  the 
patient  and  society.  There  is,  of  course,  also  the  problem 
of  determining  what  diseases  really  are  incurable.  On 
the  latter  score  common  sense  supplies  some  answers. 
No  physician  believes  seriously  that  new  advances  in 
medicine  which  may  be  made  tomorrow  will  provide 
means  to  restore  victims  of  extensive  damage  to  brain 
substance  to  pleasurable  lile.  No  one  believes  either  that 
regeneration  of  tissues  in  vital  organs  displaced  by  neo- 
plasms is  a reasonable  prospect  for  persons  debilitated 
today  by  carcinomatosis.  In  other  words  since  regenera- 
tion of  functionally  significant  central  nervous  system 
cells,  renal  parenchyma  and  many  other  structures  has 
never  been  observed  we  have  good  reason  to  believe  that 
new  developments  in  these  fields,  even  if  they  come,  will 
not  help  persons  suffering  today.  The  outside  chance 
that  they  might  should  be  weighed  against  the  virtual 
certainty,  from  a statistical  viewpoint,  that  they  will  not. 

The  problem  of  euthanasia  is  certainly  not  one  for 
physicians  to  decide  alone.  However,  it  is  a problem  in 
which  medical  thought,  ethics  and  practice  are  of  the 
highest  importance.  The  medical  community  should  lead 
the  thinking  of  the  public  at  large  in  this  matter.  The 
issue  is  not  an  academic  one.  Certain  physicians  have 
already,  unfortunately  perhaps,  taken  the  matter  into 
their  own  hands  for  personal  decisions.  As  in  the  prob- 
lem of  therapeutic  abortion  there  should  be  legal  safe- 
guards and  processes  for  the  conscientious  and  humane 
physician.  M.  B.  V. 

\ Reprinted  from  | 

I I 

We  need  a medical  journal  for  the  purpose  of  hearing  from 
those  who  will  not,  or  can  not  talk — from  those  who  sit  on  the 
back  seats — whose  experience  is  only  excelled  by  their  modesty; 
we  refer  to  the  country  doctor;  one  who  from  the  nature  of 
circumstances  is  compelled  to  know  a great  deal,  and  say  very 
little  because  he  has  no  one  to  assist  him  in  an  emergency,  nor 
has  he  any  one  to  tell  of  his  success.  Now,  we  desire  to  hear 
of  some  of  these  heroic  deeds.  In  town  if  we  have  a difficult 
case  we  simply  divide  the  responsibility  with  our  professional 
brethren,  and  the  timid  transfer  their  case  to  the  shoulders  of 
the  more  daring.  Not  so  with  the  country  doctor;  they  often- 
times can  neither  divide  or  shift  the  responsibility;  they  must 
carry  it,  and  be  alone  responsible  for  the  consequences.  Often 
have  we  listened  in  wonder  at  the  simple  recitation  of  their  daily 
routine  of  practice;  from  these  men  do  we  want  to  hear,  and 
we  want  them  to  write  as  they  talk,  straightforward,  to  the 
point. — Brewer  Mattocks,  M.D.:  "Our  Journal.’’  Northwnt- 
er»  Medical  and  Surgical  Journal  1:121,  1870. 


1 

I 

1 


HOFFMANN-LA  ROCHE  INC  • NUTLEY  10  • N.  J. 


Syntrogel 


*Roche* 


Every  physician 
should  see  this  I 


Drop  a Syntrogel  tablet  in  water. 

In  a matter  of  seconds  it  will 
"fluff  up”  to  several  times  its  size — 
proof  of  instant  disintegration — 
tremendous  increase  in  adsorptive 
surface.  This  is  why  Syntrogel 
relieves  "heartburn”  and  hyperacidity 
so  quickly. 


Each  Syntrogel  tablet  contains  aluminum  hydroxide^  calcium 
carbonate^  magnesium  peroxide  and  Syntropan^  'Roche.' 
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News  Briefs 


North  Dakota 

Doctors  Honored  . . . 

Dr.  Roy  Lynde,  veteran  Ellendale  physician,  was  hon- 
ored August  31  on  his  76th  birthday  at  a community 
party  attended  by  some  800  persons,  from  all  parts  of 
Dickey  county.  A portrait  of  Dr.  Lynde,  drawn  by 
Daniel  Garber  of  New  Hope,  Pennsylvania,  was  on 
display.  This  portrait  will  be  hung  in  the  Lynde  mem- 
orial ward  of  the  community  hospital  which  is  now  in 
process  of  construction. 

+ * + 

September  10  was  Dr.  John  Simon  Appreciation  Day 
in  Napoleon,  in  honor  of  the  man  who  had  looked  after 
the  community  health  for  37  years.  Dr.  Simon,  a grad- 
uate of  the  Chicago  College  of  Medicine  and  Surgery, 
came  to  Napoleon  in  1919,  and  is  still  active  in  practice 
at  the  age  of  75. 

* * 

A DRIVE  has  been  opened  to  obtain  a one-dollar  con- 
tribution for  each  of  the  more  than  2,500  babies  deliv- 
ered by  Dr.  M.  G.  Flath  during  his  40  years  of  practice 
in  Stanley.  The  money  will  be  used  for  the  furnishing 
of  a new  community  hospital  in  recognition  of  Dr. 
Flath’s  service  to  the  community.  A graduate  of  North- 
western University  medical  school.  Dr.  Flath  has  prac- 
ticed in  Stanley  since  1910. 

* * * 

The  North  Dakota  regional  meeting  of  the 
American  College  of  Physicians  was  held  at  Minot,  Sep- 
tember 9,  with  Dr.  Robert  Radi  of  Bismarck  presiding. 
Dr.  Goehl  presented  a paper  on  kidney  disease  and  Dr. 
E.  A.  Haunz  one  on  diabetes. 

* 

Dr.  R.  D.  Campbell  of  Grand  Forks  has  been  named 
honorary  chairman  of  the  St.  Michael’s  hospital  fund 
drive  in  that  city.  The  new  200-bed  hospital  will  be  con- 
structed on  a site  near  the  University  of  North  Dakota 
campus,  and  will  be  completed  in  the  fall  of  1952. 

* + 

Dr.  C.  C.  Smith,  Mandan,  was  appointed  district 
health  officer  of  the  Custer  District  Health  unit.  The 
board,  which  meets  quarterly,  directs  and  approves  the 
public  health  programs  in  Mercer,  Morton,  Grant  and 
Sioux  counties. 


New  locations  and  appointments  . . . 

Three  new  doctors  have  been  added  to  the  staff  of 
the  Grand  Forks  Clinic:  Dr.  Raymond  Valler,  a grad- 
uate of  the  University  of  Illinois  medical  school  and  a 
specialist  in  pathology;  Dr.  Arthur  Rathkey,  a graduate 


of  the  University  of  Oregon  medical  school  and  a spe- 
cialist in  pediatrics;  and  Dr.  John  D.  Folson,  a graduate 
of  the  University  of  Chicago  medical  school  and  a spe- 
cialist in  orthopedics  and  surgery. 

^ s); 

Dr.  I.  L.  Lazareck,  formerly  of  Winnipeg,  has  estab- 
lished practice  in  Langdon  in  association  with  Dr.  V.  A. 
Mulligan.  A graduate  of  the  University  of  Manitoba 
medical  college.  Dr.  Lazareck  is  a specialist  in  surgery 
and  gynecology. 

+ 

Dr.  Lester  Shook,  who  has  practiced  in  Riverdale  for 
the  past  year,  will  leave  October  1 for  Kansas  City,  Mis- 
souri, where  he  will  specialize  in  radiology. 

Dr.  O.  P.  Erickson,  formerly  with  the  Quain  & Ram- 
stad  Clinic  in  Bismarck,  will  establish  an  office  in  Turtle 
Lake.  s(; 

Dr.  R.  a.  Beck,  formerly  of  Kalispell,  Montana,  is 
now  associated  with  the  Community  hospital  in  Sharon. 

^ * 

Two  PHYSICIANS  have  recently  joined  the  staff  of  the 
Quain  and  Ramstad  clinic  in  Bismarck.  They  are  Dr. 
M.  E.  Nugent,  a graduate  of  the  Rush  Medical  College 
in  Chicago,  and  a specialist  in  diseases  of  the  eye,  and 
Dr.  Robert  J.  Strobel,  a graduate  of  the  University  of 
Minnesota  School  of  Medicine  and  a specialist  in  the 
diseases  of  the  eye,  ear,  nose  and  throat. 


Minnesota 

Mount  Sinai  hospital  announces  the  appointment 
of  three  doctors  to  full  time  positions  on  the  hospital 
staff:  Dr.  S.  Steven  Barron,  pathologist;  Dr.  Jack 

Friedman,  radiologist;  and  Dr.  Irving  Greenfield,  anes- 
thesiologist. * * 

Dr.  John  M.  Adams,  associate  professor  of  pediatrics 
at  the  University  of  Minnesota  medical  school,  has  been 
named  chairman  of  the  department  of  pediatrics  at  the 
new  medical  school  now  being  organized  at  the  Univer- 
sity of  California  at  Los  Angeles.  A graduate  of  Colum- 
bia University  College  of  Physicians  and  Surgeons,  Dr. 
Adams  has  been  on  the  full  time  staff  at  the  university 
since  1943.  * * 

Dr.  J.  Arthur  Myers,  chairman  of  the  Journal- 
Lancet  hoard  of  editors,  left  September  12  to  deliver 
the  first  Journal-Lancet  lecture  at  Hebrew  university 
medical  school,  Jerusalem,  on  September  14.  He  later 
attended  the  first  International  Congress  on  Diseases  of 
the  Chest  which  opened  in  Rome  on  September  16. 
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MALMSTEDT  S MINNEAPOLIS 


''Although  E.C  110  (CAFERGONE)  was  developed  primarily  for  the 
relief  of  the  migraine  attack,  it  is  uniformly  effective  and  has  a much 
wider  range  of  usefulness  in  the  relief  of  headache  of  all  other  types, 
especially  typical  arid  atypical  histaminic  cephalgia.”  (Hanselff^ 


For  The  First  Time  In  Almost  Two  Thousand 
Years,  clinical  trials  of  an  oral  preparation  indicate 
that  migraine  and  other  vascular  headaches  can  be 
aborted  in  85-90%  of  cases. 

Although  the  cause  of  migraine  is  still  unknown,  the 
mechanism  productive  of  head  pain  has  been  deter- 
mined.  '*’  Today,  it  has  been  observed  that  the  head 
pain  in  classical  migraine  and  related  disorders  is  pro- 
duced through  abnormal  behavior  of  the  cranial  vas- 
cular system.  The  affected  arteries,  principally  branches 
of  the  external  carotids,  become  constricted  in  the  early 
stage  of  the  attack.  Such  vasoconstriction  results  in  pre- 
headache warning  signs  such  as  visual  and  other  sen- 
sory disturbances.  Later  in  the  attack,  these  arteries 
become  relaxed  and  dilated.  At  this  point,  agonizing 
headache  begins.  Exaggerated  pulsations  and  thicken- 
ing of  the  affected  arterial  walls  cause  stretching  of  and 
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VASOCON- 
STRICTION 

STAGE  2 

VASODILATATION 

© 

STAGE  3 
EDEMA 

BEST  RESULTS  WITH  TREATMENT 
IN  STAGE  1 OR  EARLY  STAGE  2 

pressure  upon  adjacent  pain-sensitive  structures.  Head- 
aches of  this  type  may  last  for  a few  minutes  only  or 
they  may  last  for  days.  Seizures  are  usually  terminated 
by  severe  vomiting. 

As  a result  of  recent  research,  these  headaches  can 
be  aborted  for  the  great  majority  of  sufferers.  Attention 
has  been  centered  on  the  development  of  an  effective 
oral  preparation  to  relieve  vascular  headaches.  Cafer- 
gone.  ( 100  mg.  caffeine  and  1 mg.  ergotamine  tar- 
trate per  tablet)  is  the  result  of  this  research. 
Ergotamine  tartrate  ( Gynergen ) has  long  been  known 
as  a potent  vasoconstrictor.  Caffeine,  when  admin- 
istered orally,  also  acts  as  a vasoconstrictor.'”  Simul- 
taneous administration  of  ergotamine  tartrate  with  caf- 
feine in  Cafergone  tablets  has  the  added  advantage  of 
reducing  the  usual  dose  of  ergotamine  necessary  to 
abort  these  headaches.'^' 


These  measures  will  abort  vascular  headaches 
for  85-90%  of  sufferers:"' ” 

1.  Give  complete  physical  examination  includ- 
ing ancillary  tests  to  rule  out  other  conditions 
mimicing  migraine. 

2.  Advise  the  patient  to  re-organize  his  activities 
where  possible. 

3.  Improve  the  general  health  of  the  patient. 

4.  Give  2 Cafergone  tablets  at  first  sign  of  im- 
pending attack  and,  if  necessary  additional 
1-tablet  doses  ( up  to  6 ) at  half-hour  intervals. 


For  Subsequent  Attacks:  after  the  total  number  of 
tablets  required  for  a patient’s  attack  has  been  deter- 
mined, give  that  total  dose  all  at  once  for  any  subse- 
quent attack  of  equal  severity  suffered  by  that  patient. 
(Occasionally  an  attack  returns  due  to  inadequate  dos- 
age having  been  used;  in  such  case  repeat  the  dose  and 
for  any  later  attack  adjust  dosage  accordingly. ) 


Literature  available  on  request,  for  further  particulars 
on  Dosage  Adjustment  and  other  points: 

Reprints  of  recent  reports. 

Therapeutic  brochures. 

Chart,  "Clinical  Characteristics  of  Vascular 
Headaches.” 
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Multiple  Vitamin 
Deficiencies 

. . Deficiency  diseases  clinically  evi- 
dent are  usually  associated  with  addi- 
tional tissue  deficiencies  of  nutrients 
not  yet  clinically  manifest.”  (Jolliffe, 
Tisdall  & Cannon:  Clinical  Nutrition, 
New  York,  Hoeber,  1950,  p.  633-634.) 


THERAPEUTIC  FORMULA  VITAMIN  CAPSULES  SQUIBB 


—supplies  all  of  the  vitamins  indicated 
in  mixed  vitamin  therapy  in  the  clini- 
cally proved,  truly  therapeutic  “practi- 
cal formula”’*’  recommended  by  Jolliffe. 
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Dr.  Claude  J.  Ehrenberg  is  the  new  president  of 
Northwestern  hospital  staff.  Other  officers  include  Dr. 
Hewitt  B.  Hannah,  vice  president;  Dr.  Norman  E.  Rud, 
secretary-treasurer;  Dr.  Robert  E.  Priest,  chief  of  sur- 
gery; Dr.  Harold  E.  Miller,  chief  of  medicine;  Dr.  Wil- 
liam P.  Sadler,  chief  of  obstetrics  and  gynecology,  and 
Dr.  Donald  H.  Daniel,  chief  of  general  practice. 

* * * 

Dr.  Franklin  H.  Top,  director  of  the  Herman  Kiefer 
Hospital,  and  acting  head  and  clinical  professor  of  pre- 
ventive medicine  and  public  health  at  Wayne  University 
College  of  Medicine,  will  become  professor  of  epidemi- 
ology in  the  school  of  public  health  and  professor  of 
pediatrics  at  the  University  of  Minnesota  Medical 
School.  * 

Dr.  Harold  S.  Diehl,  dean  of  medical  sciences  at 
the  University  of  Minnesota,  has  been  named  to  the 
new  Health  Resources  Advisory  committee  of  the  Na- 
tional Security  Resources  hoard. 

* * * 

Dr.  Evelyn  E.  Hartman,  one-time  physician  with 
the  department  of  baby  clinics  in  Finland,  has  joined 
the  staff  of  the  Minneapolis  city  health  department, 
where  she  will  serve  as  maternal  and  child  health  physi- 
cian. 

Members  of  the  Southern  Minnesota  Medical  asso- 
ciation held  their  annual  meeting  at  Mankato  on  Sep- 
tember 11.  Speakers  included  Dr.  Giles  Koelsche  and 
Dr.  H.  J.  Svien  of  Rochester;  Dr.  W.  E.  Wilson  of 
Northfield,  president  of  the  association;  and  Dr.  Donald 
J.  Cowling,  president  emeritus  of  Carleton  College. 

* * * 

Dr.  Charles  Sheppard  of  Hutchinson  will  be  fea- 
tured in  the  November  issue  of  the  Ladies  Home  Jour- 
nal, as  the  typical  American  country  doctor. 

* * 

Dr.  M.  B.  Hebfisen,  Chaska,  has  been  named  chief 
of  staff  of  the  proposed  50-bed  St.  Francis  hospital  to  be 
located  in  Shakopee.  A drive  to  raise  ^150,000  for  the 
building  is  now  under  way  in  parts  of  Scott,  Carver  and 
Hennepin  counties. 

* 

A PUBLIC  OPEN  HOUSE  for  the  new  county  infirmary 
at  Virginia  was  held  on  August  30.  Dr.  Paul  Reed  was 
chairman  of  the  Chamber  of  Commerce  committee  which 
planned  the  open  house. 

>1:  * 

Dr.  Kenath  H.  Sponsel  has  opened  an  office  in 
Minneapolis  continuing  the  practice  in  orthopedic  sur- 
gery of  the  late  Dr.  Vernon  L.  Hart.  A graduate  of 
the  University  of  Chicago  medical  school.  Dr.  Sponsel 
has  recently  been  a fellow  in  orthopedic  surgery  at  the 
Mayo  Clinic  at  Rochester. 


South  Dakota 

Dr.  Arthur  S.  Jackson  of  Lead,  who  has  been  en- 
gaged in  the  practice  of  medicine  for  48  years,  was  hon- 
ored by  the  doctors  and  nurses  of  St.  Joseph’s  Ho.spital 
on  August  22.  Dr.  Jackson  has  been  in  continuous  prac- 
tice in  Lead  since  1915  with  the  exception  of  one  year’s 
service  with  the  army  medical  corps  during  World  War  1. 


October,  1950 
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Dr.  R.  J.  Quinn  of  Burke  has  been  chosen  South 
Dakota’s  general  practitioner  of  the  year.  Selection  was 
made  by  the  council  of  the  South  Dakota  Medical  asso- 
ciation. 

* :): 

Dr.  Gerald  A.  Kuehn  has  recently  joined  the  staff 
of  the  Delaney  clinic  at  Mitchell  as  a specialist  in  in- 
ternal medicine.  Dr.  Kuehn  is  a graduate  of  the  Univer- 
sity of  Nebraska  medical  school  and  served  his  residency 
in  internal  medicine  in  the  veterans  hospitals  under  the 
supervision  of  the  University  of  Kansas  medical  center. 

* =K  * 

Dr.  Frank  A.  Neisius  who  has  been  practicing  medi- 
cine at  Angel,  Oregon,  will  open  up  an  office  in  Lead. 

* * * 

Dr.  FdAMLiN  Graham,  a graduate  ^of  the  University 
of  Colorado  medical  school  and  a specialist  in  surgery, 
is  establishing  a practice  in  Chamberlain.  Dr.  Graham 
has  served  nearly  seven  years  in  the  army  and  has  just 
completed  postgraduate  work  in  surgery  in  Seattle. 

=1:  * 

Dr.  George  Spurbeck  of  Cloquet,  Minnesota,  a 
graduate  of  Marquette  University  medical  school,  has 
joined  the  Pierre  clinic  at  Pierre,  South  Dakota. 

* 

Dr.  C.  D.  Green,  formerly  of  Parker,  has  opened  an 
office  in  Canton. 

4:  * * 

Dr.  R.  W.  McMullen  of  Wolfcreek,  Texas,  a grad- 
uate of  the  College  of  Medical  Evangelists  in  Los  An- 
geles, has  established  a practice  in  Parker. 

* 4= 

Dr.  Marvin  Hurewitz  is  moving  from  Flandreau  to 
Estelline,  where  he  will  join  the  clinic  there. 


A*  C*  H.  A*  News 


Do  you  have  news  that  might  be  of  interest  to  mem- 
bers of  the  Association  such  as  changes  and  additions  in 
personnel  or  research  projects?  The  purpose  of  this  col- 
umn is  to  keep  our  membership  informed  of  activities 
in  the  field  of  college  health.  Please  send  news  items  to 
the  secretary. 

The  Proceedings  of  the  twenty-eighth  annual  meeting 
should  now  be  in  your  possession.  Two  copies  were 
mailed  to  each  member  institution,  one  to  the  Director 
of  College  Fdealth  Service,  the  other  to  the  library.  If 
files  of  past  proceedings  are  not  complete  copies  are 
available  for  a small  fee. 

With  the  start  of  the  new  academic  year,  local  sec- 
tions are  making  plans  for  either  a fall  or  a spring 
meeting.  Many  significant  papers  of  national  interest  are 
presented.  In  order  to  make  these  available  to  the  whole 
membership,  officers  of  local  sections  should  send  a copy 
of  selected  papers  to:  Charles  E.  Shepard,  M.D.,  Execu- 
tive Secretary,  Editorial  Committee,  2002  Tasso  Street, 
Palo  Alto,  California.  Consideration  will  be  given  to 
publication  of  papers  either  in  the  Journal-Lancet  or 
in  the  next  annual  proceedings. 

Twenty-five  institutions  have  not  yet  paid  dues  for 
the  year  1950.  Unless  payments  are  received  promptly, 
the  treasurer  will  be  forced  to  send  a third  notice. 


Multiple  Vitamin 
Therapy 

".  . . Patients  fare  much  better  when 
[the  deficiencies]  are  treated  simul- 
taneously. . . . Convalescence  is  delayed 
when  one  gives  only  one  vitamin  at  a 
time...”  (Spies  & Butt  in  Duncan,  G. 
G. : Diseases  of  Metabolism,  ed.  2, 
Philadelphia,  Saunders,  1947,  p.  504.) 


THERAPEUTIC  FORMULA  VITAMIN  CAPSULES  SQUIBB 


E<i(/i  Tlteraoran  Capsule 
r/ii'es  i/uur  patient : 

Vitamin  25,nnn  U.S.P.  units 

Vitamin  D l.iioo  U.S.P.  units 

Thiamine  liyilrocliloride  . . 10  nij?. 

Kibollavin  5 mg. 

Niacinamide  150  mg. 

Ascorbic  acid  150  mg. 

Bottles  of  30,  100,  and  looo 
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5087  Huntington  Orivo  lot  Angclei  32,  Colif. 
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skin  growths,  tonsil 
tags,  cysts,  small  tu- 
mors, superfluous  hair, 
and  for  other  technics 
by  electrodesiccation, 
fulguration,  bi-active 
coagulation. 

Now,  completely  re- 
designed the  new 
HYFRECATOR 
provides  more  power 
and  smootlier  control 
. . . afifording  better  cos- 
metic results  and  great- 
er patient  satisfaction. 
Doctors  who  have  used 
this  new  unit  say  it  pro- 
vides for  numerous  new 
technics  and  is  easier, 
quicker  to  use. 

$4950  COMPLETE 

5'ew</  for  descriptive  bro- 
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explains  the  HYFRECA- 
TOR and  how  it  works. 
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Deaths 


Dr.  Mark  E.  Ryan,  a native  of  Delafield,  Wisconsin, 
and  a graduate  of  the  University  of  Minnesota  medical 
school,  died  Wednesday,  August  16.  He  had  practiced 
in  St.  Paul  since  1922. 

Dr.  Melvin  Sanderson  of  Minneota,  Minnesota, 
who  served  on  the  staff  of  Veteran’s  Administration  in 
Minneapolis,  died  Saturday,  July  15.  He  formerly  prac- 
ticed both  in  Minneota  and  Currie. 

Dr.  John  Garberson  of  Baker,  Montana,  died  on 
Wednesday,  August  9.  A graduate  of  Northwestern 
medical  school  in  1907,  he  came  to  Montana  in  1908. 
He  had  practiced  at  Miles  City  for  over  forty  years. 

Dr.  J.  G.  Vigeland,  75,  North  Dakota’s  "family 
doctor  of  the  year’’  in  1948,  died  at  Brinsmade,  North 
Dakota,  on  August  11.  He  had  practiced  at  Brinsmade 
for  38  years. 

Dr.  F.  j.  Brabec,  81,  Perham  doctor  since  1893,  died 
July  29  at  St.  James  hospital  in  Perham,  which  he  had 
helped  to  found. 

Dr.  K.  P.  Caveny,  formerly  of  Langdon,  North  Da- 
kota, died  on  June  5 at  Portland,  Oregon.  A graduate 
of  the  University  of  Minnesota,  Dr.  Caveny  had  prac- 
ticed at  Langdon  until  1948. 

Dr.  Vernon  L.  Hart,  Minneapolis,  died  Wednesday, 
July  12.  Dr.  Hart,  a diplomate  of  the  American  Board 
of  Orthopedic  Surgeons,  served  on  the  staffs  of  St.  Bar- 
nabas, Swedish,  Abbott,  St.  Mary’s,  Asbury  and  Uni- 
versity of  Minnesota  hospitals  in  Minneapolis. 

Dr.  E.  L.  Baker  of  Minneapolis  died  Thursday, 
July  20.  He  was  a member  of  county  and  state  medical 
societies,  A.M.A.,  Nu  Sigma  Nu  and  Alpha  Omega 
Alpha. 

Dr.  Thor  Moeller,  of  Lisbon,  North  Dakota,  a for- 
mer physician  in  Devils  Lake,  died  September  3 in 
Fargo.  A veteran  of  World  War  I,  Dr.  Moeller  had 
been  hospitalized  in  Fargo  for  two  years. 

Dr.  Nimrod  A.  Johnson,  former  Minneapolis  sur- 
geon, died  September  6 in  Santa  Monica,  California. 
A graduate  of  the  University  of  Minnesota  medical 
school.  Dr.  Johnson  practiced  general  surgery  in  Minne- 
apolis and  at  one  time  was  a staff  member  of  Deaconess 
and  St.  Mary’s  hospitals. 

Dr.  Arthur  H.  Joistad,  retired  Fargo  physician,  died 
August  20  in  Muskegon,  Michigan,  after  a long  illness. 
A graduate  of  the  University  of  Minnesota  medical 
school,  Dr.  Joistad  was  in  general  practice  at  Maddock, 
and  later  at  Fairdale,  North  Dakota,  then  became  an 
eye,  ear,  no.se,  and  throat  specialist  at  Fargo. 

Dr.  Charles  Anthony  Reed  of  Minneapolis  died 
August  22.  A graduate  of  the  LJniversity  of  Minnesota 
medical  school.  Dr.  Reed  practiced  as  an  orthopedic  sur- 
geon in  Minneapolis  for  many  years. 
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Notices 


A continuation  course  in  diseases  of  the  chest  will  be  pre- 
sented at  the  University  of  Minnesota  Center  for  Continuation 
Study  on  October  26-28,  1950.  Faculty  members  of  the  course 
include  Dr.  O.  A.  Sander,  associate  in  medicine,  Marquette 
University  Medical  School;  Dr.  John  H.  Skavlem,  president  of 
the  American  Trudeau  Society,  and  associate  professor  of  medi- 
cine, Cincinnati  University  Medical  School;  and  Dr.  James  J. 
Waring,  professor  and  chief  of  medicine,  University  of  Colo- 
rado. 

A continuation  course  in  child  psychiatry  for  pediatricians  and 
physicians  will  be  presented  at  the  Center  for  Continuation 
Study  November  27  to  December  1 with  Dr.  Ralph  D.  Rabino- 
vitch  and  Dr.  John  Waterman  as  lecturers  and  group  discussion 
leaders.  Dr.  Reynold  A.  Jensen,  head  of  the  child  psychiatry 
service  of  the  University  of  Minnesota,  is  in  charge  of  the  ar- 
rangements for  the  course. 

Dr.  Knut  Lindhlotn  of  the  Karolinslca  institute  in  Stock- 
holm, Sweden,  will  give  the  annual  Leo  G.  Rigler  lecture  in 
radiology  at  the  University  of  Minnesota  Thursday,  Nov.  2. 
Dr.  Lindblom  will  speak  on  "Backache”  at  8:15  P.M.  in  the 
amphitheater  of  the  University  medical  sciences  building.  The 
lecture  will  be  given  in  connection  with  a course  in  neuro- 
radiology October  30  through  November  3 at  the  University 
Center  for  Continuation  Study. 

The  Public  Health  Service  is  offering  122  approved  one-year 
rotating  internships  in  eleven  of  its  U.  S.  Marine  Hospitals  to 
begin  July  1,  1951.  These  internships  are  open  to  graduates  of 
approved  medical  schools.  Applications  and  further  information 
may  be  obtained  by  writing  to  the  Public  Health  Service,  Fed- 
eral Security  Agency,  Washington  25,  D.C.,  Attention:  Chair- 
man, Committee  on  Residencies  and  Internships. 

The  Fifth  American  Congress  on  Obstetrics  and  Gynecology, 
sponsored  by  The  American  Committee  on  Maternal  Welfare, 
Inc.,  will  be  held  at  Cincinnati,  Ohio,  from  March  31  through 
April  4,  1952,  with  the  Netherlands  Plaza  Hotel  as  the  head- 
quarters hotel. 

The  1950  annual  meeting  of  the  North  Dakota  Public  Health 
Association  will  be  held  in  Fargo  on  November  8,  9,  and  10, 
instead  of  the  following  week  in  Bismarck  as  previously  planned. 

The  Omaha  Mid-West  Clinical  Society  will  hold  its  18th 
annual  assembly  at  Hotel  Paxton,  Omaha,  Nebraska,  October 
23rd  to  27th,  inclusive. 

The  American  Dermatological  Association  is  offering  a prize 
of  three  hundred  dollars  for  the  best  essay  submitted  of  original 
work,  not  previously  published,  relative  to  some  fundamental 
aspect  of  dermatology  or  syphilology.  Details  may  be  obtained 
by  writing  to  Dr.  Louis  A.  Brunsting,  Secretary,  American  Der- 
matological Association,  102-110  Second  Avenue,  Southwest, 
Rochester,  Minnesota. 


THE  MAYO  MEMORIAL 

(Continued  from  page  385) 

to  accomplish  for  oneself  alone,  but  for  each  to  carry 
his  share  of  collective  responsibility.” 

The  establishment  of  the  Mayo  Foundation  for  Med- 
ical Education  and  Research  in  1915  was  an  expression 
of  this  philosophy  of  life, — of  the  social  responsibilities 
which  advantages  bring.  Referring  to  the  Foundation 
which  they  had  established.  Dr.  Will  wrote:  "My  brother 
and  I gave  to  the  University  of  Minnesota  a million 
and  a half  dollars,  which  was  the  entire  fund  we  had 
been  able  to  accumulate  up  to  that  time.” 

People  like  the  Doctors  Mayo  refresh  our  faith  in 
the  unselfishness  of  free  men  and  in  the  possibility  of 
our  country  continuing  as  a free  society. 
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The  Surgeon’s  Approach  to  the  Problem  of 
Alimentary  Tract  Malignancy* 

Including  special  comment  upon:  (I)  the  "second  look”  procedure  for  lymph  node  positive  cases, 
(2)  use  of  tracheotomy  in  aged,  debilitated  patients  undergoing  formidable  abdominal  operations,  (3) 
super-radical  mastectomy,  and  (41“  clinico-pathological  classification  of  cancer. 


Owen  H.  Wangensteen,  M.D.t 
Minneapolis,  Minnesota 


No  ONE  knows  very  much  about  cancer.  It  would  be 
foolhardy  to  deny  this.  Were  it  not  so,  I would 
be  even  more  hesitant  than  I am  to  parade  my  ignorance 
before  you.  There  is  on  the  horizon,  however,  the  prom- 
ise of  a better  day — a promise  which  is  the  reward  of 
an  awakened,  broader  and  a keener  interest. 

For  long  years  pathologists  have  been  accumulating 
a vast  storehouse  of  information  on  the  behavior  of  can- 
l cers  in  various  tissues.  Their  interest  attracted  the  sur- 

[i  geons,  who,  with  the  aid  of  anesthesia,  antisepsis,  and 

asepsis,  have  been  exploring  the  possibilities  of  curing 
! cancer  by  extirpative  techniques.  Their  own  labors  have 
taught  them  that,  if  the  cancer  is  local  without  evidences 
of  extension  to  adjacent  lymph  nodes,  the  incidence  of 


cure  is  high.  Moreover,  it  is  becoming  increasingly  ap- 
parent that  the  onset  of  symptoms  in  a visceral  cancer  is 
often  synonymous  with  a late  cancer,  because  of  the 
length  of  the  silent  interval. 

It  is  heartening,  therefore,  to  note  the  keen  interest  of 
the  cancer  biologist,  who  has  been  undergoing  multiple 
stages  of  fission  in  his  anxiety  to  encompass  the  ever 
broadening  aspects  of  the  cancer  problem.  Cancer  has 
been  produced  experimentally  and  a number  of  carcino- 
gens have  been  identified.  These  circumstances,  together 
with  the  feverish  and  unrelenting  searches  of  many  va- 
rieties of  cancer  biologists,  give  promise  that  facts  will 
be  brought  to  light  which  will  help  us  to  understand  the 
nature  of  cancer. 


tDepartment  of  Surgery,  University  of  Minnesota  Medical 
School,  Minneapolis  14,  Minnesota. 

*The  work  on  which  this  presentation  is  based  was  supported 
by  the  following  local  sources  for  cancer  research:  (1)  The  Flora 
L.  Rosenblatt  Fund,  (2)  The  Malignant  Disease  Fund,  (3)  Mr. 
and  Mrs.  R.  C.  Lilly  Fund,  (4)  The  Donald  P.  and  Marion  S. 
Ordway  Fund,  (5)  Edna  S.  Benson  Fund,  (6)  The  Tillie  A. 
Nelson  Fund,  and  (7)  The  Leo  and  Frances  Pritzker  Fund. 

Grateful  acknowledgment  also  is  made  herein  to  the  United 
States  Public  Health  Service  for  its  generous  support  of  the 


Gastric  Precursor  Study  and  of  the  work  in  the  Cancer  Detec- 
tion Center.  The  latter  activity  is  sponsored  by  the  Council  of 
the  Minnesota  State  Medical  Society  and  receives  generous  sup- 
port from  the  Minnesota  Division  of  the  American  Cancer 
Society. 

Presented  before  the  North  Dakota  State  Medical  Society  in 
Grand  Forks,  May  30,  1950,  and  the  Montana  State  Medical 
Society  in  Bozeman,  July  12,  1950.  These  same  materials  also 
were  used  for  a lecture  at  the  Memorial  Hospital  in  New  York, 
May  18,  1949,  and  in  a Symposium  on  Cancer  sponsored  by 
the  Detroit  Institute  of  Cancer  Research,  October  16  to  18,  1950. 
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It  is  easy  to  ask  questions  of  Nature  which  no  one 
can  answer.  Every  child  does  it.  The  successful  investi- 
gator learns  to  ask,  piece  by  piece,  questions  to  which 
well-directed  labors  may  secure  an  answer.  An  impor- 
tant part  of  the  problem,  therefore,  is  to  learn  to  ask 
sequentially  questions,  which  when  answered,  will  shed 
light  on  others  which  probably  occur  to  none  of  us  now. 
It  is  easy  to  ask  questions  which  occupy  the  minds  of 
all  of  us,  such  as:  What  is  cancer?  What  causes  it? 
How  may  we  prevent  it?  Are  there  no  specific  anti- 
carcinogenic  agents  which  will  deal  effectively  with  cancer 
when  its  presence  is  established?  For  such  questions  there 
can  be  no  answers  until  we  know  far  more  than  we  do 
now  of:  (1)  the  chemistry  of  normal  growth;  (2)  agen- 
cies which  excite  abnormal  growth;  and  (3)  cooperating 
agencies  which  may  retard  or  accelerate  abnormal  growth. 
And  for  each  of  these  questions,  thousands  of  answers 
must  be  sought  for  fragments  of  these  questions,  which 
answers,  when  fitted  against  one  another  like  segments 
of  a jigsaw  puzzle,  will  eventually  give  us  a picture  which 
will  bring  understanding  into  the  broad  topography  of 
Ignorance  which  still  surrounds  the  cancer  problem. 

Research  is  the  lifeline  that  links  us  to  progress.  But 
while  some  are  addressing  themselves  to  the  formidable 
questions  relating  to  the  nature  of  cancer,  some  of  us, 
who  are  more  myopic  and  less  imaginative,  must  of  neces- 
sity occupy  ourselves  with  the  more  immediate  and  prac- 
tical questions  relating  to  the  recognition  and  manage- 
ment of  cancer.  Even  the  validation  of  the  possible  etio- 
logic  role  of  certain  extrinsic  agencies  in  the  genesis  of 
cancer  requires  the  employment  of  critical  experimental 
techniques  which  must  be  explored  beyond  the  mere 
assembly  of  data  by  analysis.  This  is  an  area  of  experi- 
mentation m the  cancer  field  open  to  the  trained  critical 
clinician  as  well  as  the  simon-pure  cancer  biologist. 
It  would  appear  that  such  lesser  flights  of  the  imagina- 
tion might  contribute  a good  deal  to  our  understanding 
of  the  role  of  some  external  causes  said  to  be  operative 
in  causing  cancer.  An  even  more  productive  field  for 
study  relating  to  the  origin  of  cancer  concerns  the  mor- 
phologic and  functional  changes  in  some  tissues  which 
antedate  the  beginnings  of  cancer.  These  end  effects 
may  be  either  extrinsic  or  intrinsic  in  origin.  And  a 
better  understanding  of  agencies  which  may  increase  the 
local  tissue  susceptibility  to  cancer  is  much  needed. 

Frequency  of  Cancer 

Since  the  turn  of  the  century,  a great  change  has 
come  about  m the  complexion  of  causes  of  death  m this 
country.  Infectious  diseases  such  as  pneumonia,  infantile 
diarrheas,  and  tuberculosis  have  assumed  far  less  impor- 
tant roles  as  agencies  of  death  than  they  once  occupied. 
Degenerative  diseases  of  the  blood  vessels  and  cancer  are 
now  the  most  frequent  causes  of  death.  If  research 
should  teach  us  methods  of  bringing  these  two  diseases 
under  control,  one  might  ask  with  justified  concern: 
How  old  may  men  live  to  be?  Was  not  man  driven  out 
of  the  Garden  of  Eden  after  he  had  eaten  of  the  tree 
of  knowledge  "lest  he  put  forth  his  hand  and  take  also 
of  the  tree  of  life,  and  eat,  and  live  forever”?  There  is 
little  disposition  on  the  part  of  almost  all  men  to  live 


beyond  their  period  of  usefulness;  when  man  is  no  longer 
self-sufficient  and  becomes  dependent  upon  others  for 
his  daily  wants  and  care — then  it  is  time,  most  men  will 
agree,  to  mingle  one’s  bones  with  the  dust. 

Yet,  cancer  is  depriving  a large  number  of  persons 
of  useful  life.  There  is  a sharp  rise  in  cancer  mortality 
in  both  sexes  at  age  45.  With  added  years,  the  cancer 
death  rate  ascends  steeply.  Society’s  concern  and  that  of 
the  medical  profession  is  with  the  loss  of  lives  from  can- 
cer in  the  full  bloom  of  maturity,  when  years  and  experi- 
ence have  beaten  and  tempered  knowledge  into  wisdom, 
and  the  satisfying  ears  of  fruitful  and  promised  produc- 
tivity and  accomplishment  lie  directly  ahead.  And  when 
the  fever  of  life  is  past,  most  of  us  view  with  anticipa- 
tion a short  span  of  contemplative  years,  the  twilight  of 
life,  when  one  can  look  forward  without  fear  and  back- 
ward with  grateful  satisfaction  much  in  the  manner  that 
we  view  a beautiful  sunset;  and  during  the  brief  moment 
of  afterglow  of  a dying  sun,  the  memory  is  easily  stirred 
to  peaceful  meditation  upon  pleasant  things.  Such  can 
be  the  happy  ending  of  a day.  May  this  too,  someday 
be  the  manner  in  which  man  takes  leave  of  life!  Cancer 
deprives  too  many  men  and  women  of  such  a prospect. 

The  Frequent  Cancers 

One  of  the  most  frequent  of  cancers  occurs  on  the 
skin,  below  the  wristhne  and  above  the  neck  line,  where 
they  may  be  seen;  fortunately,  the  mortality  from  that 
cancer  is  consequently  relatively  low.  This  occurrence 
is  accounted  for  in  two  circumstances:  a blemish  visible 
to  others  persuades  its  owner  more  readily  of  the  neces- 
sity of  treatment  than  one  which  is  known  only  to  its 
bearer;  and  cancers  of  the  skin,  one  may  rightfully  infer, 
are  potentially  less  hazardous  than  visceral  cancers. 

In  the  female,  cancer  of  the  breast,  uterus  (cervix), 
colon  and  rectum  (considered  as  one  organ),  and  the 
stomach  take  the  largest  toll  of  life.  After  age  65  in 
women,  cancer  of  the  stomach  takes  a larger  toll  than 
any  other  cancer.  In  the  male,  the  most  lethal  cancers 
are  stomach,  colon  and  rectum,  and  prostate.  After 
age  70  m men,  cancer  of  the  prostate  takes  a larger  toll 
of  life  than  any  other  cancer.  In  the  female,  cancer  of 
the  genital  system  of  organs  (including  the  breast)  de- 
stroys most  lives,  followed  closely  by  cancers  of  the  ali- 
mentary tract.  In  the  male,  cancers  of  the  alimentary 
tract  head  the  list,  trailed  by  cancers  of  the  genital  and 
respiratory  system  of  organs. 

Alimentary  Tract  Cancer 

Cancer  is  observed  m the  alimentary  tract  from  the 
lips  to  the  anus.  The  lips,  mouth,  pharynx,  esophagus, 
stomach,  colon  and  the  rectum  are  the  usual  sites — 
the  small  intestine,  considering  its  great  length,  is  a 
rather  unusual  site  of  cancer.  The  ultraviolet  radiations 
of  sunlight,  together  with  the  effects  of  exposure  to  wind, 
are  believed  to  be  the  cause  of  lip  cancer.  The  causes  of 
all  the  others  are  unknown. 

Cancer  of  the  alimentary  tract  is  frequent  in  both  the 
sexes.  Cancer  of  the  lip  is  predominantly  a male  cancer. 
Whether  it  will  remain  so,  with  more  general  participa- 
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tion  in  outdoor  activities  by  women,  including  sun- 
bathing, remains  to  be  seen.  Cancer  of  the  esophagus  is 
notably  a disease  of  males,  there  being  approximately 
five  such  cancers  for  each  one  observed  in  the  female — 
and  this  despite  the  circumstance  that  cancer  of  the  hypo- 
pharynx  is  largely  a cancer  of  women.  Sideropenia  and 
the  Plummer-Vinson  syndrome  of  dysphagia  frequently 
are  antecedents.  The  nature  of  the  increased  tissue 
susceptibility  through  these  agencies  remains  obscure. 
Cancer  of  the  stomach  occurs  more  frequently  in  the 
male;  yet  after  age  65  it  causes  more  deaths  than  any 
other  cancer  in  the  female.  Cancer  of  the  colon  and 
rectum,  considered  as  components  of  the  same  organ, 
is  apparently  somewhat  more  frequent  in  the  female  than 
the  male.  Moreover,  cancer  of  the  colon  and  rectum 
becomes  frequent  at  an  earlier  age  than  cancer  of  the 
stomach  in  both  males  and  females. 

Tissue  Susceptibility  to  Cancer 

We  know  virtually  nothing  concerning  why  cancer  has 
a predilection  for  certain  organs.  In  the  mouse,  certain 
genetic  tissue  susceptibilities  are  far  more  striking  than 
in  man.  Whereas  in  man  these  are  multiple,  in  certain 
strains  of  mice,  the  predilection  is  for  a certain  organ. 
Breast  cancer  in  certain  strains  of  female  mice  is  prob- 
ably the  best  example.  Although  it  was  once  believed 
that  its  occurrence  in  the  mouse  was  solely  a genetic 
influence,  it  is  now  well  known  that  a number  of  factors 
affect  the  frequency  of  incidence.  The  influence  is  trans- 
mitted through  the  milk  (Bittner’s  milk  factor).  Early 
castration  stops  the  transmission,  as  does  caloric  restric- 
tion of  food  intake,  a circumstance  which  apparently  is 
also  mediated  through  the  ovary.  There  are  probably 
other  factors,  still  unknown,  which  influence  the  occur- 
rence of  this  cancer.  If  the  breasts  were  excised  in  new- 
born female  mice,  with  the  predisposition  of  this  particu- 
lar organ  for  cancer,  would  that  influence  manifest  itself 
in  some  other  organ?  We  do  not  know.  We  should 
know.  If  in  the  human  female,  the  breasts  and  cervix 
were  excised  in  a group  of  women,  would  there  be  more 
cancer  in  other  organs  such  as  the  alimentary  tract?  Or 
would  the  incidence  of  cancer  in  those  organs  be  un- 
affected? These  are  questions  of  more  than  academic 
import. 

Local  Precursors  of  Alimentary  Tract 
Malignancy 

Achlorhydria  and  gastric  cancer: 

For  cancer  of  the  mouth  and  the  lower  reaches  of  the 
esophagus,  no  definite  systemic  or  local  precursors  are 
known.  For  both,  one  hears  syphilis  mentioned  occa- 
sionally, but  the  extent  of  the  association  is  not  too  well 
authenticated.  The  ingestion  of  strong  liquors  has  been 
cited  as  a contributing  factor  in  the  development  of  eso- 
phageal cancer.  Leukoplakia,  admittedly,  precedes  some 
oral  as  well  as  esophageal  cancer.  Nothing  is  known  con- 
cerning the  causes  of  gastric  cancer,  but  that  achlor- 
hydria exerts  a predisposing  influence  is  becoming  in- 
creasingly evident.  Achlorhydria  is  probably  the  best 
screening  test  available  to  indicate  what  groups  of  pa- 
tients should  be  subjected  to  roentgen  study  of  the 


stomach  with  a view  to  excluding  the  possibility  of  gastric 
cancer.  Moreover,  a study  of  a large  group  of  achlor- 
hydric patients  is  likely  to  uncover  some  patients  with 
gastric  polyps,  a condition  which  is  definitely  a precursor 
of  gastric  cancer.  Gastric  polyps  of  two  cms.  or  more 
in  diameter  are  usually  malignant.  The  longer  a group 
of  achlorhydric  patients  is  examined,  the  greater  will  be 
the  incidence  of  gastric  cancer.  In  other  words,  among 
a group  of  patients  who  have  been  known  to  be  achlor- 
hydric over  a period  of  years,  more  gastric  cancers  will 
be  found  than  in  a group  observed  for  a shorter  period 
and  in  which  the  duration  of  the  achlorhydria  is  un- 
known. Achlorhydria  is  a regular  concomitant  of  per- 
nicious anemia  as  well  as  gastric  polyps;  and  that  gastric 
cancer  is  observed  more  commonly  in  both  these  groups 
than  among  patients  of  the  same  age  not  having  either 
of  these  conditions  is  well  known. 

What  is  the  chain  of  circumstances  which  leads  to 
achlorhydria?  Are  they  always  the  same?  No  one  knows. 
Unfortunately  achlorhydria  accompanied  by  permanent 
parietal  cell  atrophy  cannot  be  produced  experimentally. 

Relation  of  colic  and  rectal  polyps  to  cancer: 

In  colic  and  rectal  cancer,  a polyp  is  the  frequent  pre- 
cursor. In  fact,  it  is  likely  that  the  majority  of  colic  and 
rectal  cancers  originate  in  a polyp.  This  frequent  rela- 
tionship does  not  hold  for  gastric  polyps  and  cancer. 
Moreover,  it  is  not  unlikely  that  rectal  and  colic  polyps 
are  "quicker”  precursors;  that  is,  the  time  interval,  be- 
tween observance  of  the  polyp  and  the  supervention  of 
cancer,  is  probably  not  as  long  in  colic  as  in  the  gastric 
polyp  to  cancer  transformation.  Furthermore,  a large 
number  of  patients  over  45  years  of  age  in  both  sexes 
subjected  to  proctoscopic  examination  of  the  rectum  ap- 
pear to  have  polyps.  In  the  Cancer  Detection  Center, 
Dr.  David  State  and  his  associates  have  been  procto- 
scoping  all  patients  without  symptoms  past  the  age  of 
45  years  who  are  accepted  for  examination.  All  patients 
having  occult  blood  in  the  stool,  or  in  whom  polyps  are 
observed  on  protoscopic  examination,  are  subjected  to  an 
air-contrast  study  of  the  colon  with  barium.  If  a condi- 
tion described  by  protologists  as  adenoma  of  the  rectum 
is  included,  adenomas  or  polyps  of  the  rectum  or  polyps 
of  the  colon  were  observed  in  approximately  ten  per  cent 
of  the  patients  examined  in  the  Cancer  Detection  Center. 

It  obviously  would  lessen  the  arduous  labors  of  cancer 
detection,  if  it  were  possible  to  delineate  other  features 
which  would  help  to  indicate  what  patients  may  develop 
malignancy  of  the  alimentary  tract. 

Silent  Interval 

Unfortunately,  however,  the  silent  interval  in  cancer 
of  the  alimentary  tract  is  long.  It  would  appear  that, 
in  gastric  cancer,  this  interval  is  approximately  20  months. 
Moreover,  a lesser  length  of  time  in  addition  is  lost  after 
symptoms  occur  before  patients  seek  treatment.  It  would 
probably  be  in  accord  with  the  fact  to  suggest  that  most 
alimentary  tract  cancers  are  approximately  of  two  years’ 
duration  when  the  patient  comes  for  treatment.  This  is 
not  a happy  circumstance.  Only  the  examination  of 
symptomless  patients  will  lead  to  betterment  of  this 
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lamentable  situation.  There  is  no  way  to  detect  consist- 
ently the  presence  of  cancer  in  the  alimentary  tract 
today  in  its  early  phases  without  arduous  labor.  The 
finding  of  more  screening  tests  such  as  achlorhydria, 
occult  blood  in  the  stool,  rectal  and  proctoscopic  exam- 
inations and  anemia,  all  of  which  can  be  carried  out  in 
the  offices  of  competent  general  practitioners,  would  be 
very  helpful.  A trend  toward  the  development  of  such 
additional  screening  tests  would  simplify  the  problem 
of  finding  patients  who  are  harboring  a silent  cancer  in 
their  alimentary  tract. 

Surgery 

One  of  the  great  advances  in  surgery  during  the  past 
decade  has  been  the  development  of  satisfactory  pro- 
cedures for  the  extirpation  of  cancer  of  the  esophagus. 
And  strangely  enough  the  techniques  are  not  so  unlike 
methods  tried  previously;  the  real  difference  being  that, 
whereas  earlier  such  efforts  ended  disastrously,  quite  uni- 
formly now,  in  practiced  hands,  these  operations  can  be 
done  with  a reasonable  mortality.  Moreover,  it  is  not 
unlikely  that  in  the  foreseeable  future,  cancer  of  the 
esophagus  can  be  managed  surgically  with  mortalities 
not  out  of  line  with  those  considered  standard  for  cancer 
of  the  stomach.  Moreover,  in  gastric  cancer  too,  surgical 
mortalities  have  declined  steadily  despite  the  fact  that 
surgeons  have  been  extending  steadily  their  criteria  of 
operability  and  resectability.  And  so  similarly  with  colic 
and  rectal  cancer.  This  great  improvement  in  the  imme- 
diate result  of  operation  for  alimentary  tract  cancer  has 
come  about  through  smaller  improvements  in  a number 
of  areas,  notably  the  following:  better  anesthesia,  im- 
proved postoperative  management  of  the  patient,  better 
nutritional  preparation  of  the  patient,  more  precise  sur- 
gical techniques,  executed  with  deliberate  and  studied 
care,  adequate  replacement  of  blood  loss  and  the  elim- 
ination of  the  element  of  hurry.  These  factors  in  the 
hands  of  trained  and  practiced  surgeons  have  brought 
about  an  entirely  new  conception  of  how  well  poor  risk 
patients  may  tolerate  formidable  operations.  Our  great 
need  now  is  to  have  patients  come  while  the  disease  is 
still  local.  Only  that  eventuality  will  bring  about  a simi- 
lar improvement  in  the  late  survival  of  patients  after 
operation  for  cancer  of  the  alimentary  tract. 

Esophagus 

Save  for  the  circumstance  that  a few  clinics  are  en- 
deavoring to  treat  cancer  of  the  esophagus  by  means  of 
x-ray  irradiation,  it  can  be  said  quite  categorically:  the 
only  satisfactory  treatment  of  cancer  of  the  digestive 
tract  beyond  the  pharynx  is  surgery. 

All  phases  of  the  operation  for  esophageal  cancer  have 
been  quite  well  standardized  save  for  cancer  of  the  cer- 
vical esophagus;  yet,  in  many  clinics,  surgeons  now  are 
making  aggressive  attacks  upon  hypopharyngeal  cancers 
with  remarkable  success.  In  cancer  of  the  thoracic 
esophagus,  there  is  still  no  general  agreement  as  to 
whether  the  incision  should  be  made  on  the  right  or  left 
side,  but  the  techniques  are  otherwise  the  same;  displace- 
ment of  the  stomach  into  the  thorax  makes  it  possible 


for  the  surgeon  to  replace  long  reaches  of  excised 
esophagus. 

Stomach 

All  surgeons  now  are  doing  more  complete  operations 
for  gastric  cancer  than  those  performed  ten  years  ago. 
The  removal  of  the  entire  potential  lymphatic  drainage 
area  is  essential,  which  of  necessity  includes  the  entire 
greater  omentum  and  the  gastrohepatic  omentum  to  the 
left  of  the  common  bile  duct  and  the  vascular  pedicle  of 
the  liver. 

Complete  gastrectomy  can  now  be  done,  with  no  great 
increase  in  risk  over  that  of  subtotal  gastric  resection, 
and  should  be  carried  out  together  with  excision  of  sev- 
eral centimeters  of  the  esophagus  and  the  duodenum  in 
all  diffuse  gastric  cancers.  The  old  myth  of  "pyloric 
block”  with  reference  to  extension  of  gastric  cancer  into 
the  duodenum  appears  to  have  been  exploded.  By  cut- 
ting the  crura  of  the  diaphragm,  the  diaphragmatic 
canal  is  converted  into  a hiatus,  making  access  to  the 
esophagus  more  simple.  Moreover,  employment  of  an 
upper  midline  incision  combined  with  a median  sternot- 
omy incision  extending  up  and  into  the  fourth  or  fifth 
left  intercostal  space  facilitates  considerably  the  ease  of 
removal  of  a long  length  of  esophagus  in  total  gastrec- 
tomy. 

A deliberate  search  for  and  removal  of  lymph  nodes 
is  carried  out:  in  the  subpyloric  area,  near  the  lower 
margin  of  the  pancreas;  from  the  suprapyloric  area  in 
the  vicinity  of  the  suspensory  structures  in  the  extreme 
right  end  of  the  gastrohepatic  omentum  up  to  the 
esophagus.  Removal  of  all  lymphatic  tissue  from  the 
celiac  axis  is  carried  out  including  that  along  the  superior 
border  of  the  pancreas  and  all  mesenteric  tissue  covering 
the  upper  end  of  the  lesser  curvature  and  the  subdia- 
phragmatic  esophagus.  Moreover,  it  is  necessary  to  ex- 
cise the  peritoneum  overlying  the  subdiaphragmatic 
esophagus,  as  well  as  the  lymph  node  bearing  tissue  along 
the  esophagus.  The  spleen  is  now  removed  routinely  in 
all  operations  for  gastric  cancer.  Even  in  pyloric  cancers 
the  spleen  must  be  removed  to  permit  removal  of  the 
lymph  nodes  in  the  gastrosplenic  omentum.  In  addition, 
removal  of  the  spleen  makes  it  feasible  to  effect  a better 
lymph  node  removal  along  the  superior  border  of  the 
pancreas.  In  patients,  in  which  gross  evidence  of  involve- 
ment of  the  nodes  in  the  splenic  hilum  or  about  the  tail 
of  the  pancreas  is  detectable  at  operation,  sacrifice  of  the 
distal  one-third  or  more  of  the  pancreas  is  in  order. 

In  this  clinic  all  resections  in  the  alimentary  tract,  in- 
cluding gastric  resections  are  made  by  the  closed  tech- 
nique; the  only  exception  is  in  anastomoses  made  with 
the  esophagus  owing  to  the  circumstance  that  the  esopha- 
geal mucosa  not  infrequently  retracts  when  the  esopha- 
gus is  divided.  An  open  anastomosis  is  necessary  to 
grasp  the  mucosa  in  the  suture,  thus  avoiding  stricture 
formation. 

Whereas  most  excisional  operations  for  gastric  cancer 
throughout  the  world  have  been  done  by  some  variant  of 
the  Billroth  II  method,  granted  it  can  be  effected  satis- 
factorily, restitution  of  continuity  by  the  Billroth  I 
method  would  leave  the  patient  with  a better  physiologic 
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arrangement  with  reference  to  the  important  item  of 
interaction  of  the  digestive  secretions  upon  ingested  food. 
Moreover,  after  total  excision  of  the  stomach,  the  inser- 
tion of  an  isoperistaltic  segment  of  jejunum  or  transverse 
colon  between  esophagus  and  duodenum  might  make  it 
easier  for  the  patient  to  support  the  loss  of  his  gastric 
reservoir.  Unlike  patients  with  peptic  ulcer,  the  larger 
number  of  patients  with  gastric  cancer  are  achlorhydric, 
and  in  consequence  the  digestive  function  of  the  stomach 
has  already  largely  been  lost,  when  the  patient  comes  for 
excision  of  the  cancer.  Conversely,  the  patient  who  un- 
dergoes gastric  resection  for  ulcer  loses  simultaneously 
both  the  digestive  and  reservoir  functions  of  the  stomach. 
It  is  understandable,  therefore,  that  most  patients  under- 
going gastric  resection  for  cancer  appear  to  effect  a 
satisfactory  adjustment  to  the  loss  more  quickly  than  do 
patients  having  the  same  operation  for  ulcer. 

Colon  and  Rectum 

The  one  stage  closed  resection  without  preoperative 
oral  administration  of  antibiotics  is  the  standard  opera- 
tion for  all  unobstructed  cancers  of  the  colon  in  this 
clinic.  Only  those  who  are  committed  to  the  open  anas- 
tomosis find  it  necessary  to  employ  antibiotic  therapy 
prior  to  operation.  The  exteriorization  operation  of 
Bloch,  Paul  and  Mikulicz  has  been  given  up  by  practi- 
cally all  surgeons.  It  has  not  been  performed  in  this 
clinic  during  the  past  ten  years.  A studied  effort  to  en- 
compass the  entire  lymphatic  drainage  area  in  the  ex- 
cision is  in  order.  Moreover,  it  is  not  unusual  in  excis- 
ing long  lengths  of  the  colon  to  encounter  an  unexpected 
polyp  far  removed  from  the  lesion  for  which  the  opera- 
tion was  undertaken.  This  circumstance  has  persuaded 
the  writer  that  excision  of  the  entire  proximally  lying 
colon  is  justified  in  all  cancers  of  the  sigmoid.  In  fact, 
I regard  subtotal  excision  of  the  colon  as  the  procedure 
of  choice  in  all  cancers  lying  beyond  the  hepatic  flexure 
and  above  the  sacral  promontory.  Intestinal  continuity 
can  be  effected  by  uniting  the  ileum  end  to  end  with  the 
iliac  colon  just  beneath  the  sacral  promontory.  Persistent 
diarrhea  is  unusual.  It  is  excision  of  the  terminal  25 
to  40  cm.  of  the  ileum,  together  with  the  right  half  of 
the  colon  in  cecal  cancer,  which  causes  loss  of  the  water 
wringer  of  the  bowel,  thereby  promoting  diarrhea.  Con- 
sequently, primary  subtotal  excision  of  the  colon  is  not 
a good  operation  for  cancer  of  the  cecum.  Yet,  even 
in  such  patients,  with  the  development  of  another  cancer 
in  the  remaining  left  half  of  the  colon,  I have  excised 
the  greater  portion  of  the  remaining  colon  at  the  next 
operation  in  preference  to  another  regional  resection. 

Rectal  cancer: 

Complete  removal  of  the  lymphatic  drainage  area  is 
mandatory  in  all  cancers  save  in  basal  cancers  of  the 
skin.  Hence,  even  for  Dukes’  group  A lesions,  the  ab- 
dominoperineal operation  is  to  be  preferred  to  resection 
in  all  low-lying  cancers.  Whereas,  it  is  technically  fea- 
sible to  carry  out  a resection  with  full  preservation  of 
sphincteric  fecal  continence  and  of  the  sexual  function, 
ordinarily  in  the  male,  with  re-establishment  of  continuity 
at  levels  so  low  as  four  or  five  cm.  from  the  anus,  I have 


come  to  abandon  all  efforts  at  sphincter-saving  opera- 
tions, save  in  lesions  which  are  more  than  eight  cm.  from 
the  anus.  In  the  presence  of  bulky,  fixed  lesions,  it  is 
probably  better  to  raise  that  lower  limit  for  resection  an 
additional  two  cm.  In  the  more  conservative  operation, 
the  local  lesion  can  be  excised  satisfactorily,  but  in  low- 
lying  lesions,  such  an  operation  removes  the  lymphatic 
drainage  area  incompletely. 

Pre  and  postoperative  care: 

Any  patient  who  has  lost  15  to  20  per  cent  or  more 
of  his  weight  during  a period  of  two  months  or  less 
prior  to  surgery  demands  special  attention  with  reference 
to  protein,  carbohydrate  and  vitamin  intake  prior  to  sur- 
gery. Any  suggestion  of  anemia  needs  correction  by 
transfusion  of  blood.  The  possibility  of  existence  of 
dehydration  and/ or  electrolyte  imbalance,  or  disturbances 
in  the  acid-base  balance  of  the  blood  needs  careful  scru- 
tiny in  all  patients  in  whom  a formidable  operative  pro- 
cedure is  contemplated. 

The  determination  of  a preoperative  base-line  of 
weight  by  repeated  weighing  of  the  patient  before  op- 
eration is  a matter  of  routine  in  this  clinic.  Moreover, 
the  weights  of  all  patients  undergoing  radical  surgery  is 
determined  daily  during  the  early  postoperative  period. 
Any  fluctuation  of  weight,  gain  or  loss,  as  calculated 
from  the  preoperative  base-line  of  more  than  three  per 
cent  is  potentially  hazardous.  A desirable  output  of  urine 
should  be  in  the  area  of  1000  to  1500  cc.  daily.  All  sur- 
geons are  sensitive  over  the  occurrence  of  oliguria.  If 
the  patient’s  weight  is  more  than  three  per  cent  over  the 
preoperative  baseline,  fluids  have  to  be  administered  spar- 
ingly. Even  more  difficult  in  such  patients  is  determina- 
tion of  the  electrolyte  needs.  Only  periodic  determina- 
tion of  the  values  for  plasma  chlorides  and  CO2  will 
suggest  what  the  electrolyte  needs  of  the  patient  are. 
And  not  infrequently  ascertainment  of  the  serum  values 
for  Na  and  K must  be  done  for  the  additional  orienta- 
tion provided  thereby.  This  is  a phase  of  the  surgeon’s 
activity  which  he  cannot  afford  to  neglect.  In  this  clinic, 
the  application  of  suction  to  an  indwelling  duodenal  tube 
is  routine  practice  in  all  abdominal  operations.  Its  use 
is  an  important  aid  in  the  avoidance  of  distention. 

T racheotomy: 

There  is  one  item,  in  the  postoperative  care  of  aged, 
debilitated  patients  undergoing  formidable  operations 
upon  the  alimentary  tract  which  has  been  added  during 
the  past  year,  which  I feel  has  real  merit:  I refer  to 

employment  of  tracheotomy  during  the  postoperative 
period  on  slight  provocation.  It  has  proved  a life  saving 
procedure  in  many  an  old  patient,  too  ill  or  weak  to 
cough.  When  the  patient  has  a tracheotomy  tube  in 
place,  the  special  nurse  in  constant  attendance  becomes 
a better  guardian  of  the  patient’s  safety  than  the  most 
expert  bronchoscopist  on  the  staff.  She  can  "broncho- 
scope” the  patient  repeatedly  and  with  little  inconve- 
nience to  the  patient.  This  is  a postoperative  measure 
which  should  find  wider  adoption  by  surgeons  in  all 
patients  who  have  retained  secretions  in  their  trachea 
or  bronchi. 
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Re-entry  of  the  Abdomen  in  Dukes’  Group  C 
Cases:  "Need  for  a second  Look” 

Over  a period  of  more  than  a year,  my  associates  and 
I have  been  exploring  the  thesis  that  Group  C cases 
(patients  with  lymph  node  involvement)  should  be  re- 
operated upon  after  an  interval  of  four  to  six  months. 
We  have  now  explored  several  such  patients,  largely 
patients  with  colic,  rectal  or  gastric  cancer.  We  are  per- 
suaded that  this  is  a worth-while  endeavor.  The  disparity 
in  accomplishment  between  group  A and  C cases  is  such 
in  all  cancers  that,  it  is  quite  natural  to  believe  that, 
re-exploration  of  patients  having  a group  C lesion  may 
improve  the  result  in  such  cases.  Our  observation  has 
been  that  the  recurrent  cancer  is  found  most  frequently 
in  the  peri-aortic  lymph  nodes.  We  have  explored  a few 
symptomless  patients  who  initially  had  group  C lesions 
as  many  as  three  times.  We  are  hopeful  that  we  may 
be  able  to  increase  the  cure  rate  in  some  group  C cases 
by  this  rather  aggressive  attitude.  Most  patients  see  the 
reasonableness  of  the  suggestion  and  accept  re-explora- 
tion without  much  opposition.  Of  course,  we  always  tell 
patients  when  we  find  they  have  cancer.  Not  to  do  so 
is  pre-Victorian.  Sincerity  is  something  a patient  can 
appreciate  in  his  physician.  Re-exploration  has  been  nega- 
tive in  most  patients  who  initially  presented  involvement 
of  only  a few  of  the  excised  lymph  nodes.  Three  exten- 
sive B lesions  have  been  re-explored  but  apparently  all 
the  cancer  was  excised  at  the  first  operation.  If  experi- 
ence justifies  this  need  of  a second  look  into  patients 
who  have  been  operated  upon  for  cancer  and  in  whom 
lymph  nodes  were  found  involved,  it  is  obvious  that  this 
activity  will  add  to  the  labors  of  the  surgeon  and  create 
a demand  for  more  surgical  beds  in  hospitals  devoted 
to  the  care  of  cancer  patients. 

More  Radical  Operations  for  Fixed  Lesions 

The  present  trend  among  aggressive  cancer  surgeons 
is  extension  of  the  possible.  New  meaning  has  been 
synthesized  out  of  old  knowledge  and  this  consolidation 
of  information  has  extended  the  range  of  the  surgeon’s 
endeavors,  making  it  possible  for  him  to  accomplish, 
with  fairly  consistent  regularity,  feats  which,  a few  years 
back,  were  looked  upon  as  impossible.  While  on  the  one 
hand  we  are  hoping  fervently  to  receive  patients  for 
operation  who  have  early  cancer,  we  must  at  the  same 
time  be  realistic  enough  not  to  neglect  the  patient  with 
advanced  cancer,  particularly  the  patient  with  a lesion 
fixed  to  adjacent  structures.  Operations  of  this  character 
whether  upon  the  stomach  with  invasion  of  the  colon 
or  pancreas,  or  upon  the  rectum  with  pelvic  extension — 
none  of  these  situations  will  deter  the  aggressive  cancer 
surgeon  from  assessing  the  problem  with  the  greatest 
care.  And  more  frequently  than  not,  he  finds  sufficient 
justification  for  embarking  upon  the  ordeal.  Cancer 
plaques,  constituted  in  part  by  lymph  nodes,  intimately 
adherent  to  large  blood  vessels  dissuades  many  a surgeon 
from  an  attempt  to  remove  the  tumor.  It  is  surprising, 
however,  what  diligent  effort  can  do  in  loosening  up 
some  of  these  adherent  neoplasms. 

One  of  the  real  challenges  in  this  area  of  endeavor 
are  those  pelvic  cancers,  whether  of  the  rectum  or  other 


pelvic  viscera,  which  invade  the  base  of  the  bladder. 
Certain  cancers  of  the  prostate  too  justifiably  come 
within  this  province.  Obviously  radical  surgery  in  these 
latter  instances  necessitates  excision  of  the  bladder  and 
transplantation  of  the  ureters.  And  if  colostomy  too 
has  to  be  performed,  the  great  trials  to  which  the  pa- 
tient is  of  necessity  subjected  raises  the  issue  of  how  far 
one  is  justified  in  going  in  an  attempt  to  eradicate  can- 
cer. These  latter  considerations  are  not  pleasant  pros- 
pects for  either  the  patient  or  the  surgeon.  Yet,  when 
the  patient  is  provided  with  a proper  prosthesis,  he  ap- 
pears to  be  able  to  endure  the  heavy  burden  of  this  cross 
without  bitterness. 

Hepatic  Metastases 

Over  a period  of  several  years  in  this  clinic,  we  have 
been  excising  hepatic  metastases  when  the  situation  ap- 
peared to  warrant  it.  During  the  past  few  years,  an 
even  more  radical  attitude  has  been  taken  toward  large 
localized  hepatic  metastases.  Several  excisions  of  large 
segments  of  the  liver  have  now  been  done.  The  left 
lobe  of  the  liver  has  been  excised  many  times.  Large 
segments  of  the  right  lobe  have  been  removed.  I have 
removed  the  entire  right  lobe  successfully  in  one  patient. 
The  primary  problem  in  most  instances  of  hepatic  re- 
moval is  not  essentially  one  of  hemostasis  but  rather  of 
biliary  fistula  which  results.  If  complete  external  diver- 
sion of  the  leaking  bile  can  be  provided,  temporary 
biliary  fistula  per  se  affords  no  problem,  other  than  pro- 
longation of  the  hospital  stay.  When  large  segments  of 
the  right  lobe  of  the  liver  are  removed,  much  blood 
would  be  lost  if  interrupted  compression  of  the  hepatic 
vascular  pedicle  were  not  done.  Direct  extension  of  can- 
cer into  the  liver  from  the  hepatic  flexure  of  the  colon 
or  the  stomach  obviously  holds  a far  less  serious  threat 
to  life  than  does  hepatic  metastasis.  Two  patients  in  our 
clinic  are  well  several  years  after  subtotal  excision  of  the 
left  lobe  of  the  liver,  performed  at  the  time  of  gastric 
resection  for  cancer  because  of  direct  extension.  One 
patient  in  whom  hepatic  excision  was  undertaken  because 
of  metastases  has  been  found  to  be  negative  on  re- 
exploration for  a second  look  at  the  liver  after  the  elapse 
of  six  months  following  the  hepatic  resection. 

Extensive  Peritoneotomy 

Ovarian  cancer  and  some  colic  cancers  appear  to 
spread  widely  upon  the  parietal  peritoneum.  When  simi- 
lar involvement  o f the  visceral  peritoneum  covering  the 
small  bowel  is  absent,  there  is  nothing  to  deter  the  sur- 
geon from  excising  extensive  segments  of  parietal  peri- 
toneum invaded  by  cancer.  A rather  extensive  experience 
with  attempts  at  removal  of  this  type  of  cancer  going 
back  to  1944  has  persuaded  me  that  the  peritoneum 
serves  as  a restrictive  membrane  to  the  spread  of  cancer. 
Extensive  peritonectomies  are  therefore  justified.  In 
patients  with  colic  or  ovarian  cancer  presenting  such 
evidences  of  spread,  I have  in  several  instances  excised 
large  segments  of  peritoneum,  including  that  of  a good 
portion  of  the  anterior  abdominal  wall,  the  lower  half 
of  the  posterior  parietal  peritoneum,  the  lateral  gutter 
and  the  peritoneum  over  both  diaphragms.  The  median 
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sternotomy  incision  mentioned  above  facilitates  the  re- 
moval of  the  peritoneum  below  the  right  diaphragm. 
Such  operations  are  obviously  essentially  palliative;  how- 
ever, I have  the  impression  that  repeated  operations, 
because  of  the  very  incomplete  nature  of  the  first  opera- 
tion in  such  patients,  may  accomplish  something  worth- 
while. 

It  is  obvious  that,  no  matter  how  aggressive  some  of 
these  efforts  are,  ordinarily  only  palliation  usually  can 
be  expected.  It  remains  to  be  seen  whether  complete  cure 
can  be  effected  in  patients  with  diffuse  peritoneal  spread 
of  their  lesion.  Moreover,  the  immediate  operative  mor- 
tality, despite  observance  of  the  greatest  care,  will  exceed 
that  assumed  in  operating  upon  substandard  risk  patients 
under  otherwise  conventional  indications  for  operation. 
Yet,  from  long  personal  experience  with  such  ventures 
in  cancer  surgery,  I am  persuaded  that  these  endeavors 
are  worth  pursuing.  Yes,  it  would  be  nice  to  accomplish 
all  this  by  the  injection  of  a chemotherapeutic  agent. 
And  perhaps  some  day  we  will.  Hope  sustains  and  com- 
forts us  every  day.  It  has  an  intoxicating  effect  upon 
minds  long  accustomed  to  despair.  It  may  elevate  us 
into  a euphoric  reverie,  which  when  broken  by  waking 
reality,  reminds  us  again  that  hope  is  often  the  last  ref- 
uge of  the  discouraged.  Palliation  by  nonoperative  means 
is  largely  nonexistent  for  most  abdominal  cancers. 

Extension  of  the  Halsted  operation 
for  cancer  of  the  breast: 

There  are  probably  many  areas  in  which  extension  of 
conventional  operations  for  cancer  will  improve  the  result. 
We  are  all  aware  of  the  unhappy  manner  in  which  in- 
volvement of  the  axillary  lymph  nodes  affects  prognosis 
unfavorably  in  breast  cancer.  And  yet,  many  surgeons 
are  advising  contraction  of  indications  for  operation, 
rather  than  extension.  In  patients  who  present  clinical 
evidences  of  axillary  involvement,  my  colleagues  and  I 
have  extended  the  operation  to  include  a routine  supra- 
clavicular dissection;  bilateral  excision  of  the  internal 
mammary  chain  of  lymph  nodes,  together  with  a medias- 
tinal dissection.  Interestingly  enough,  cancer  involvement 
beyond  the  reach  of  the  conventional  Halsted  operation 
has  been  found  in  60  per  cent  of  patients  submitted  to 
this  type  of  operative  procedure. 

The  operation  is  carried  out  with  an  oblique  type  of 
Stewart  incision  slanting  upward  toward  the  axilla.  If 
the  axillary  lymph  nodes  are  found  involved,  a median 
sternotomy  is  done,  the  upper  end  of  the  incision  begin- 
ning in  the  neck  on  the  involved  side  and  extending 
down  over  the  sternum.  The  skin  incision  does  not  con- 
nect at  its  lower  end  with  the  oblique  incision  through 
which  the  breast  was  encised,  a short  bridge  remaining. 
The  sternum  is  divided  transversely  into  the  fourth  inter- 
costal space.  A liberal  segment  of  the  first  rib  is  re- 
moved, the  clavicle  is  swung  outward,  permitting  ready 
removal  of  the  lymph  nodes  in  the  supraclavicular  area, 
removal  of  both  parasternal  lymph  node  chains  along  the 
mammary  vessels  as  well  as  of  the  lymph  node  bearing 
tissue  in  the  superior  mediastinum. 

One  of  the  important  decisions  to  be  made  by  the 
surgeon  in  all  breast  cancers  is  whether  an  effort  should 


be  directed  at  achieving  a cure.  Whereas  palliative 
methods  such  as  irradiation,  estrogen  or  androgen  treat- 
ment do  prolong  life  in  many  late  cases  in  which  surgery 
can  offer  nothing,  it  is  to  be  remembered  that  such  treat- 
ment carries  no  promise  of  cure.  Surgeons  will  do  well 
to  weigh  the  possibility  of  whether  more  radical  lymph 
node  extirpations  will  extend  the  hope  of  cure  to  some 
patients  who  otherwise  must  accept  only  palliative  meas- 
ures. 

I have  the  feeling  that  we  should,  more  often  than 
we  do,  sacrifice  the  remaining  breast  when  a patient 
comes  to  us  because  of  an  obvious  cancer  in  one  breast. 
Following  this  practice,  when  the  patient  accepts  it,  dur- 
ing the  past  year  in  this  clinic  three  such  undetected  can- 
cers were  found  in  the  opposite  breast.  My  colleague. 
Dr.  T.  Brannon  Hubbard,  is  pursuing  this  inquiry. 

Up  until  now,  the  impact  of  research  has  been  entirely 
on  palliation.  Such  too  has  been  the  history  of  the  con- 
tributions of  surgery  to  the  management  of  cancer.  The 
advances  of  the  last  few  years,  when  viewed  in  the  light 
of  the  accomplishment  of  70  years  ago,  are  no  less  than 
phenomenal.  And  now  surgeons  are  hopeful  of  effecting 
a cure  in  increasing  numbers  of  patients  with  many  types 
of  cancer. 

Suggestion  of  a New  and  More  Comprehensive 

Clinicopathological  Classification  of  Cancer 

The  Borrmann  classification  for  gastric  cancer  relates 
essentially  only  to  the  extent  of  the  lesion.  It  gives  no 
information  concerning  penetration  of  the  lesion  from 
the  mucosa  to  the  surface,  nor  concerning  lymph  node 
involvement.  Dukes’  classification  of  rectal  cancer  con- 
cerns only  the  matter  of  penetration  and  the  status  of 
the  lymph  nodes,  no  information  being  available  in  the 
Dukes’  A,  B,  and  C ratings  of  the  size  of  the  tumor. 
By  adding  the  extra  letter  D to  indicate  spread  of  the 
tumor  to  other  organs  such  as  liver,  lung,  and  bone,  and 
using  numbers  (1,  2,  3,  and  4)  to  indicate  in  A the  size 
of  the  tumor;  in  B,  the  extent  of  the  penetration;  in  C, 
the  extent  of  the  lymph  node  involvement;  and  in  D, 
if  any,  the  invasion  of  other  organs  by  the  employment 
of  such  a scheme,  and  the  simultaneous  use  of  a diagram 
of  the  organ  concerned,  a fairly  succinct,  yet  compre- 
hensive summary  of  most  of  the  important  gross  features 
of  a given  tumor  readily  could  be  recorded;  such  a rec- 
ord would  convey  a fairly  intelligible  statement  to  an- 
other (Figure  I) . 

One  of  the  laments  of  medical  students  concerning 
their  studies  of  malignancy  is  the  lack  of  uniformity  of 
classification.  It  would  appear  that  almost  everyone 
working  with  data  pertaining  to  the  pathology  of  cancer 
has  found  it  necessary  to  devise  a classification  to  meet 
his  particular  needs.  Certainly,  there  is  great  need  for 
more  uniform  methods  of  classification  of  cancers,  useful 
to  both  clinicians  and  pathologists. 

There  appears  to  be  far  less  concern  now,  over  fitting 
the  histological  features  of  neoplasm  into  the  classifica- 
tion of  its  gross  features,  than  there  was  earlier,  when 
Broders  (1920)  with  his  studies  of  cancer  of  the  lip,  lent 
considerable  impetus  to  applying  histological  grading  to 
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Fig.  1.  A suggested  clinico-pathological  classification  for  can- 
cer. The  size  A,  extent  of  penetration  B,  the  extent,  if  any,  of 
lymph  node  involvement  C,  and  extent  of  metastases,  if  any, 
to  liver  (h),  lung  (lu),  or  bone  (b)  can  readily  be  indicated  on 
the  chart. 

In  this  clinic,  for  frequent  cancers  such  as  stomach,  colon, 
rectum  and  breast,  such  schematic  drawings  are  employed,  upon 
which  a sketch  of  the  neoplasm  is  made  for  the  record. 

all  cancers,  as  being  the  best  index  of  the  inherent  malig- 
nancy of  the  neoplasm.  To  be  certain,  no  scheme  of 
classifying  cancers  is  complete  without  some  additional 
help  from  a microscopic  study.  Even  in  the  matter  of 
lymph  node  involvement,  the  gross  examination  is  in- 
complete and  unreliable,  save  in  those  instances  in  which 
a portion  or  all  of  the  lymph  node  is  replaced  completely 
by  tumor.  Moreover,  as  the  serial  section  studies  of 
lymph  nodes  by  Andreason  and  Dahl  Iverson  (1949) 
of  Copenhagen  (Rigshospialet)  and  of  Saphir  (1948)  of 
Chicago  (Michael  Reese)  have  shown  in  breast  carcino- 
ma a microscopic  report  of  no  involvement,  by  the  usual 
method  employed  in  most  hospital  laboratories  of  cutting 
one  or  two  sections  from  each  lymph  node,  is  also  un- 
reliable. In  Saphir’s  study,  an  average  of  332  sections 
were  cut  per  lymph  node,  every  other  section  being 
stained.  In  30  patients  with  breast  cancer,  in  which  the 
axillary  lymph  nodes  were  "negative”  for  cancer,  by  the 
usual  method  of  hospital  study,  Saphir  found  on  serial 
section  study  that  in  ten  patients  (33  per  cent)  micro- 
scopic evidence  of  cancer  was  found.  The  significance  of 
those  findings  is  obvious;  the  enormity  of  the  labor  in- 
volved IS  also  apparent.  Yet,  this  sampling  type  of  study 
should  be  undertaken  for  every  malignancy  to  afford 
better  criteria  upon  which  more  reliable  judgments  may 
be  expressed  with  reference  to  the  important  question 
of  absence  or  presence  of  microscopic  cancer  deposits  in 
the  lymph  nodes. 

These  studies  have  great  import  for  the  surgeon.  In  all 
cancers  which  may  metastasize  to  lymph  nodes,  complete 
excision  of  the  regional  lymphatic  drainage  area  obvi- 
ously is  mandatory.  In  so-called  primary  local  cancers, 
without  ostensible  lymph  involvement,  the  presence  of 
undetected  micro,scopic  cancer  in  lymph  nodes  not  re- 
moved is,  in  all  likelihood,  in  large  measure  responsible 
for  the  circumstance  that  the  operation  fails  to  cure  100 
per  cent  of  such  tumors.  Surgeons,  therefore,  need  to 
give  heed  and  considered  thought  to  extending  their 


operative  attacks  on  cancer  to  include  excision  of  all  the 
potential  lymphatic  drainage  area  of  the  organ  involved. 

Venous  Metastases 

When  invasion  of  blood  vessels  occurs,  the  success  of 
the  surgeon’s  attack  upon  cancer  becomes  even  more 
restricted.  In  fact,  up  until  within  the  past  few  years. 
Its  occurrence  has  been  looked  upon  as  the  indication 
of  utter  futility  of  further  treatment.  Yet  surgeons  have 
been  removing  isolated  pulmonary  metastases  long  years 
after  excision  of  a hypernephroma  or  after  amputation 
of  an  extremity  for  osteogenic  sarcoma,  and  in  some 
instances  with  success.  Of  the  25  per  cent  of  patients 
who  fail  to  survive  five  years  following  operations  for 
Stage  I or  Group  A cancers,  primary  venous  invasion 
and  metastases  may  account  for  some  of  these.  Yet  in- 
adequate lymph  node  removal  at  the  first  procedure  is 
undoubtedly  responsible  for  some.  In  other  words,  there 
are  fewer  Stage  I and  Group  A cases  than  we  think; 
some  labeled  as  such  are  undoubtedly  Stage  II  or 
Group  C cases.  The  surgeon’s  experience  with  re-estab- 
lishment  of  intestinal  continuity  following  excision  of 
low  lying  Group  A rectal  cancers  suggests  this  definitely. 
Excision  of  the  entire  lymphatic  drainage  area  is  as  nec- 
essary as  the  excision  of  the  cancer. 

Moreover,  it  is  doubtful  whether  in  the  routine  man- 
agement of  cancer,  even  with  the  best  of  appointments 
and  a large  and  strong  hospital  staff,  surgeons  can  rea- 
sonably expect  pathologists  to  study  specimens  with  the 
care  necessary  to  provide  ready  and  final  answers  to  such 
questions  as:  Is  it  a Group  A or  C case?  Is  venous  in- 
vasion absent? 

It  probably  would  be  fair  to  suggest  that  more  sur- 
geons should  help  pathologists  in  various  areas  of  cancer 
to  provide,  by  careful  survey  studies,  more  exact  infor- 
mation relative  to  the  character  of  the  lesion,  the  number 
of  lymph  nodes  in  cleared  specimens,  the  number  of 
nodes  which  exhibit  microscopic  evidences  of  invasion  in 
any  part  of  the  node,  as  well  as  careful  scrutiny  of 
whether  the  tumor  exhibits  evidences  of  venous  invasion. 
It  is  very  unlikely  in  the  years  which  lie  immediately 
ahead — even  in  hospitals  with  strong  staffs — that  this 
gigantic  task  can  be  performed  as  a service  to  every  pa- 
tient submitted  to  operation  for  cancer.  It  should  be 
done  in  every  teaching  hospital,  in  a group  of  repre- 
sentative organ  removals,  because  it  instructs  everyone 
in  the  uncertainty  of  judgments  based  upon  inadequate 
information. 

However,  there  are  probably  a few  malignancies  in 
which  the  surgeon  should  take  a bolder  view  toward  the 
problem  of  venous  invasion.  In  certain  malignancies, 
massive  venous  invasion  may  occur,  notably  in  hyper- 
nephroma. Surgeons  can  pluck  an  extension  out  of  the 
renal  vein;  but  a more  deliberate  approach,  excising  every 
vestige  of  renal  capsule,  including  careful  inspection  of 
the  vena  cava  over  a long  length,  necessitating  more  fre- 
quent use  of  the  mtraperitoneal  approach  will  result  in 
more  cures.  The  vena  cava  must  be  opened  in  some  pa- 
tients with  satisfactory  provision  for  the  contingency  of 
dealing  with  thrombi  extending  well  up  into  proximal 
reaches  of  that  vein. 


November,  1950 


Phemister  ( 1930)  reported  pulling  venous  extensions 
out  of  the  femoral  vein  in  a patient  with  a chondro- 
sarcoma of  the  femur.  Fry  and  Shattock  (1926)  report 
the  occurrence  of  a tumor  thrombus  extending  through 
the  venous  system  from  the  point  of  origin  of  a sarcoma 
of  the  sacrum,  through  the  vena  cava,  right  heart  and 
pulmonary  artery.  The  fatal  thrombus,  which  was  not 
recent,  was  53  cm.  long  and  5.5  cm.  thick.  Is  massive 
venous  embolism  responsible  for  the  large  snowball-like 
metastases  seen  in  the  lung,  frequently  long  months  after 
excision  of  an  osteogenic  sarcoma  of  an  extremity?  Or 
did  the  pulmonary  metastases  grow  from  fine  small  dif- 
fuse intracapillary  pulmonary  seeding?  This  is  a problem 
with  more  than  academic  importance.  If  massive  venous 
extensions  are  occurring,  surgeons  obviously  must  not 
neglect  the  opportunity  to  examine  the  veins  of  the  ex- 
tremity at  the  time  of  amputation.  This  too  may  be  an 
area  in  which  pathologist,  surgeon,  and  radiologist  may 
combine  their  efforts  for  the  improvement  of  a very 
discouraging  situation. 

Summary 

Cancer  is  a problem  of  the  public  health.  Progress 
reflected  in  a greater  accomplishment  is  being  made. 
Anyone  who  has  any  acquaintance  with  cancer  in  its 
broad  aspects  must  confess,  however,  to  a feeling  of  con- 
fused bewilderment  before  the  enormity  of  the  problem. 
Many  series  of  questions  for  which  answers  can  be 
found  must  be  asked  of  Nature  and  put  to  study  and 
experiment,  before  our  understanding  of  what  cancer  is 
will  be  more  intelligible. 

There  is  however  no  reason  to  despair,  granted  we 
face  the  problem  squarely.  There  are  prophets  of  doom 
within  our  own  midst  who  suggest  that  "Cancer  may 
be  a way  of  life.”  Yes,  it  may,  if  we  do  not  seek  out 
silent  cancer  carriers.  There  is  good  evidence  to  suggest 
that  many  visceral  cancers  are  probably  of  two  years’ 
duration  when  the  patient  reports  to  his  physician  be- 
cause of  symptoms.  This  occurrence  suggests  the  neces- 
sity of  supporting  well-staffed  Cancer  Detection  Cen- 
ters; moreover,  the  elaboration  of  screening  tests,  which 
can  be  used  in  the  physician’s  office  to  suggest  which 
patients  should  be  submitted  to  more  careful  study  will 
lessen  the  arduous  labors  of  such  detection  centers. 
Every  physician  must  come  to  look  upon  himself  as  play- 
ing an  important  role  in  cancer  detection  in  his  own 
office,  and  when  it  is  found  that  a patient  has  cancer, 
he  must  be  told.  It  is  absurd  to  withhold  that  informa- 
tion from  him.  An  alerted  patient  is  a cooperative 
patient. 

The  clinical  approach  to  the  problem  must  be  twofold: 
(1)  great  emphasis  needs  to  be  lent  the  problem  of 
detecting  the  early  case;  and  (2)  an  even  more  ag- 
gressive attitude  should  be  cultivated  by  the  surgeon  in 
his  attack  upon  cancer.  The  performance  of  complete 
operations  excising  the  entire  regional  lymphatic  drain- 
age area  is  mandatory.  Fixed  group  B lesions,  in  the 
main,  if  the  surgeon  can  remove  them  completely,  have 
a favorable  outlook.  It  is  lymph  node  involvement  by 
cancer  which  most  frequently  defeats  the  surgeon.  Re- 
operation, or  a "second  look”  in  many  group  C cases 
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after  the  lapse  of  four  to  six  months  is  in  order  to 
determine  whether  any  residual  cancer  remains.  This 
practice,  if  adopted  by  surgeons,  may  narrow  down  the 
great  disparity  in  accomplishment  now  existing  between 
Group  A and  C cases.  It  too,  like  cancer  detection  dur- 
ing the  long  silent  interval,  is  an  effort  which  involves 
much  labor.  Massive  venous  invasion,  too,  is  a restricted 
area  in  which  the  surgeon,  by  occasional  bold  efforts 
may  be  able  to  add  brighter  prospects  to  a dismal  out- 
look. 

It  would  be  very  nice  to  accomplish  all  this  by  lesser 
means.  And  it  is  to  be  hoped,  when  better  comprehen- 
sion of  the  problem  is  at  hand,  that  we  may.  A surgeon 
has  been  described  as  a manual  laborer  in  a Greek  dress. 
If  he  with  the  aid  of  helpful  colleagues  in  related  fields, 
only  will  persist  in  his  endeavors  considerable  encourage- 
ment may  be  lent  potential  and  actual  cancer  sufferers. 
Honest  toil  is  an  honorable  pursuit,  especially  when  it  is 
directed  at  making  the  lives  of  men  longer  and  happier. 
While  we  entertain  our  minds  with  thoughts  of  hope 
and  simpler  methods  of  treating  cancer,  let  us  press  on. 
Surgery  offers  many  cancer  sufferers  hopeful  prospects 
of  cure. 
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Significance  of  Tumors  of  the  Neck* 
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Tumors  in  the  cervical  region,  which  manifest  them- 
selves by  displacing  normal  surrounding  tissue  in  the 
plane  of  least  resistance,  are  diagnosed  correctly  pre- 
operatively  in  direct  proportion  to  the  care  taken  in  the 
physical  examination  and  in  evaluating  the  history  of 
both  local  and  general  symptoms.  The  objective  of  the 
surgeon  is  not  only  to  estimate  what  condition  may  exist 
and,  by  weighing  all  factors,  to  determine  whether  it 
is  surgical,  but  also,  if  it  is  surgical,  to  recognize  the 
optimal  time  for  surgical  intervention. 

Although  the  causes  of  cervical  swellings  are  numer- 
ous and  must  be  differentiated,  the  chief  concern  of 
this  discussion  is  the  question  of  inflammatory  or  malig- 
nant involvement  of  lymph  nodes.  If  the  swelling  is 

Table  I 


Summary  of  Cases  Included  in  Present  Study 


Lesion 

Number 

Pet. 

Malignant  neoplasm 

. 304 

100.0 

Metastatic  carcinoma 

153 

50.3 

Primary  lesion  above  clavicles 

76 

Primary  lesion  below  clavicles 

52 

Primary  lesion  not  proved 
Upper  cervical  nodes 

5 

Lower  cervical  nodes 

20 

Lymphoblastoma 

69 

227 

Primary  malignant  tumor 

82 

27.0 

Parotid  adenocarcinoma 

72 

Submaxillary  adenocarcinoma 

7 

Carotid  body  tumor 

2 

Fibrosarcoma 

1 

Benign  conditions 

305 

100.0 

Benign  growth 

162 

100.0 

Keratoma 

35 

21.6 

Lipoma 

31 

19.1 

Thyroglossal  duct  cyst 

30 

18.5 

Parathyroid  tumor 

17 

10.5 

Branchial  cleft  cyst 

13 

8.0 

Adenocystoma  lymphomatosum 

6 

3.7 

Neurofibroma 

5 

3.1 

Miscellaneous 

25 

15.5 

Inflammatory  condition 
Lymph  node 

1 10 

100.0 

Nonspecific  inflammation 

79 

71.8 

Tuberculosis 

21 

19.1 

Boeck’s  sarcoid 

8 

7.3 

Granuloma 

2 

1.8 

Inflammatory  lesion 

21 

100.0 

Inflammatory  mass 

1 1 

52.4 

Abscess 

10 

47.6 

Sialadenitis 

12 

100.0 

Submaxillary 

9 

75.0 

Parotid 

3 

25.0 

Total  lesions 

609 

*Read  at  the  meeting  of  the  North  Dakota  State  Medical 
Association,  Grand  Forks,  North  Dakota,  May  29,  1950. 

I [division  of  Surgery,  Mayo  Clinic,  Rochester,  Minnesota, 
thellow  m Surgery,  Mayo  Foundation,  Rochester,  Minnesota. 


assumed  to  be  inflammatory,  is  it  a manifestation  of  a 
systemic  disease,  is  it  secondary  to  a focus  of  infection 
in  the  head  or  neck,  and  how  long  is  one  justified  in 
waiting  before  performing  biopsy  of  a node?  If  malig- 
nant involvement  is  present,  is  it  a manifestation  of  a 
primary  malignant  lesion  of  the  lymphatic  system,  is  it 
metastatic  from  a distant  primary  growth,  or  is  it  meta- 
static from  a nearby  primary  carcinoma  for  which  dis- 
section of  the  cervical  lymph  nodes  is  indicated?  The 
answers  often  are  not  simple  and  must  be  based  on 
complete  evaluation  of  the  individual  case. 

Survey  of  Cervical  Swellings 

A survey  was  made  of  the  cases  in  which  cervical  con- 
ditions were  treated  surgically  at  the  Mayo  Clinic  dur- 
ing the  year  1949.  All  patients  with  lesions  of  the  neck 
were  included  except  those  who  had  superficial  skin 
lesions,  tumors  of  the  thyroid,  and  conditions  of  the 
larynx,  esophagus  and  great  vessels. 

The  609  cases  included  are  summarized  in  table  I.  Of 
this  group,  337  patients  (55.3  per  cent)  came  to  the 
clinic  with  the  chief  complaint  of  a tumor  or  tumors  in 
the  neck.  The  correct  diagnosis  was  suggested  before 
operation  in  413  instances  (67.8  per  cent).  In  330  cases 
(54.2  per  cent)  the  lymph  nodes  in  the  neck  were  in- 
volved. In  304  cases  (49.9  per  cent)  the  lesion  was  a 
malignant  neoplasm;  as  indicated  in  table  II,  a tumor 
of  the  neck  was  the  chief  complaint  of  167  (54.9  per 
cent)  of  these  patients. 

Malignant  Neoplasms 

Metastatic  carcinoma.  Carcinoma  metastatic  to  cer- 
vical lymph  nodes  was  found  in  153  cases  in  which  lymph 
nodes  of  the  neck  were  subjected  to  histologic  examina- 
tion. Cervical  metastatic  lesions  were  grouped  readily 
according  to  whether  there  was  a diagnosed  primary 
lesion  above  the  clavicles  (76  cases  or  49.7  per  cent), 

Table  II 

Malignant  Neoplasm 
Tumor  of  Neck  as  Chief  Complaint 


Neck  Tumor  as 
Chief  Complaint 


Lesion 

Number 

Number 

Pet. 

Metastatic  carcinoma 

Primary  lesion  above  clavicles 

76 

31 

40.8 

Primary  lesion  below  clavicles 

52 

10 

19.2 

Primarv  lesion  not  known 

25 

9 

36.0 

Lymphoblastoma 

69 

42 

60.9 

Primary  malignant  tumor 

Parotid  adenocarcinoma 

72 

66 

91.7 

Submaxillary  adenocarcinoma 

7 

6 

85.7 

Carotid  body  tumor 

2 

2 

100.0 

Fibrosarcoma 

1 

1 

100.0 

Total 

304 

167 

54.9 
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an  identified  primary  lesion  below  the  clavicle  (52  cases 
I or  33.9  per  cent),  or  a lesion  whose  primary  site  was  not 
proved  (25  cases  or  16.3  per  cent) . In  20  of  the  25  cases 
of  cervical  metastasis  in  which  the  source  was  not  iden- 
tified, the  involved  lymph  nodes  were  in  the  lower  cer- 
' vical  region.  In  the  majority  of  these  patients,  poor  gen- 
! eral  condition  and  a fixed  abdominal  mass  or  roentgen 
• evidence  of  metastasis  in  the  chest  contraindicated  fur- 
ther diagnostic  procedures  to  determine  the  presence  of 
a suspected  primary  lesion  in  the  stomach  or  pancreas. 
In  four  of  the  five  cases  in  which  the  primary  lesion  was 
unidentified  and  in  which  the  involved  upper  cervical 
nodes  were  excised,  the  pathologist’s  diagnosis  of  squa- 
mous-cell epithelioma  suggested  that  the  source  was  intra- 
oral or  intranasal,  although  repeated  examinations  did 
' not  reveal  such  a lesion.  In  nine  (36  per  cent)  of  these 
25  cases  the  chief  complaint  was  the  presence  of  a cer- 
vical tumor. 

Table  III 

Metastatic  Carcinoma:  Primary  Lesion  Above  Clavicles 
Primary  Lesion  Number  Pet. 

Thyroid  gland  

Tongue  

Larynx  

Lip  - 

Floor  of  mouth  

Skin  

Tonsil - 

Buccal  mucosa  

Parotid  gland  

Nasopharynx  

Esophagus  --  

External  auditory  canal  

Soft  palate  . 

Nasal  passage  

Antrum  

Total  

The  primary  sites  of  the  carcinomas  in  the  76  cases  in 
which  there  were  cervical  metastatic  lesions  from  tumors 
I above  the  clavicles  are  given  in  table  III.  In  31  cases 

I (40.8  per  cent)  of  this  group  the  presence  of  a tumor  in 

! the  neck  was  the  primary  reason  these  patients  sought 

medical  attention.  In  56  cases  (73.7  per  cent)  dissection 
of  cervical  nodes  was  performed.  The  extensiveness  of 
the  procedure  ranged  from  removal  of  the  adjacent 
' group  of  nodes  to  bilateral  radical  block  dissection  of 
the  neck.  Of  the  remaining  cases  in  which  conditions 
i'  were  not  suitable  for  dissection  of  the  nodes,  in  1 1 a 

I single  node  was  excised  for  diagnosis,  in  seven  biopsy  of 

an  involved  node  was  performed,  and  in  two  aspiration 
; of  a fluctuant  metastatic  mass  was  done  prior  to  insertion 

I of  radon  seeds.  In  61  (80.3  per  cent)  of  this  group  of 

76  patients,  lymph  nodes  were  enlarged  and  considered 
preoperatively  to  be  the  site  of  metastatic  carcinoma. 
In  four  cases  (5.3  per  cent),  enlarged  cervical  lymph 
J nodes  were  considered  inflammatory  preoperatively.  In 

11  instances  (14.5  percent)  no  cervical  lymph  nodes  were 
palpable  and  dissection  of  the  neck  revealed  the  undiag- 
I nosed  metastatic  lesions.  In  most  cases  definitive  treat- 
' ment  of  the  primary  lesion  had  been  performed,  at  vary- 
] ing  times  prior  to  the  surgical  procedure  directed  toward 


Table  IV 

Metastatic  Carcinoma:  Primary  Lesion  Below  Clavicles 
Primary  Lesion  Number  Pet. 

Lung  . 21  40.4 

Breast  14  26.9 

Adrenal  gland  3 5.8 

Kidney  2 3.8 

Prostate  gland  2 3.8 

Ovary  2 3.8 

Rectum 2 3.8 

Colon  2 3.8 

Cervix  1 1.9 

Uterus  ....  1 1.9 

Bladder  1 1.9 

Skin  1 1.9 

Total  52  100.0 


the  cervical  metastasis,  although  in  some  instances  it  was 
deferred  until  after  dissection  of  the  neck  and  ligation 
of  a portion  of  the  blood  supply  to  that  region. 

In  table  IV  are  given  the  sites  of  the  primary  malig- 
nant neoplasms  situated  below  the  clavicles  from  which 
cervical  metastasis  occurred.  In  some  cases  previous  sur- 
gical treatment  of  the  primary  lesion  had  Teen  per- 
formed. It  should  be  noted  that  metastatic  lesions  from 
the  lung  in  21  cases  (40.4  per  cent)  and  from  the  breast 
in  14  cases  (26.9  per  cent)  comprised  two  thirds  of  this 
group.  Usually  metastasis  occurred  to  a supraclavicular 
lymph  node  on  the  side  of  the  pulmonary  lesion,  but 
spread  only  to  the  opposite  side  of  the  neck  and  bilateral 
metastasis  were  not  uncommon.  In  the  remaining  17 
cases  the  primary  site  varied  widely;  in  all  but  three  cases 
in  this  group  the  metastatic  tissue  was  present  in  a left 
supraclavicular  node.  In  ten  cases  (19.2  per  cent)  the 
presence  of  a tumor  in  the  neck  was  the  primary  com- 
plaint of  the  patient  on  admission.  In  45  cases  (86.5 
per  cent)  the  preoperative  diagnosis  of  the  palpable  tu- 
mor was  metastatic  carcinoma. 

Lymphoblastoma.  The  incidence  of  the  various  types 
of  lymphoblastoma  is  evident  in  table  V.  The  33  cases 
of  Hodgkin’s  disease  represent  47.8  per  cent  of  the  69 
malignant  lymphomas.  The  chief  complaint  of  42  pa- 
tients (60.9  per  cent)  with  this  condition  was  cervical 
swelling.  The  clinical  diagnosis  of  lymphoma  was  made 
in  only  41  instances  (59.4  per  cent).  In  36  cases  (52.2 
per  cent)  there  were  one  or  more  unilateral  enlarged  cer- 
vical lymph  nodes;  in  33  cases  (47.8  per  cent)  the  lymph- 
adenopathy  was  bilateral.  No  predilection  for  any  par- 

Table  V 


Lymphoblastoma 

Pathologic  Diagnosis  Number  Pet. 


Hodgkin’s  type  . 33  47.8 

Lymphocytic  type  8 11.6 

Giant  follicular  type  6 8.7 

Reticulum-cell  type  6 8.7 

Lymphosarcoma  (type  not  stated)  . 11  15.9 

Inflammatory  node  (clinical  diagnosis  lymphoma)  3 4.3 

Mikulicz’s  disease  1 1.5 

Chronic  lymphatic  leukemia  1 1.5 


Total  . 69  100.0 


19  25.0 

14  18.4 

8 10.6 

6 7.9 

5 6.6 

5 6.6 

4 5.3 

4 5.3 

3 3.9 

2 2.6 

2 2.6 

1 1.3 

1 1.3 

1 1.3 

1 1.3 


76  100.0 
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ncular  group  of  nodes  was  noted  in  this  senes.  In  12 
cases  (17,4  per  cent)  the  lymphomatous  tissue  appar- 
ently was  restricted  to  the  neck  and  was  unilateral  in 
these  cases;  in  the  remainder  of  the  cases  such  evidences 
of  lymphoblastoma  elsewhere  as  splenomegaly,  medias- 
tinal widening  on  roentgenograms  of  the  chest,  or  wide- 
spread lymphadenopathy  were  noted.  In  three  cases  the 
lymph  node  excised  was  reported  as  inflammatory  by  the 
pathologist,  but  the  patient  was  considered  to  have 
lymphoblastoma  clinically.  In  one  case  biopsy  of  a ton- 
sillar lesion  and  a cervical  node  thought  to  be  the  site  of 
metastasis  from  it  showed  both  to  be  lymphoblastoma. 

Primary  malignant  tumors.  The  72  cases  of  adeno- 
carcinoma of  the  parotid  salivary  gland  represent  87.8 
per  cent  of  the  82  primary  malignant  lesions  of  the  neck 
in  this  series.  Fifty  -eight  (80.5  per  cent)  of  these  parotid 
neoplasms  were  adenocarcinoma,  grade  1 (mixed  tumor 
type),  of  which  15  were  recurrent  growths.  Six  (8.3  per 
cent)  were  the  cylindroma  type  of  adenocarcinoma,  of 
which  two  were  recurrences.  Eight  (11.1  per  cent)  were 
adenocarcinoma  not  of  the  mixed  or  cylindroma  types, 
and  three  of  these  neoplasms  were  recurrent.  Of  the  72 
patients,  66  (91.7  per  cent)  presented  the  primary  com- 
plaint of  a tumor  of  the  neck  on  admission  to  the  clinic. 

Adenocarcinoma  of  the  submaxillary  salivary  gland 
was  present  in  seven  cases;  m each  instance  it  was  of 
the  mixed  tumor  type.  In  two  cases  the  growth  was  re- 
current. The  presence  of  a tumor  of  the  neck  was  the 
chief  complaint  in  six  of  the  seven  cases. 

Two  cases  of  tumor  of  the  carotid  body  and  one  case 
of  fibrosarcoma  of  the  neck  were  noted  in  this  series. 
In  each  instance  the  cervical  tumor  caused  the  patient 
to  seek  medical  attention.  No  case  was  encountered 
which  was  considered  to  be  one  of  branchiogenic  car- 
cinoma. 

Benign  Condi  i ions 

In  the  surgical  treatment  of  swellings  of  the  neck  one 
encounters  many  different  benign  lesions.  Of  305  pa- 
tients in  this  series  with  benign  conditions  for  which 
operation  was  performed  on  the  neck,  172  (56.4  per 
cent)  presented  the  chief  complaint  of  a cervical  tumor 
on  admission. 

Benign  gron'tiv:.  The  types  of  benign  growths  which 
were  encountered  most  frequently  are  listed  in  table  I. 
Among  162  patients  in  this  group,  the  primary  concern 
of  109  (67.3  per  cent)  was  the  presence  of  a tumor  of 
the  neck.  In  110  cases  (67.9  per  cent)  the  correct  diag- 
nosis was  made  preoperatively.  Vestigial  remnants,  such 
as  cysts  and  sinuses  of  the  thyroglossal  duct  (30  cases) 
and  cysts  and  sinuses  of  the  branchial  cleft  (13  cases), 
comprised  the  largest  group  of  cases  and  usually  were 
diagnosed  before  operation.  Seven  of  the  former  and 
one  of  the  latter  were  recurrent  lesions.  Lipomas  oc- 
curred in  31  cases,  with  only  21  correct  preoperative 
diagnoses,  and  were  located  in  all  regions  of  the  neck, 
fiven  keratomas  did  not  receive  correct  diagno.ses  before 
operation  in  five  of  the  35  cases.  Of  benign  tumors 
occurring  m the  parotid  region,  adenocystoma  lymphoma- 
tosum  was  encountered  in  six  cases,  and  three  of  the  five 
neurofibromas  were  situated  in  this  region.  None  of  the 


Table  VI 

Miscellaneous  Benign  Tumors  of  the  Neck 

Number 

Parotid  cyst  3 

Dermoid  cyst  3 

Epidermoid  cyst  _ _ ...  2 

Cystic  hygroma  . .2 

Lymphangioma  . 2 

Hemangioma  . 2 

Anomalous  cartilage  ..  2 

Calcified  ligament  . 1 

Osteochondroma  . 1 

Mandibular  bone  cyst  1 

Fibroma  ..  1 

Desmoid  1 

Hemolymph  node  1 

Parotid  oncocytoma  1 

Normal  parotid  . 1 

Normal  muscle  1 

Total  25 


17  parathyroid  tumors  treated  surgically  in  1949  were 
palpable.  Of  the  12  cases  of  parathyroid  adenoma,  in 
two  the  lesions  were  multiple.  Four  cases  of  primary 
parathyroid  hyperplasia  and  one  case  of  secondary  hyper- 
plasia were  encountered. 

The  25  cases  of  miscellaneous  benign  growths  of  the 
neck,  representing  16  entities  seen  less  frequently  in  this 
series,  are  listed  in  table  VI.  Twenty  of  these  25  pa- 
tients were  primarily  concerned  over  the  presence  of  a 
cervical  swelling.  In  only  six  of  the  25  cases  was  the 
nature  of  the  tumor  correctly  diagnosed  before  opera- 
tion. 

Lymph  nodes.  The  results  of  a study  of  involved 
lymph  nodes  in  110  (76.9  per  cent)  of  143  cases  of  in- 
flammatory conditions  of  the  neck  are  tabulated  in  table 
VII.  In  33  cases  (30  per  cent)  tumor  of  the  neck  was 
the  chief  complaint. 

Nonspecific  inflammation.  In  42  cases  in  which  there 
was  dissection  of  the  cervical  nodes  because  of  the  occur- 
rence of  a labial  or  intra-oral  carcinoma,  the  pathologist 
reported  the  lymph  nodes  as  inflammatory.  The  exten- 
siveness of  the  surgical  procedures  ranged  from  a uni- 
lateral suprahyoid  dissection  to  a unilateral  radical  block 
dissection  with  a suprahyoid  dissection  of  nodes  on  the 
opposite  side.  In  eight  cases  (19  per  cent)  enlarged  cer- 
vical lymph  nodes  were  present  and  considered  clinically 

Table  VII 

Inflammatory  Lymph  Nodes 

Number 


Nonspecific  inflammation 

Dissection  of  neck  for  carcinoma  42 

Node  excised  when  primary  lesion  treated  2 

Node  excised  subsequent  to  treatment  of 

malignant  growth  10 

Inflammatory  though  carcinoma  of  lung  present  2 

Node  exci.sed  for  diagnosis,  no  clinical  cause  evident 

Bacteriologic  studies,  negative  6 

No  bacteriologic  studies  17 

Tuberculosis  21 

Boeck’s  sarcoid  8 

Granuloma,  indeterminate  2 

Total  110 
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to  represent  metastatic  carcinoma.  In  nine  cases  (21.4 
per  cent)  cervical  lymphadenopathy  was  considered  to 
be  inflammatory.  In  25  cases  (59.6  per  cent)  no  cer- 
vical lymph  nodes  were  palpable  and  a prophylactic  dis- 
section of  the  neck  was  performed.  In  no  case  was  the 
presence  of  a tumor  of  the  neck  the  patient’s  chief 
complaint. 

In  two  cases  a single  lymph  node  removed  at  the  time 
of  treatment  of  a primary  carcinoma  was  found  to  be 
inflammatory.  In  ten  cases  in  which  examination  was 
done  at  the  clinic  subsequent  to  treatment  of  carcinoma, 
an  enlarged  lymph  node  excised  for  diagnosis  was  report- 
ed as  inflammatory.  In  three  of  these  ten  patients  the 
clinical  diagnosis  was  metastatic  carcinoma,  and  the  chief 
complaint  of  these  patients  was  tumor  of  the  neck.  In 
two  cases  of  carcinoma  of  the  lung  the  supraclavicular 
lymph  node  excised  for  diagnosis  contained  no  meta- 
static tissue. 

A pathologic  report  of  "inflammatory”  was  given  in 
23  cases  in  which  excision  of  a cervical  lymph  node  was 
performed  for  diagnosis,  after  careful  clinical  investiga- 
tion revealed  no  apparent  cause  for  lymphadenopathy. 
Twelve  of  these  patients  were  primarily  concerned  about 
their  cervical  tumor.  In  six  cases  the  complete  bacterio- 
logic  studies  performed  on  a portion  of  the  excised  node 
gave  essentially  negative  results.  In  seven  of  the  remain- 
ing 17  cases,  in  which  bacteriologic  studies  were  not 
made,  the  record  stated  that  the  biopsy  was  performed 
primarily  to  exclude  metastatic  carcinoma;  in  the  other 
ten  cases,  apparently  the  surgeon  also  was  satisfied  with 
a pathologic  report  of  inflammatory  lymph  node. 

Tuberculosis.  Twenty-one  patients  with  cervical  tuber- 
culous adenitis  were  seen  in  1949.  In  14  instances  the 
patient  presented  the  chief  complaint  of  tumor  of  the 
neck;  in  only  ten  of  the  21  patients  was  the  diagnosis 
of  tuberculosis  made  before  operation.  In  19  cases  an 
involved  lymph  node  was  excised  and  in  two  cases  an 
abscess  was  encountered  which  was  incised  and  drained. 
Histopathologic  examination  was  performed  in  the  19 
cases;  the  diagnosis  of  a granulomatous  lesion  suggestive 
of  tuberculosis  was  made  in  16  cases  (84.2  per  cent). 
In  15  of  these  16  cases  complete  bacteriologic  studies  on 
a portion  of  the  lymph  node  were  made,  and  positive 
results  on  culture  or  guinea  pig  inoculation  for  Myco- 
bacterium tuberculosis  were  obtained  in  eight  cases  (53.3 
per  cent) . Acid-fast  organisms  were  present  in  smears 
of  tissue  in  two  of  these  cases.  Of  the  three  cases  in 
which  the  pathologic  report  did  not  mention  tuberculosis, 
in  two  the  diagnosis  was  nonspecific  inflammatory  tissue 
and  in  one  it  was  Boeck’s  sarcoid.  The  bacteriologic 
studies  in  these  three  cases  gave  a positive  diagnosis  of 
tuberculosis.  In  the  two  cases  in  which  only  pus  was 
obtained,  there  was  no  pathologic  study;  on  bacteriologic 
study  Mycobacterium  tuberculosis  was  found  in  one 
case  but  not  in  the  other.  Nevertheless,  strong  clinical 
evidence  of  tuberculous  adenitis  led  to  inclusion  of  the 
latter  case  in  this  group.  In  four  cases  there  was  evidence 
of  active  tuberculosis  elsewhere  in  the  body;  in  one  the 
organisms  were  obtained  on  culture  of  the  gastric  con- 
tents, in  two  on  culture  of  the  sputum  and  in  one  they 


were  found  in  an  axillary  node.  Of  the  other  17  cases, 
in  six  a Ghon  complex  was  evident  on  the  roentgeno- 
gram of  the  chest,  in  one  Pott’s  disease  was  present,  and 
in  ten  there  were  no  other  stigmas  of  tuberculosis.  In 
ten  of  the  21  cases,  only  a single  cervical  tumor  was  pres- 
ent. The  ages  of  the  patients  ranged  from  six  to  77 
years,  with  cases  occurring  in  every  decade. 

Boeck’s  sarcoid.  In  seven  of  eight  cases,  Boeck’s  sar- 
coid was  diagnosed  on  pathologic  study  of  the  excised 
cervical  lymph  node.  In  the  other  case,  though  the  path- 
ologist reported  an  inflammatory  lymph  node,  the  clin- 
ical diagnosis  was  sarcoid.  Complete  bacteriologic  studies 
were  performed  in  six  of  the  eight  cases  and  in  each 
instance  the  results  were  negative.  Evidence  of  sarcoid- 
osis was  present  on  roentgenologic  examination  of  the 
chest  in  seven  cases.  In  no  case  did  the  patient  complain 
of  cervical  tumor.  The  diagnosis  was  made  preopera- 
tively  in  four  cases. 

Granuloma  indeterminate.  All  bacteriologic  studies  on 
the  lymph  nodes  gave  negative  results  in  two  cases  re- 
ported as  granuloma  by  the  pathologist,  and  on  clinical 
evaluation  a definite  diagnosis  could  not  be  made.  In 
one  interesting  case,  the  pathologist  reported  that  the 
granulomatous  lesion  resembled  one  caused  by  beryllium. 
Studies  of  a portion  of  the  excised  node  by  Dr.  F.  R. 
Dutra,  Cincinnati,  Ohio,  failed  to  disclose  beryllium, 
although  the  patient  had  had  occupational  exposure  to 
the  substance.  The  roentgenogram  of  the  chest  was 
considered  more  suggestive  of  sarcoid  or  tuberculosis 
than  a lesion  caused  by  beryllium. 

Inflammatory  lesions  not  associated  with  lymph  nodes. 
In  33  cases  operations  were  performed  on  the  neck  for 
various  types  of  inflammatory  lesions  not  definitely  asso- 
ciated with  lymph  nodes.  In  30  cases  (90.9  per  cent) 
the  patient  had  the  primary  complaint  of  cervical  tumor. 

Inflammatory  mass.  In  five  cases  the  possibility  of 
recurrence  following  treatment  of  a carcinoma  led  to 
excision  of  a cervical  mass.  In  three  of  these  cases  for- 
eign body  reaction  around  suture  material  was  found; 
in  the  other  two  cases  only  evidence  of  inflammation  was 
noted.  In  six  cases  excision  of  inflammatory  tissue  was 
performed  for  diagnosis.  Bacteriologic  studies  were  not, 
made  in  any  of  these  cases.  In  one  case,  spicules  of  wood 
that  had  been  present  for  four  years  were  found  to  be 
the  cause  of  the  inflammation.  In  another  case  a talc 
granuloma  that  had  occurred  subsequent  to  thyroid- 
ectomy was  discovered. 

Abscess.  Incision  and  drainage  was  performed  upon 
ten  cervical  abscesses.  In  all  cases  the  presence  of  a 
mass  brought  the  patient  to  the  clinic.  One  patient  was 
operated  on  three  weeks  after  a dental  extraction; 
although  no  sulfur  granules  were  found  on  direct  ex- 
amination of  purulent  material  from  the  submaxillary 
abscess  and  only  inflammatory  granulation  tissue  was 
found  on  pathologic  study  of  scrapings,  Actinomyces 
israeli  was  obtained  on  culture.  Tissue  from  the  abscess 
wall  in  two  cases  was  reported  as  characteristic  of  granu- 
lomatous inflammation.  In  one  of  these  cases  tubercu- 
losis was  suggested  as  a possibility  in  the  pathologic 
report;  in  the  other  case  blastomycosis  had  been  diag- 
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nosed  elsewhere.  However,  in  both  cases  all  bacterio- 
logic  studies  gave  negative  results,  and  clinical  findings 
did  not  confirm  such  diagnosis.  Two  parotid  abscesses, 
one  upper  cervical  abscess,  and  four  submaxillary  ab- 
scesses were  incised  and  drained  in  addition  to  those  in 
the  three  cases  referred  to  in  preceding  sentences.  A 
strain  of  streptococcus  was  cultured  in  two  cases;  all 
other  bacteriologic  studies  gave  essentially  negative  re- 
sults. One  abscess  in  the  submaxillary  region  due  to 
nonspecific  organisms  was  incised  and  drained  ten  days 
after  a dental  extraction.  In  two  cases  origin  of  the 
abscess  in  a cyst  was  suggested. 

Sialadenitis.  Nine  patients  with  submaxillary  sialadeni- 
tis were  treated  surgically.  In  eight  cases  the  chief  com- 
plaint was  tumor  of  the  neck,  and  in  seven  cases  the  cor- 
rect diagnosis  was  made  before  operation.  Six  of  the 
nine  cases  were  associated  with  or  followed  treatment  of 
a calculus  in  Wharton’s  duct. 

Three  patients  who  complained  of  a cervical  tumor 
were  found  at  operation  to  have  an  inflammatory  process 
in  the  parotid  salivary  gland.  In  each  case  a parotid 
neoplasm  was  considered  preoperatively  to  be  present. 

Lesions  not  included  in  the  surrey.  Tumors  of  the 
thyroid  gland,  the  most  common  surgical  lesion  of  the 
neck  encountered  at  a large  clinic,  were  not  included  in 
this  survey  but  must  be  considered  whenever  the  patient 
has  a cervical  tumor.  A pharyngo-esophageal  diverticu- 
lum may  reach  a size  sufficiently  large  to  present  as  a 
cervical  swelling.  Aneurysms  of  the  subclavian  and 
carotid  arteries,  prominence  of  the  carotid  bulb,  and 
arteriovenous  fistulas  are  tumors  of  the  large  vessels 
which  occur  in  the  neck.  Other  conditions  causing  a 
cervical  tumor  occasionally,  but  not  seen  in  this  study, 
are  cervical  rib,  hernia  of  the  lung,  hydatid  cyst,  scurvy, 
enlarged  thymus,  ranula,  hematoma  of  the  sternocleido- 
mastoid muscle,  gumma,  and  supraclavicular  pads  of  fat. 

Diagnosis 

A survey,  such  as  this,  of  cervical  lesions  which  are 
encountered  surgically  makes  one  realize  the  wide  variety 
of  conditions  to  be  considered  when  confronted  by  a 
patient  with  a cervical  tumor.  In  addition,  one  must  dif- 
ferentiate from  these  the  many  nonsurgical  cervical  tu- 
mors. In  one’s  thinking  the  many  possibilities  should  be 
clearly  organized.  The  tables  of  this  study  list  most 
types  of  cervical  tumor.  Watkins  and  Havens'  have  pub- 
lished a classification  of  conditions  simulating  or  caus- 
ing enlargement  of  cervical  lymph  nodes.  More  recently, 
Perzik"  published  his  differential  diagnosis  of  cervical 
lymphadenopathy.  The  classification  of  tumors  of  the 
neck  presented  by  Lahey  * separates  the  various  conditions 
according  to  location  and  whether  the  tumor  is  discrete 
or  multiple.  As  many  authors  emphasize,  in  order  to 
handle  the  condition  properly,  a careful  and  systematic 
diagnostic  study  of  each  patient  with  a tumor  of  the 
neck  should  be  made. 

Incidence.  A knowledge  of  the  experience  of  others 
and  the  statistical  probabilities  of  encountering  various 
conditions  in  the  neck  is  beneficial.  As  Martin  and 
Morfit,*  as  well  as  others,  pointed  out,  the  commonest 


cause  of  chronic  lymphadenopathy  in  adults  is  metastatic 
carcinoma.  These  authors  made  a study  of  cervical  met- 
astasis as  the  first  symptom  of  carcinoma.  In  their  group 
of  cases  they  found  that,  given  cervical  metastasis  .and 
on  the  basis  of  chance  alone,  the  most  likely  sites  of  a 
silent  primary  lesion  are,  in  descending  order  of  fre- 
quency, tonsil,  nasopharynx,  pharyngeal  wall,  extrinsic 
larynx,  tongue,  floor  of  mouth  and  palate.  A cervical 
mass  was,  in  their  cases,  the  first  symptom  of  a carcinoma 
that  was  primary  in  the  nasopharynx  in  50  per  cent  of 
the  cases,  in  the  tonsil  in  33  per  cent,  at  the  base  of 
tongue  in  30  per  cent,  in  the  floor  of  the  mouth  in  ten 
per  cent,  and  in  the  gums  in  four  per  cent.  These  authors 
further  found  that  a tumor  of  the  neck  with  metastasis 
was  the  first  symptom  in  145  of  1,867  cases  (7.8  per 
cent)  of  carcinoma  of  the  mouth  and  pharynx,  in  seven 
of  89  cases  (eight  per  cent)  of  carcinoma  of  the  thyroid 
and  in  1 1 of  1,744  cases  (0.6  per  cent)  in  which  the  site 
of  the  primary  lesion  was  below  the  clavicles;  in  55  cases 
in  their  series  in  which  a primary  lesion  was  not  demon- 
strable, cervical  metastasis  was  the  first  symptom. 

Of  the  1,290  cases  of  malignant  neoplasm  studied  by 
Blady,  ' in  175  or  13.5  per  cent  cervical  metastatic  lesions 
were  present  on  admission.  Of  these,  53  per  cent  of  the 
metastatic  growths  were  associated  with  tumors  of  the 
head  and  neck;  the  associated  lesions  in  the  remainder 
of  the  cases  were  lymphoblastoma  in  30  per  cent,  tumors 
of  the  breast  in  six  per  cent,  unknown  primary  tumor  in 
four  per  cent,  tumor  of  the  lung  in  three  per  cent, 
tumor  of  the  esophagus  in  two  per  cent  and  tumor  of 
the  skin  in  two  per  cent. 

Martin'’  tabulated  500  cases  of  cervical  metastasis 
from  carcinoma  of  the  head  and  neck  as  to  the  site  of 
the  primary  lesions,  with  the  following  results:  tongue 
25  per  cent,  floor  of  the  mouth  nine  per  cent,  extrinsic 
larynx  nine  per  cent,  nasopharynx  eight  per  cent,  lip 
seven  per  cent,  tonsil  seven  per  cent,  mucosa  of  the  cheek 
six  per  cent,  unknown  six  per  cent,  jaws  five  per  cent, 
pharynx  five  per  cent,  palate  four  per  cent,  skin  of  the 
face  two  per  cent,  thyroid  two  per  cent,  and  miscellane- 
ous five  per  cent. 

Nowhere  in  the  literature  does  one  find  information 
referable  to  the  frequency  of  occurrence  of  benign  en- 
largement of  the  lymph  nodes.  Undoubtedly,  general 
practitioners  and  doctors  in  the  specialties  of  car,  nose 
and  throat,  pediatrics,  and  dentistry  will  encounter  many 
cases  of  acute  inflammatory  lymphadenopathy  for  each 
case  of  chronic  cervical  swelling.  In  table  VIII  are  listed 
some  o f the  causes  of  inflammatory  lymphadenopathy. 
While  these  are  considered  nonsurgical  conditions  today, 
thanks  to  chemotherapy  and  antibiotics,  at  times  even 
yet  the  lymph  node  may  undergo  suppuration  and  re- 
quire incision  and  drainage. 

Case  history.  A detailed  and  complete  history  should 
be  taken.  It  is  important  to  determine,  if  possible,  the 
duration  of  the  tumor.  In  this  respect  the  patient’s  state- 
ment may  be  useless  and  misleading.  The  tumor  may 
have  gone  unnoticed  for  a long  time  and  then  suddenly 
may  have  been  noticed;  the  patient  may  be  certain  that 
it  has  just  appeared.  However,  more  and  more  patients 
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Table  VIII 


Nonsurgical  Causes  of  Inflammatory  Lymphadenopathy 


Oral  and  nasal  infections 
Tonsillitis 
Pharyngitis 
Vincent’s  angina 
Ulcerative  stomatitis 
Sinusitis 

Dental  extraction 
Periapical  infection  of  tooth 
Pyorrhea  alveolaris 


Cutaneous  infections  of  head 
and  neck 
Cellulitis 

Erysipelas  perstans  facies 
Impetigo  contagiosa 
Eczema 

Seborrheic  dermatitis 
Pediculosis  capitis 
Tularemia 
Anthrax 


Systemic  diseases 

Infectious  mononucleosis 
Measles 

German  measles 

Scarlet  fever 

Smallpox 

Diphtheria 

Syphilis 

Brucellosis 

Histoplasmosis 


are  aware  of  the  possible  significance  of  a tumor,  and 
they  or  their  friends  are  more  likely  to  spot  an  unusual 
swelling.  If  the  duration  is  measured  in  years,  the  history 
is  more  significant  in  that  the  chances  are  remote  that 
such  a lesion  is  metastatic.  Carcinoma  of  the  salivary 
glands  is  slow  growing  in  many  cases.  If  a tumor  actu- 
ally has  developed  in  a few  hours  or  a day  or  two,  an 
inflammatory  process  is  responsible,  but  one  should  not 
rest  on  this  feature  alone. 

Change  in  size  and  rate  of  growth  is  very  significant. 
After  a patient  is  once  conscious  of  the  presence  of  a 
tumor,  his  observations  are  more  apt  to  be  accurate. 
Slow,  progressive,  asymptomatic,  asymmetric  enlarge- 
ment of  a cervical  tumor  over  a period  of  weeks  or 
months  favors  metastatic  involvement  of  a lymph  node, 
though  lymphoblastoma  and  tuberculous  adenitis  may 
have  the  same  course.  Rapid  growth  which  then  subsides 
suggests  a nonspecific  lymphadenitis.  Growth  in  a pre- 
viously stationary  tumor  suggests  formation  of  more 
fluid  or  infection  in  a thyroglossal  or  branchial  cleft 
cyst,  carcinoma  or  hemorrhage  in  an  adenomatous  goiter, 
or  progression  of  malignancy  in  a tumor  of  a salivary 
gland.  Pain,  if  present,  should  be  evaluated  in  relation 
to  growth. 

A history  of  previous  drainage  from  the  cervical  tumor 
is  significant,  suggesting  a cyst  with  suppuration  or  a 
tuberculous  process.  In  line  with  this,  a history  of  pre- 
vious surgical  treatment  of  the  tumor  and  the  findings 
noted  at  that  time  are  helpful,  though  not  diagnostic  in 
themselves. 

Not  only  should  local  symptoms  be  evaluated,  but  a 
complete  review  of  systems  also  should  be  obtained.  Par- 
ticularly, one  should  note  any  deviations  from  normal  in 
the  intra-oral  and  intranasal  regions,  such  as  stuffiness 
or  deafness  in  one  ear,  nasal  obstruction,  soreness  in  the 
mouth  or  throat,  or  a sore  that  will  not  heal,  for  these 
may  give  one  a clue  to  the  primary  source  of  metastasis. 
Attention  should  be  paid  to  all  the  other  systems  like- 
wise, for  almost  any  carcinoma  can  metastasize  to  the 
cervical  region.  Symptoms  of  a generalized  systemic  dis- 


ease and  their  relation  to  the  presence  of  the  tumor 
should  be  elicited  if  present. 

One  piece  of  diagnostic  information  overlooked  in 
some  cases  is  that  of  previous  treatment  of  carcinoma. 
This  may  have  been  a little  "sore”  burned  off  the  lip, 
or  mouth  or  face,  or  a mole  removed  by  "light  treat- 
ments.” It  may  have  been  a hysterectomy,  a gastric 
resection,  or  a radical  mastectomy.  But  the  possible  sig- 
nificance should  be  borne  in  mind. 

Physical  examination.  Many  significant  features  of 
cervical  tumors  are  evident  on  physical  examination.  At 
this  point  the  differentiation  between  palpable  and  en- 
larged lymph  nodes  should  be  emphasized.  Lymph  nodes 
in  the  submaxillary  and  upper  deep  jugular  regions  of 
the  neck  may  be  one  to  two  cm.  in  diameter  and  still 
be  normal.  Especially  in  slender  or  emaciated  persons 
normal  lymph  nodes  may  be  palpated.  Therefore,  care 
should  be  taken  to  distinguish  the  normal  soft,  flattened, 
bean-shaped  lymph  node  from  a pathologic  one. 

If  the  tumor  is  in  an  anatomic  location  for  a lymph 
node,  is  enlarged,  globular,  soft  and  tender,  an  acute 
inflammatory  process  undoubtedly  is  causing  the  lymph- 
adenopathy. 

If  the  supposed  lymph  node  is  enlarging  progressively, 
is  firm  to  hard  in  consistency,  rounded  or  irregular,  and 
nontender,  one  must  consider  metastatic  carcinoma. 
Malignant  lymphoma  may  present  the  same  findings 
but  often  such  a tumor  is  soft,  and  may  be  multiple 
and  bilateral.  It  must  be  remembered  that  malignant 
lesions  may  undergo  degeneration  and  be  soft  in  part. 

Is  the  tumor  fixed?  Early  metastatic  carcinoma  will 
be  freely  movable,  and  fixation  of  the  node  may  indicate 
inoperability.  Malignant  lymphoma  usually  is  not  freely 
movable.  The  nodes  in  tuberculous  adenitis  tend  to 
become  matted. 

The  position  of  the  tumor  is  most  important.  Car- 
cinoma of  the  head  and  neck  tends  to  follow  .1  definite 
pattern  of  metastasis;  early  the  usual  site  is  one  or  two 
nodes  in  the  group  which  first  receives  drainage  from  the 
lesion.  This  characteristic  and  the  most  frequent  sites 
of  nodal  metastasis  from  the  various  lesions  have  been 
emphasized  by  Whitcomb'  and  Martin  and  Morfit.'* 
Lymphadenopathy  in  the  supraclavicular  regions  should 
suggest  the  possibility  of  metastasis  from  below  the 
clavicles.  Lymphadenopathy  on  an  inflammatory  basis 
from  a focus  of  infection  similarly  will  involve  nodes 
that  receive  drainage  from  that  region.  In  this  regard, 
one  of  the  most  difficult  problems  can  be  to  distinguish 
lymphadenopathy  secondary  to  infection  in  an  ulcerated 
intra-oral  carcinoma  from  metastasis  from  the  same 
lesion. 

A few  words  about  deep  infections  of  the  neck  are 
in  order.  Most  of  these  infections  will  be  evident  from 
the  history  and  physical  examination,  but  at  times  diag- 
nosis of  the  exact  nature  of  the  swelling  is  perplexing. 
According  to  Beck,'*^  50  per  cent  of  deep  infections  of 
the  neck  come  from  infection  in  the  pharynx  and  tonsils. 
The  cervical  region  most  frequently  involved  from  these 
sites  is  the  pharyngomaxillary  fossa.  When  dental  in 
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origin,  the  suhmaxillary,  or  Ludwig’s  angina  type  of  deep 
cervical  infection  occurs.  If  after  trauma  to  the  hypo- 
pharynx,  esophagus,  larynx  or  trachea,  the  pretracheal 
fascia  (visceral)  type  of  deep  infection  of  the  neck 
occurs.  If  infection  is  from  the  mastoid  tip,  a condition 
known  as  "Bezold’s  abscess”  results.  Infection  from  the 
no.se,  nasal  sinuses  and  nasopharynx  may  form  a retro- 
pharyngeal abscess.  If  from  the  cervical  vertebra,  the 
infection  is  beneath  the  prevertebral  fascia.  Infection 
in  the  region  of  the  carotid  sheath  is  secondary  to  infec- 
tion from  other  compartments  or  secondary  to  contact 
with  infected  cervical  lymph  nodes.  The  greatest  dan- 
gers are  erosion  of  blood  vessels  and  spread  of  the  infec- 
tion downward  along  the  fascial  planes  into  the  medias- 
tinum. Ordinarily,  along  with  the  swelling  there  are  the 
characteristic  features  of  inflammation.  Fluctuation  is 
not  always  recognizable  because  of  tenseness  developed 
beneath  the  deep  cervical  fascia.  MaxwelP  has  pub- 
lished an  outline  of  the  differential  diagnosis  of  acute 
inflammatory  swelling  of  the  face  and  neck. 

If  swellings  are  discrete  and  in  the  midline,  they  are 
most  likely  to  be  caused  by  adenoma  of  the  thyroid  isth- 
mus, hyperplasia  of  the  pyramidal  lobe,  ectopic  thyroid 
along  the  midline  tract,  cysts  and  sinuses  of  the  thyro- 
glossal  duct,  or  dermoids. 

If  the  swelling  is  in  the  parotid  region,  it  is  most  com- 
monly due  to  adenocarcinoma  (mixed  tumor  type),  but 
as  brought  out  in  our  survey,  other  tumors  may  occur 
in  this  region.  Epidemic  parotitis  (mumps)  and  parotitis 
following  operation,  debilitation  and  dehydration  are 
nonsurgical  lesions  in  this  region. 

When  the  lesion  is  cystic,  cyst  of  the  thyroglossal  duct 
or  of  the  branchial  cleft,  keratoma,  epidermoid  cyst, 
dermoid  cyst  and  parotid  cyst  are  the  conditions  to  be 
differentiated.  If  suppuration  has  occurred  in  an  inflam- 
matory lymph  node  or  in  a metastatic  tumor,  the  swelling 
may  feel  cystic.  Acute  deep  infections  of  the  neck  and 
Pott’s  disease  from  a cervical  vertebra  may  produce  a 
fluctuant  mass. 

If  the  tumor  is  pulsatile,  an  aneurysm  or  arteriovenous 
fistula  is  probably  present.  If  the  tumor  transmits  a 
pulsation,  is  located  at  the  level  of  the  carotid  bifurca- 
tion, and  has  motion  laterally  but  not  vertically,  a tumor 
of  the  carotid  body  should  be  suspected.  Vertical  move- 
ment of  the  tumor  with  swallowing  is  pathognomonic  of 
a thyroid  tumor. 

Examination  of  the  head  and  neck  must  be  thorough. 
The  nose,  nasopharynx,  pharynx,  mouth  and  cutaneous 
surfaces  must  receive  careful  scrutiny.  It  is  not  uncom- 
mon for  a primary  carcinoma  to  be  so  small  that  it  is 
not  evident  for  a long  time  after  metastasis  is  noted. 
If  evidence  from  the  cervical  tumor  points  to  a primary 
lesion  in  this  region,  repeated  careful  examinations  are 
indicated.  This  never  should  he  construed  as  a reflection 
on  the  examiner,  be  he  ear,  nose  and  throat  specialist  or 
general  practitioner.  Any  irregularity  should  be  noted. 
When  a lesion  appears  definitely  inflammatory,  rather 
than  neoplastic,  a trial  of  conservative  treatment  for  a 
few  days  is  indicated.  If  in  this  time  healing  has  not 
occurred,  further  investigation  is  mandatory.  Recent 


dental  work,  such  as  extractions,  will  be  quite  evident. 
One  should  not  forget  that  the  scalp  may  contain  a 
small  melano-epithelioma  which  is  discovered  only  on 
careful  search. 

Needless  to  say,  careful  examination  of  the  entire 
body  should  be  performed.  The  presence  of  findings 
such  as  an  abdominal  or  pelvic  tumor,  a rectal  mass,  a 
hard  irregular  prostate,  a testicular  tumor,  or  an  enlarged 
and  nodular  liver  are  probable  evidence  of  a distant 
carcinoma  when  the  cervical  tumor  is  considered  meta- 
static. An  enlarged  spleen  is  evidence  favoring  leukemia, 
lymphoblastoma  or  infectious  mononucleosis.  The  pres- 
ence of  a rash,  especially  in  children,  may  be  the  tip-off 
to  one  of  the  acute  exanthemata.  An  elevation  of  the 
patient’s  temperature  and  pulse  are  usually  indicative  of 
an  acute  inflammatory  process,  but  may  occur  with 
Hodgkin’s  disease.  Furthermore,  knowledge  of  the  gen- 
eral condition  of  the  patient  is  important  in  evaluating 
the  surgical  risk  in  the  case. 

Special  studies.  Roentgenologic  studies  often  are  help- 
ful in  evaluation  of  a cervical  tumor  and  may  suggest 
the  diagnosis  preoperatively.  A roentgenogram  of  the 
chest  of  every  patient  with  a cervical  swelling  should  be 
taken  routinely.  The  presence  of  a primary  pulmonary 
tumor,  metastatic  pulmonary  lesions,  evidence  of  Boeck’s 
sarcoid  or  of  lesions  of  tuberculosis  in  the  chest,  or  en- 
largement of  mediastinal  or  hilar  nodes  in  lymphoblas- 
toma should  suggest  the  possible  etiologic  cause  of  the 
associated  cervical  lymphadenopathy.  Roentgenograms 
of  the  sinuses  may  show  evidence  of  sinusitis  or  the 
presence  of  a tumor.  Dental  roentgenograms  may  dis- 
close periapical  dental  infection  as  the  cause  of  inflam- 
matory lymphadenopathy.  In  cases  of  inflammatory 
swelling  of  a suhmaxillary  or  parotid  salivary  gland, 
roentgenograms  should  be  taken  to  discern  a calculus  in 
Wharton’s  or  Stensen’s  duct.  In  an  occasional  case  in 
which  a draining  sinus  is  associated  with  a cervical 
lesion,  it  will  be  helpful  to  inject  iodized  oil  into  the 
sinus  and  take  roentgenograms  to  determine  the  ramifi- 
cations of  the  tract  before  undertaking  surgical  treat- 
ment. As  indicated  from  the  history  and  physical  find- 
ings, roentgenologic  examination  of  the  stomach,  colon 
or  kidneys  may  be  in  order. 

Laboratory  procedures  may  be  useful.  In  order  to 
exclude  leukemia  as  a cause  of  the  cervical  swelling, 
a total  leukocyte  count  and  differential  study  of  the  leu- 
kocytes in  a smear  should  be  performed.  These  tests 
may  be  helpful,  also,  in  suggesting  the  presence  of  an 
acute  infection.  If  infectious  mononucleosis  is  a possi- 
bility, a heterophile  antibody  reaction  should  be  per- 
formed. Syphilis  is  rarely  a cause  of  cervical  tumor,  but 
a serologic  test  for  syphilis  should  be  made,  especially  if 
multiple  small,  soft  lymph  nodes  are  present.  The  tuber- 
culin test  alone  docs  not  give  diagnostic  results;  usually, 
however,  when  it  gives  negative  results  with  the  second 
strength,  tuberculosis  is  unlikely  and  Boeck’s  sarcoid  may 
be  suggested.  Parathyroid  tumors  are  diagnosed  entirely 
on  the  basis  of  laboratory  studies. 

Special  endoscopic  studies  should  be  made  as  indicated 
in  search  of  a primary  lesion  in  the  nasopharynx,  larynx, 
lung,  esophagus  or  rectum. 
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Biopsy  of  primary  lesions.  If  an  area  of  chronic 
ulceration,  induration,  tumefaction,  or  irregularity  is 
found  on  examination  of  the  head  and  neck,  biopsy  of 
this  lesion  should  be  performed  before  consideration  of 
further  procedures  directed  toward  the  cervical  tumor. 
To  re-emphasize,  the  exact  diagnosis  of  any  possible  pri- 
mary lesion  should  be  ascertained  before  considering 
treatment  of  the  cervical  tumor.  Treatment  of  both  the 
primary  carcinoma  and  any  metastatic  lesions  will  vary 
with  the  type  and  grade  of  the  carcinoma,  as  well  as 
with  the  other  factors  to  be  considered. 

Biopsy  of  cervical  tumor.  An  accurate  pathologic  diag- 
nosis of  a persistent  tumor  of  the  neck  should  be  made 
in  most  cases  after  all  other  diagnostic  studies  have  been 
employed.  If  the  condition  of  what  was  considered  to  be 
an  inflammatory  lymph  node  does  not  begin  to  improve 
on  conservative  treatment  within  a few  days  or  if  there 
is  progression  in  size,  biopsy  is  indicated.  If  the  findings 
are  suggestive  of  lymphoblastoma  or  metastatic  carcino- 
ma in  which  roentgen  therapy  is  indicated,  a pathologic 
diagnosis  should  be  made  before  treatment  is  instituted 
in  order  to  evaluate  the  response  accurately.  Biopsy  may 
be  indicated  to  help  determine  operability  of  a carcinoma 
situated  below  the  clavicles.  Even  though  a primary 
lesion  of  the  head  or  neck  is  not  evident,  if  one  cannot 
exclude  metastatic  carcinoma,  then  biopsy  of  the  tumor 
of  the  neck  should  be  performed.  If  a specific  inflam- 
matory lesion,  such  as  tuberculosis  or  Boeck’s  sarcoid, 
is  suspected,  operation  is  indicated  for  diagnosis. 

Aspiration  biopsy  of  the  cervical  tumor  for  diagnosis 
is  advocated  by  Martin  and  Morfit,’*  Blady,’  Carver'" 
and  Perzik."  Whitcomb'  and  others  have  advocated  use 
of  the  Silverman  needle  in  biopsy  of  the  enlarged  node 
suspected  of  being  the  site  of  malignant  disease. 

It  has  been  the  feeling  at  the  institution  with  which 
we  are  connected  that  when  biopsy  is  indicated,  ex- 
cisional  biopsy  of  the  enlarged  node  is  preferable.  In 
only  one  case  in  this  survey  was  other  than  excisional 
biopsy  performed;  pathologic  study  of  fresh  frozen  sec- 
tions of  tissue  obtained  with  a Silverman  needle  from 
a left  supraclavicular  node  confirmed  the  clinical  impres- 
sion of  metastasis  from  carcinoma  of  the  rectum.  Ac- 
curate pathologic  diagnosis  is  sometimes  difficult  when 
a lymph  node  is  examined,  especially  if  the  amount  of 
tissue  is  small.  A negative  result  with  aspiration  or  punch 
biopsy  has  no  significance.  Because  the  majority  of  pa- 
tients at  the  clinic  come  from  some  distance  away,  it  is 
desirable  to  obtain  an  accurate  and  early  diagnosis,  and 
to  institute  appropriate  treatment  at  once.  This  can  be 
accomplished  more  readily  by  excisional  biopsy  of  the 
involved  node  in  most  cases.  However,  it  is  suggested 
that  for  patients  suspected  of  having  metastasis  from 
below  the  clavicles,  biopsy  with  a Silverman  needle  could 
be  performed,  with  everything  in  readiness  for  excisional 
biopsy  if  the  former  is  not  diagnostic.  In  these  cases 
the  morbidity  would  be  lowered,  for  further  surgical 
treatment  would  not  be  indicated. 

The  surgeon  and  the  patient  should  be  prepared  at 
the  time  of  biopsy  to  proceed  with  dissection  of  the  neck, 
thyroidectomy  or  other  surgical  procedures  as  indicated. 


In  this  connection,  the  study  of  fresh  frozen  sections 
by  a capable  pathologist  is  essential. 

If  biopsy  has  been  performed  and  the  surgeon  decides 
to  refer  the  patient  for  further  surgical  or  roentgeno- 
logic treatment  elsewhere,  the  pathologist’s  report,  the 
slides,  and  frequently  also  the  tissue,  should  be  sent  at 
the  same  time.  This  is  a valuable  aid  in  evaulation  of 
the  condition  under  such  circumstances,  though  biopsy 
diagnosis  at  the  institution  where  definitive  treatment  is 
to  be  performed  is  usually  preferable. 

In  cases  in  which  multiple  lymph  nodes  are  enlarged 
and  found  in  different  regions  of  the  body,  careful  selec- 
tion of  the  node  for  biopsy  should  be  made.  As  eluci- 
dated by  Heinrich  and  Judd"  in  their  analysis  of  biopsy 
of  lymph  nodes,  a positive  result  of  the  biopsy  is  most 
likely  to  occur  when  a cervical  lymph  node  is  used. 
Nodes  from  the  axillary  region  are  less  favorable  for 
diagnosis,  and  those  from  the  inguinal  region  are  much 
less  desirable.  Other  factors  of  significance  in  the  selec- 
tion of  a node  for  biopsy  are  the  size  and  accessibility  of 
the  node,  and  the  desirability  of  obtaining  a node  with 
longstanding  rather  than  recent  enlargment. 

If  a lymph  node  or  other  tissue  is  encountered  in 
which  excision  is  not  feasible  because  of  size  or  fixation, 
it  should  be  emphasized  that,  in  all  fairness  to  the  path- 
ologist, for  an  accurate  diagnosis  the  biopsy  specimen 
obtained  should  be  adequate  in  size  and  taken  from  a 
viable  rather  than  necrotic  area.  If  multiple  small  nodes 
are  present  it  may  be  wise  to  remove  three  or  four 
through  the  same  incision. 

Bacteriologic  studies.  In  all  cases  in  which  an  inflam- 
matory basis  for  the  lymphadenopathy  is  suggested  by 
the  preoperative  diagnostic  studies,  or  in  which  the  gross 
appearance  of  the  excised  tissue  is  inflammatory,  the  sur- 
geon should  cut  the  lymph  node  in  two.  Half  should  be 
sent  to  the  pathologist  and  half  should  be  placed  in  a 
sterile  closed  jar.  If  the  diagnosis  after  study  of  fresh 
frozen  sections  is  definitely  that  of  neoplasm,  the  other 
half  of  the  tissue  can  be  discarded  or  given  to  the  path- 
ologist. If  the  initial  pathologic  diagnosis  is  equivocal 
or  the  condition  is  found  to  be  inflammatory,  the  sterile 
remaining  tissue  should  be  sent  to  a laboratory  for  spe- 
cial bacteriologic  study.  If  the  pathologist  reports  that 
the  lesion  is  inflammatory  and  tissue  has  not  been  saved, 
a portion  of  the  fresh  tissue  sent  to  the  pathologist  or 
preferably  another  biopsy  specimen  should  be  sent  for 
bacteriologic  study.  Inflammatory  tissue  other  than  lymph 
nodes  should  be  handled  similarly.  If  an  abscess  is  en- 
countered, tissue  from  the  wall  of  the  abscess,  in  addition 
to  the  pus,  should  be  obtained  for  studies.  Less  contam- 
ination and  better  bacteriologic  studies  may  be  possible 
if  the  abscess  is  aspirated  through  a 16  or  18  gauge 
needle,  using  a large  (20  to  30  cc.)  syringe  to  obtain 
good  suction  if  the  pus  is  unusually  thick. 

We  are  fortunate  in  having  a laboratory  for  perform- 
ance of  bacteriologic  studies  of  tissue,  which  are  carried 
out  by  Dr.  L.  A.  Weed.  Details  of  the  laboratory  tech- 
nics will  not  be  included  in  this  paper,  but  mention 
should  be  made  of  the  various  studies  employed.  A 
smear  of  the  specimen  is  examined  for  acid-fast  organ- 
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isms.  If  pus  is  presenr,  or  if  there  be  other  indications, 
It  is  examined  directly  for  the  presence  of  sulfur  gran- 
ules. In  special  cases  sections  of  tissue  are  made  and 
stained  for  organisms.  Material  from  the  specimen  is 
routinely  cultured  for  pyogenic  bacteria,  Brucella,  fungi, 
and  acid-fast  organisms.  Guinea  pigs  are  routinely  inoc- 
ulated to  determine  possible  presence  of  Mycobacterium 
tuberculosis.  If  actinomycosis  or  other  unusual  disease 
IS  suspected,  special  cultures  are  made  for  such  organ- 
isms. If  Mycobacterium  tuberculosis  is  isolated,  subse- 
quent laboratory  studies  of  its  sensitivity  to  streptomycin 
are  performed. 

The  results  of  bacteriologic  studies  made  in  the  56 
cases  in  which  tissue  from  the  cervical  region  was  ob- 
tained at  operation  during  1949  are  outlined  in  table  IX. 

Table  IX 

Cervical  Tissue  With  Bacteriologic  Studies:  Final  Diagnosis 

Number 


Lymph  node  excised 

Tuberculosis  (positive  bacteriologic  studies — 11)  18 

Boeck's  sarcoid  6 

Granuloma,  indeterminate  2 

Nonspecific  inflammation  6 

Lymphoblastoma  11 

Metastatic  carcinoma  2 

Abscess  incised 

Tuberculosis  (positive  bacteriologic  studies — 1)  2 

Actinomycosis  (Actinomyces  israeli  cultured)  1 

Granuloma,  indeterminate  2 

Nonspecific  3 

Recurrent  branchial  cleft  cyst  1 

Mandibular  bone  cyst  1 

Submaxillary  salivary  gland  1 

Total  cases  56 


Bacteriologic  studies  made  possible  a positive  diagnosis 
of  Mycobacterium  tuberculosis  in  12  cases  and  Actino- 
myces israeli  in  one  case.  Results  in  the  remainder  of  the 
cases  were  essentially  negative.  Evaluation  of  the  results 
in  cases  of  tuberculous  adenitis  was  given  in  a previous 
section. 

Comment  and  Conclusions 

The  presence  of  a cervical  tumor  is  the  primary  con- 
cern of  many  patients.  A careful  and  systematic  diag- 
nostic study  should  be  employed  in  all  cases  of  cervical 
swelling.  The  seriousness  of  the  presence  of  a tumor 
of  the  neck  is  emphasized  by  the  fact  that  in  our  group 
of  surgical  cases,  50  per  cent  of  the  lesions  were  malig- 
nant. 

Benign  tumors  are  excised  to  eradicate  a site  of  actual 
or  potential  infection,  for  cosmetic  reasons  at  the  pa- 
tient’s request,  or  because  of  inability  to  differentiate 
them  from  a malignant  lesion. 

Adenocarcinoma  of  the  parotid  salivary  gland,  which 
comprises  most  of  the  primary  malignant  tumors  of  the 
neck,  is  .so  situated  that  it  is  relatively  amenable  to 
diagnosis. 

A clinical  diagnosis  of  lymphoblastoma  should  be  con- 
firmed by  biopsy.  An  accurate  pathologic  diagnosis 
should  be  made  before  treatment  with  roentgen  therapy. 


cortisone,  AGTH  (adrenocorticotropic  hormone)  or 
other  drugs,  in  order  to  evaluate  the  response  properly. 

From  the  aspects  of  prognosis  and  treatment,  the  most 
important  problem  in  the  majority  of  cases  is  whether  the 
swelling  is  a lymph  node,  and  if  so,  what  is  the  nature 
of  the  lymphadenopathy.  Fortunately,  from  a diagnostic 
standpoint,  in  most  cases  of  acute  inflammatory  lymph- 
adenopathy there  are  a sudden  onset,  local  or  systemic 
manifestations  of  the  causative  conditions,  and  subsidence 
of  the  condition  on  conservative  treatment. 

Specific  inflammatory  lesions  of  cervical  lymph  nodes, 
such  as  tuberculosis  and  Boeck’s  sarcoid,  should  undergo 
pathologic  and  bacteriologic  studies  in  order  that  they 
may  be  properly  treated. 

As  emphasized  by  others  and  borne  out  in  our  study, 
metastatic  carcinoma  is  the  commonest  cause  of  chronic 
cervical  lymphadenopathy  of  adults.  Especially  is  this 
true  when  there  is  unilateral  enlargement  of  cervical 
nodes.  Because  of  the  difficulty  in  making  a clinical 
diagnosis,  biopsy  should  he  performed  in  all  cases  of 
persistent  cervical  lymphadenopathy,  after  careful  search 
for  a primary  lesion. 

With  the  acceptance  of  the  theory  of  embolic  spread 
through  the  lymphatics,  carcinoma  that  is  metastatic  to 
cervical  nodes  from  a primary  lesion  in  the  head  or  neck 
often  is  amenable  to  treatment.  It  is  not  within  the  scope 
of  this  survey  to  present  the  controversial  views  on 
handling  these  lesions.  A recent  publication  by  Judd 
and  Beahrs'"  presents  the  opinion  of  the  clinic  in  the 
management  of  epithelioma  of  the  lip,  and  similar  man- 
agement of  intra-oral  lesions  is  indicated.  Paramount  in 
directing  treatment  is  the  inability  to  determine  clinically 
whether  metastasis  is  present,  with  or  without  enlarged 
nodes  as  brought  out  in  this  survey. 

Metastasis  to  Virchow’s  node  can  result  from  the 
presence  of  almost  any  carcinoma,  and  this  is  well  illus- 
trated in  our  survey.  From  the  standpoint  of  operability 
and  prognosis,  it  is  important  to  diagnose  cervical  meta- 
static tumors  that  have  come  from  a primary  lesion  below 
the  clavicles. 

If  biopsy  is  indicated  for  diagnosis,  the  diagnostic 
studies  should  be  complete.  Except  in  cases  of  dissec- 
tion of  the  lymph  nodes  in  the  presence  of  a primary 
carcinoma  elsewhere,  when  the  pathologist  does  not  give 
an  unequivocal  report  of  neoplasm  a full  bacteriologic 
study  of  a portion  of  the  tissue,  according  to  the  plan 
given,  should  be  initiated. 
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The  Present  Status  of  Surgery  in  the 
Treatment  of  Hyperthyroidism* 

Edward  S.  Judd,  Jr.,  M.D.j" 

Rochester,  Minnesota 


Surgeons  would  be  the  first  to  concede  that  if  hyper- 
thyroidism could  be  treated  completely  and  safely  by 
a preparation  administered  orally,  that  method  should 
prevail.  However,  to  date,  there  has  been  no  agent 
which  has  been  demonstrated  conclusively  to  satisfy  such 
a criterion.  For  many  years,  subtotal  thyroidectomy  was 
the  definitive  treatment  used  in  the  majority  of  cases  of 
hyperthyroidism,  although  the  inevitable  small  propor- 
tion of  cases  in  which  either  recurrence  or  rnyxedema 
develops  cannot  be  overlooked.  Anyone  interested  in  this 
type  of  surgery  is  familiar  with  the  developments  which 
followed  the  introduction  of  the  clinical  use  of  iodides. 
More  recently,  the  multiple-stage  operations  have  become 
obsolete,  although  it  has  not  been  so  very  long  since  they 
were  routine.  The  ultimate  one-stage  operation  then  en- 
joyed a rather  uniform  acceptance. 

When  the  goitrogens  were  introduced  to  the  field  of 
clinical  medicine,  there  was  a certain  wave  of  enthusiasm 
toward  not  only  improving  upon  the  surgical  results  but 
actually  replacing  surgical  therapy  by  a more  conserva- 
tive plan.  It  was  not  long,  however,  before  most  observ- 
ers discovered  that  certain  of  these  agents  were  associated 
with  distressing  complications  and,  during  the  interval, 
clinical  reviews  have  tended  to  point  out  that  there  is 
still  a very  large  place  for  the  surgical  treatment  of 
hyperthyroidism. 

Because  of  the  distinct  differences  in  the  two  main 
types  of  hyperthyroid  states,  each  should  be  considered 
separately. 

Exophthalmic  Goiter 

Black  in  1946*  evaluated  the  status  of  thyroidectomy 
as  compared  to  the  use  of  goitrogens.  He  surveyed  the 
records  of  the  Mayo  Clinic  in  the  years  1936  through 
1945.  With  the  notable  exception  of  the  year  1938, 
when  the  surgical  mortality  rate  for  exophthalmic  goiter 
was  1.8  per  cent,  the  rate  was  one  per  cent  or  lower 
in  every  year.  In  fact,  for  the  final  four  years  of  Black’s 
study,  the  mortality  rate  was  0.6  per  cent  or  less 
(Table  I) . With  complete  justification.  Black  felt  that 
subtotal  thyroidectomy  could  be  carried  out  for  more 
than  97  per  cent  of  patients  after  they  had  been  prop- 
erly prepared  with  Lugol’s  solution,  and  he  favored  one- 
stage  subtotal  thyroidectomy.  He  was  conservative  in 
concluding  that  recurrence  would  develop  in  less  than 
five  per  cent  of  the  patients  so  treated.  His  favor  of 
subtotal  thyroidectomy  in  exophthalmic  goiter  was  backed 


*Read  at  the  meeting  of  the  American  Goiter  Association, 
Houston,  Texas,  March  9,  1950. 

tDivision  of  Surgery,  Mayo  Clinic,  Rochester,  Minnesota. 


by  the  finding  that  the  risk  was  only  very  little  greater 
than  that  attending  the  operation  upon  patients  who  had 
nontoxic  adenomatous  goiters.  In  the  final  year  of  his 
report  (1945),  the  surgical  mortality  rate  in  302  consecu- 
tive cases  of  exophthalmic  goiter  was  0.3  per  cent 
(Table  I.) 

Table  I. 

Comparison  of  Hospital  Mortality  Rates:  Surgical  Treatment  of 
Adenomatous  Goiter  without  Hyperthyroidism  and 
Exophthalmic  Goiter,  1943-1949* 


Year 

Exoph 

Total 

Patients 

thalmic  Goiter 
Hospital  Deaths 

Adenomatous  Goiter 
without  Hyperthyroidism 
Total  ' Hospital  Deaths 

Number 

Pet. 

Patients 

Number 

Pet. 

1943  ... 

363 

2 

0.6 

286 

1 

0.3 

1944  . 

341 

2 

0.6 

364 

0 

1945  ... 

302 

1 

0.3 

362 

1 

0.3 

1946  .... 

260 

0 

375 

0 

1947..... 

195 

0 

362 

1 

0.3 

1948  - 

156 

0 

297 

0 

1949  . 

161 

0 

419 

0 

*Years  1943-1945  embrace  the  study  of  Black.'  Years  1946- 
1949  concern  the  present  study. 


Black*  analyzed  data  concerning  the  two  to  three  per 
cent  of  the  total  group  of  patients  who  underwent  the 
operation  and  who  represented  a somewhat  elevated  sur- 
gical risk  because  of  their  severe  hyperthyroidism.  These 
were  the  patients  who,  in  earlier  years,  would  have  un- 
dergone stage  operations.  In  addition,  the  patient  who 
has  recurrent  exophthalmic  goiter  is  likely  to  be  in  less 
satisfactory  condition  for  surgical  operation,  and  the 
technical  features  in  such  an  instance  would  be  much 
more  prominent.  A unique  group  which  Black  com- 
mented on  briefly  comprised  those  patients  treated  sur- 
gically for  exophthalmic  goiter  who  were  known  to  be 
suffering  from  other  diseases,  such  as  metastatic  car- 
cinoma or  leukemia.  Obviously,  such  patients  would 
have  to  constitute  an  entirely  separate  group. 

Using  the  criteria  available  in  1946,  Black*  felt  that 
there  was  little  room  for  the  improvement  of  treatment 
in  the  great  majority  of  cases  of  exophthalmic  goiter. 
On  the  other  hand,  in  the  two  to  three  per  cent  of  pa- 
tients who  represented  a markedly  elevated  surgical  risk 
primarily  because  of  their  hyperthyroidism,  he  felt  that 
the  goitrogenic  drugs  might  have  a definite  place  in  the 
preoperative  preparation.  Looking  to  the  future,  he  ex- 
pressed the  hope  that  those  suffering  from  recurrent  ex- 
ophthalmic goiter,  especially  when  surgical  treatment  of 
them  would  be  associated  with  great  technical  danger 
and,  in  addition,  those  suffering  concurrently  from  an 
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incurable  disease,  might  derive  considerable  benefit  from 
tbe  use  of  goitrogens  without  operation. 

Goldman"  in  1948  reported  on  a series  of  379  patients 
operated  on  for  exophthalmic  goiter.  He  presented  some 
rather  complete  statistical  information:  the  hospital  mor- 
tality rate  was  one  per  cent  and  the  incidence  of  myx- 
edema was  9.2  per  cent.  Tetany  was  reported  in  1.5 
per  cent  of  cases,  and  thyroid  crisis  in  another  1.5  per 
cent. 

In  evaluating  the  results  that  could  be  expected  from 
the  operation,  Pemberton,  Haines  and  Keating*  analyzed 
the  records  of  455  consecutive  patients  Vv'ith  exophthalmic 
goiters  treated  by  subtotal  thyroidectomy,  without  a 
single  death.  During  that  same  period,  334  patients  who 
had  toxic  adenomatous  goiters  underwent  surgical  ther- 
apy, with  only  two  deaths. 

To  analyze  the  current  trend  in  the  treatment  of 
hyperthyroidism,  the  records  of  the  Mayo  Clinic  for  the 
years  1946  through  1949  were  reviewed.  This  four-year 
period  follows  immediately  upon  the  period  concerned 
in  Black’s  study.  Hence,  it  is  of  interest  to  compare  con- 
temporary results  with  those  he  reported  in  1946.  For 
purposes  of  comparison,  the  statistics  available  from  the 
final  three  years  of  Black’s  report  were  used  and  appear 
in  Table  I.  Here  again,  we  have  employed  these  statis- 
tics in  surgical  results  for  adenomatous  goiter  without 
hyperthyroidism,  using  this  as  a base  line. 

In  Table  I is  presented  a comparison  between  the 
present-day  results,  interpreted  in  terms  of  the  hospital 
mortality  rates  associated  with  exophthalmic  goiter  and 
adenomatous  goiter  without  hyperthyroidism.  It  is  grati- 
fying to  report  that  in  the  four-year  period  just  com- 
pleted (1949)  there  were  no  hospital  deaths  among  the 
persons  with  exophthalmic  goiter.  It  must  he  pointed 
out,  however,  that  the  total  number  of  such  patients  has 
decreased  in  recent  years,  a common  experience  in  all 
clinics  where  this  type  of  condition  is  seen. 

Radioactive  Iodine 

After  the  introduction  and  rather  wide  use  of  the 
goitrogens  came  the  development  of  radioactive  iodine. 
This,  of  necessity,  was  kept  limited  to  certain  centers 
in  which  the  element  was  available.  Certain  enthusiastic 
workers  predicted  that  surgical  treatment  soon  would 
have  little  or  no  place  in  the  treatment  of  goiter,  espe- 
cially in  exophthalmic  goiter.  The  prediction  has  not 
been  completely  true  in  any  of  the  centers.  However, 
an  impressive  summary  was  presented  by  Crile  and  oth- 
ers^ in  1949,  when  they  reported  on  a series  of  105 
patients  who  had  been  treated  with  radioactive  iodine. 
They  pointed  out  that  it  was  a simple,  effective  and, 
thus  far,  apparently  safe  method.  They  found  that  in 
90  per  cent  of  cases  of  exophthalmic  goiter,  control  was 
realized  within  two  to  four  months  by  one  or  two  treat- 
ments. In  the  remaining  cases  a third  treatment  was  re- 
quired. Crile  and  associates'  ob.served  that  thyroid  en- 
largement receded  and  that  the  symptoms  were  as  satis- 
factorily overcome  by  that  method  as  they  were  by  sur- 
gical infervention.  7’hey  observed  a certain  small  inci- 
dence of  hypothyroidism  which  was  felt  to  be  tempo- 


rary. These  authorities,  however,  agreed  with  others 
that  use  of  the  element  among  younger  patients  is  of 
uncertain  advisability  and  for  that  reason  they  have 
avoided  it. 

Opinion  at  the  Mayo  Clinic  in  regard  to  radioactive 
iodine  has  been  expressed  by  Black'  and  by  Pemberton, 
Haines  and  Keating.  ’ Excellent  results  have  been  ob- 
served to  follow  use  of  the  element  in  certain  instances 
of  exophthalmic  goiter.  At  the  same  time,  the  exact 
effect  of  radioactive  iodine  on  other  endocrine  glands 
has  not  been  determined  as  yet.  The  obvious  question 
that  is  always  raised  in  regard  to  any  carcinogenic  prop- 
erty the  element  might  have  cannot  be  answered  at 
present,  and  probably  not  in  the  near  future.  To  date, 
no  case  has  been  reported  in  which  carcinogenesis  is 
known  to  have  been  caused  and  it  may  be  that  this  is 
an  unwarranted  fear.  On  the  other  hand,  the  disastrous 
consequences  of  uncontrolled  roentgen-ray  and  radium 
treatment  of  the  early  days,  resulting  in  numerous  ma- 
lignant lesions  of  the  skin,  are  well  known  to  everyone. 
Time  alone  will  provide  the  answer  to  the  question  of 
the  carcinogenic  properties  of  radioactive  iodine. 

In  the  small  series  of  patients  treated  with  radio- 
active iodine  it  has  been  found  that  there  have  been 
some  failures  and,  in  addition,  a few  definite  recurrences. 
Use  of  the  element  at  present  is  reserved  for  those  pa- 
tients of  older  age  groups  for  whom  thyroidectomy  is 
regarded  as  unduly  hazardous.  This  group  includes  the 
very  elderly,  especially  those  with  a poor  cardiac  reserve. 
It  may  well  include  the  patient  who  previously  has  un- 
dergone thyroidectomy  several  times  and  presents  him- 
self with  a recurrent  goiter,  tetany  and  possibly  a fixed 
vocal  cord.  In  those  cases  in  which  recurrence  has  taken 
place,  even  though  very  little  palpable  gland  remains, 
it  has  been  felt  that  surgical  treatment  might  have  no 
more  to  offer  than  a more  conservative  plan. 

Goitrogens 

Recently,  refinements  in  goitrogens  have  led  certain 
authorities  to  further  study.  Thus,  Bartels  and  Ingham'' 
have  reported  on  the  use  of  methylthiouracil  in  100 
patients.  They  found  this  to  be  a somewhat  more  potent 
agent  than  the  other  goitrogens  but,  at  the  same  time, 
somewhat  more  toxic.  They  commented  on  the  fact 
that  the  reactions  of  toxicity  may  have  been  related  to 
previous  antithyroid  therapy  which  had  been  adminis- 
tered before  the  use  of  methylthiouracil.  Pemberton, 
Haines  and  Keating'  have  listed  the  disadvantages  of 
any  goitrogen  therapy  in  three  main  categories:  (1)  re- 
actions of  toxicity  (which  may  be  less  of  a problem  now 
than  they  were  at  first),  (2)  frequent  recurrence  of 
hyperthyroidism  after  cessation  of  use  of  goitrogens,  and 
(3)  probably  most  important,  the  extreme  difficulty  of 
accurate  periodic,  prolonged  observation  which  is  essen- 
tial to  the  securing  of  proper  results  in  this  form  of 
therapy.  ‘‘ 

A complete  review  of  the  goitrogens  is  not  appropriate 
here.  Suffice  it  to  say  that  the  widespread  use  and  abuse 
of  them  has  produced  common  knowledge  of  their  pow- 
ers and  limitations.  With  a rate  of  failure  of  nearly 
50  per  cent  and  the  natural  tendency  of  the  patient  to 
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tire  of  the  prolonged  observation,  the  goitrogens  alone 
appear  to  have  very  limited  usefulness. 

Adenomatous  Goiter  with  Hyperthyroidism 

The  treatment  of  adenomatous  goiter  has  always  been 
surgical.  Now,  more  than  ever  before,  the  conviction  is 
firm  that  a nodular  goiter,  whether  it  is  a single  or  mul- 
tiple lesion,  should  be  removed,  not  only  because  car- 
cinoma may  already  be  present  within  the  thyroid  gland, 
exhibiting  none  of  the  characteristic  signs,  but  also  be- 
cause removal  would  serve  as  "prophylaxis”  against  the 
development  of  a malignant  process  in  the  future. 

Cole  and  his  co-workers'  recently  reported  that  their 
latest  survey  has  borne  out  the  suspicion  they  had  in 
earlier  years  that  the  incidence  of  malignancy  in  adenom- 
atous goiters  is  much  higher  than  the  profession  had  ap- 
preciated. They  reported  the  over-all  incidence  of  car- 
cinoma in  nodular  goiter  to  be  eight  per  cent.  They 
found  a great  difference  between  patients  with  hyper- 
thyroidism and  patients  without  it,  since  only  one  per 
cent  of  carcinomas  occurred  in  patients  with  toxic  goiter, 
whereas  17.5  per  cent  of  carcinomas  occurred  in  patients 
with  nontoxic  goiter.  Their  latest  study  also  bore  out 
their  original  impression  in  regard  to  solitary  nodules  in 
the  thyroid  gland,  in  which  nodules  they  discovered  an 
incidence  of  malignancy  of  24  per  cent.  Lange  and 
MacLean'^  presented  a collective  review  in  which  they 
found  an  over-all  incidence  of  malignancy  in  nodular 
goiter  of  6.94  per  cent.  They,  too,  discovered  that  the 
incidence  of  malignancy  was  definitely  higher  in  the 
single  adenoma  than  in  multiple  nodules.  They  differed 
from  Cole  and  co-workers'  in  reporting  that  the  exist- 
ence of  hyperthyroidism  does  not  in  any  way  minimize 
the  ever-present  possibility  of  carcinoma,  since  26  per 
cent  of  their  patients  with  carcinoma  had  frank  hyper- 
thyroidism. They  stressed  the  fact  that  the  goitrogens 
in  such  a case  should  be  used  only  for  preoperative 
preparation.  They  also  raised  once  again  the  question 
as  to  whether  the  goitrogens  might  not  in  themselves 
have  carcinogenic  properties. 

Fortunately,  the  results  of  subtotal  thyroidectomy  in 
toxic  nodular  goiter  are  most  gratifying  in  that  true  re- 
currence is  very  uncommon.  It  is  to  be  admitted,  how- 
ever, that  the  surgical  mortality  rate  in  this  group  of 
patients  is  definitely  higher  than  that  for  persons  with 
exophthalmic  goiter.  We  have  held  for  some  time  that 
this  is  due  to  the  fact  that  patients  with  adenomatous 
goiter  usually  are  in  the  higher  age  groups  and  that, 
therefore,  in  addition  to  being  in  less  satisfactory  gen- 
eral condition,  they  have  other  diseases  common  to  their 
advanced  age.  Then,  too,  adenomatous  goiter  may  have 
been  present  for  many  years,  and  the  onset  of  the  hyper- 
thyroidism may  have  been  so  insidious  that  considerable 
pathologic  change  actually  has  occurred  before  the  pa- 
tient presents  himself  for  treatment.  Serious  cardiac 
damage  of  irreversible  nature  often  is  found  in  this 
group.  Any  statistical  report  on  adenomatous  goiter 
must  necessarily  include  those  patients  who  have  been 
submitted  to  thyroidectomy  for  control  of  the  adenoma- 


tous goiter  with  hyperthyroidism  prior  to  treatment  for 
some  other  co-existing  serious  disease.  Anyone  seriously 
interested  in  this  problem  frequently  will  encounter  the 
patient  who  has  congestive  heart  failure  or  coronary 
artery  disease  and  in  whom  the  exact  extent  of  the 
hyperthyroidism  cannot  be  determined  prior  to  surgical 
treatment.  It  appears  that  in  such  a situation  there  is 
a great  opportunity  for  some  more  conservative  measure 
to  prove  itself.  In  the  seriously  ill  patient  who  has  ,in 
adenomatous  goiter  with  hyperthyroidism,  it  has  been 
disappointing  to  all  physicians  to  note  how  limited  is  the 
effect  of  Lugol’s  solution.  It  was  hoped  for  a time  that 
the  goitrogens  would  be  far  more  effective  in  this  par- 
ticular condition,  especially  in  preoperative  preparation. 
To  date,  however,  the  latter  agents  have  not  appeared 
to  be  as  effective  in  this  condition  as  they  are  in  exoph- 
thalmic goiter. 

The  experience  at  the  Mayo  Clinic  has  been  rather 
similar  to  that  of  Goldman",  who  reported  on  179  patients 
who  underwent  thyroidectomy  for  adenomatous  goiter 
with  hyperthyroidism,  among  whom  there  were  definite 
recurrences  in  0.5  per  cent.  Good  results  were  recorded 
as  occurring  in  95  per  cent  of  the  patients.  The  hospital 
mortality  rate  was  0.5  per  cent.  The  experience  of 
Fahrni*’  has  been  similar;  he  has  concluded  that  the 
present  situation  calls  for  thyroidectomy  in  adenomatous 
goiter,  whether  toxic  or  not,  since  thus  far  there  is  no 
other  means  known  to  treat  the  patient  satisfactorily. 

The  surgical  mortality  rates  for  adenomatous  goiter 
treated  surgically  at  the  Mayo  Clinic  from  1946  through 
1949  have  been  compared  with  similar  rates  in  the  im- 
mediately preceding  three  years  which  ended  the  study 
presented  by  Black.’  This  information  is  offered  in 
Table  II. 

Table  II 

Comparison  of  Hospital  Mortality  Rates;  Adenomatous  Goiter 
With  and  Without  Hyperthyroidism, 

1943-1949* 


Adenomatous  Goiter 

Adenomatous  Goiter 

with  Hyperthyroidism 

without  Hyperthyroidism 

Year 

Total 

Hospital  Deaths 

Total 

Hospital  Deaths 

Patients 

Number 

Pet. 

Patients 

Number 

Pet. 

1943 

262 

5 

1.9 

286 

1 

0.3 

1944 

237 

1 

0.4 

364 

0 

1945  

214 

2 

0.9 

362 

1 

0.3 

1946  . 

218 

2 

0.9 

375 

0 

1947  . ... 

116 

0 

362 

1 

0.3 

1948 

162 

0 

297 

0 

1949 

109 

0 

419 

0 

*Years  1943-1945  embrace  the  study  of  Black.'  Years  1946- 
1949  concern  the  present  study. 


Reference  to  Table  II  reveals  that  progress  also  has 
been  made  in  recent  years  in  the  treatment  of  adenoma- 
tous goiter,  since  in  the  three-year  period  just  completed 
there  were  no  hospital  deaths  of  patients  with  adenoma- 
tous goiter  with  hyperthyroidism.  That  this  has  not 
always  been  the  case  is  borne  out  by  the  same  table, 
which  reveals  a difference  in  earlier  years. 
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Table  HI 

Hospital  Mortality  Rates:  Toxic  Goiter  and  Adenomatous 
Goiter,  1946-1949 

Number  Pet. 


Toxic  Goiter 

Total  patients  ..  1,377 

Total  hospital  mortality  . . 2 0.14 

Adenomatous  goiter  without  hyperthyroidism 

Total  patients  1,453 

Total  hospital  mortality  . 1 0.06 

Causes  of  death*  in  toxic  adenomatous  goiter 

Cardiac  failure  . ..  1 

Postoperative  crisis  1 


*Both  occurred  in  1946. 

Hospital  Mortality  Rates 

In  Table  III  is  presented  a summary  of  the  trend  in 
surgical  treatment  in  the  four-year  period  just  completed 
(1949).  This  follows  upon  the  study  in  the  earlier  years 
completed  by  Black. ^ It  will  be  noted  that  each  of  the 
two  patients  who  died  in  the  hospital  with  toxic  goiter 
had  adenomatous  goiter.  Undoubtedly,  this  favorable 
situation  represents  an  even  more  complete  preparation 
of  the  patient  afforded  by  the  goitrogens  used  in  con- 
junction with  Lugol’s  solution.  However,  it  may  be  stat- 
ed emphatically  here  that  the  untiring  vigil  maintained 
by  the  internists  should  receive  full  credit  for  pointing 
the  way  in  the  proper  selection  of  patients  who  might  do 
well  under  surgical  management,  as  well  as  for  stressing 
the  importance  of  avoiding  surgical  treatment  for  those 
patients  who  are  not  at  all  reasonable  surgical  risks.  The 
cause  of  death  in  the  two  instances  at  hand  is  self- 
evident.  The  one  patient  who  died  of  a postoperative 
crisis  constituted  somewhat  of  a surprise,  since  she  had 
been  treated  thoroughly  with  Lugol’s  solution  preoperi- 
tively  and  was  judged  to  be  in  rather  good  condition  at 
the  time  of  operation.  The  prolonged  interval  necessary 
for  preparation  with  goitrogens  was  not  utilized  in  her 
case,  since  it  was  not  felt  necessary  or  justifiable. 
Whether  in  a similar  case  use  of  a goitrogen  might  have 
been  more  effective  cannot  be  determined  from  a review 
of  the  records. 

Summary  and  Conclusions 

The  surgical  hospital  mortality  rate  associated  with 
exophthalmic  goiter  has  declined  steadily  to  the  point 
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where,  for  the  past  four  consecutive  years,  there  have 
been  no  deaths. 

Proper  preparation  of  the  patient  with  Lugol’s  solu- 
tion, and  the  judicious  addition  of  the  goitrogens  in  a 
few  instances,  have  brought  about  this  highly  satisfac- 
tory result.  This  present-day  situation  is  directly  due 
to  the  ability  of  the  internist  now  to  select  those  very 
few  patients  who  would  not  tolerate  subtotal  thyroid- 
ectomy. 

Radioactive  iodine  is  an  extremely  simple  and,  in 
many  cases,  highly  effective  treatment  for  exophthalmic 
goiter.  It  may  some  day  be  proved  to  be  the  treatment 
of  choice.  At  present,  the  unknown  properties  of  radio- 
active iodine  make  it  inadvisable  to  use  it  as  a treatment 
for  any  but  elderly  patients  or  those  who  are  very  poor 
surgical  candidates. 

In  adenomatous  goiter  with  hyperthyroidism,  the  ever- 
present threat  of  malignancy  dictates  that  surgical  treat- 
ment shall  prevail.  The  steadily  declining  hospital  mor- 
tality rate  associated  with  surgical  intervention  for  this 
condition  is  apparent,  there  having  been  no  deaths  after 
operation  for  the  disease  in  the  last  three  years  at  the 
Mayo  Clinic,  and  only  two  in  1946. 
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SALT  WATER  FOR  SHOCK 

A group  of  leading  American  surgeons  has  advised  the  Public  Health  Service,  Federal  Security 
Agency,  that  salt  water  taken  by  mouth,  in  a vast  majority  of  cases,  is  as  effective  as  blood  plasma  in  the 
emergency  treatment  of  shock  from  serious  burns  and  other  injuries.  In  general  terms,  the  treatment  calls 
for  approximately  one  level  teaspoonful  of  table  salt  and  one-half  teaspoonful  of  baking  soda  for  each 
quart  of  water.  A number  of  quarts  are  required  each  day.  The  only  limitations  on  the  amount  consumed 
IS  the  ability  of  the  patient  to  consume  the  saline  solution. 

In  releasing  the  recommendation,  which  came  to  the  Public  Health  service  as  the  major  federal 
agency  charged  with  responsibility  for  civilian  health,  surgeon  general  Leonard  A.  Scheele  said:  ’’The 
findings  are  of  particular  importance  in  a period  of  war  emergency,  since  it  is  estimated  that  in  the  event 
of  atomic  bombing  about  60  per  cent  of  the  surviving  bombed  population  might  suffer  from  burns.  This 
figure,  moreover,  does  not  account  for  injuries  other  than  burns  in  which  shock  also  might  be  present.” 


November,  1950 


433 


Suppurative  Diseases  of  the  Lungs— 
Advances  in  Surgical  Management 

G.  Alfred  Dodds,  M.D.* 

Fargo,  North  Dakota 


SURGICAL  management  of  suppurative  disease  of  the 
lung  has  progressed  to  the  point  where  at  present  a 
degree  of  standardization  has  been  reached  with  further 
advancement  lying  chiefly  in  the  field  of  improvement 
in  technical  procedures. 

Prevention  of  pulmonary  suppurative  disease  is  pref- 
erable to  radical  surgery  as  a cure.  It  has  been  shown 
that  with  complete  atelectasis  in  the  absence  of  associated 
infection  suppuration  does  not  occur.  If,  however,  par- 
tial obstruction  is  produced  in  the  presence  of  infection, 
pneumonitis  then  results  leading  to  extensive  bronchiec- 
tasis in  four  weeks.'  These  changes  are  reversible  if 
the  obstruction  is  relieved  within  seven  to  ten  days. 
Applied  clinically,  all  postoperative  patients  should  be 
watched  for  evidence  of  obstructive  pneumonitis  with 
prompt  correction  of  the  same.  Foreign  bodies  in  the 
bronchi  must  be  removed  at  once.  Children  with  measles 
and  whooping  cough  should  be  closely  observed  as  they 
are  candidates  for  pneumonitis  which  can  develop  into 
bronchiectasis.  In  lung  abscesses  it  has  been  shown  that 
the  infective  organism  is  found  in  abundance  around  the 
teeth,  thus  pointing  to  the  necessity  of  adequate  dental 
hygiene." 

Bronchiectasis 

One  of  the  outstanding  accomplishments  in  thoracic 
surgery  has  been  the  excellent  results  obtained  in  the 
treatment  of  unilateral  bronchiectasis.  Once  diagnosis 
has  been  established  by  a bronchogram  and  bronchoscopy 
has  ruled  out  pathologic  bronchial  obstruction  and  as 
soon  as  bronchial  secretions  are  reduced  with  antibiotics, 
the  treatment  is  lobectomy.  The  use  of  tourniquet  am- 
putation of  the  hilum  of  the  affected  lobe  has  fallen 
into  discard.  The  present  accepted  technic  is  individual 
ligation  of  the  vascular  elements  of  the  hilum  of  the 
lobe  followed  by  closure  of  the  bronchus  by  end  on  silk 
sutures.  Care  is  taken  not  to  traumatize  the  bronchus 
by  use  of  clamps.  The  bronchial  stump  is  covered  with 
a pleural  flap,  and  rapid  reexpansion  of  the  remaining 
lobe  of  the  lung  is  carried  out  through  constant  intra- 
pleural suction.  The  use  of  antibiotics  and  refinements 
of  technic  has  virtually  eliminated  postoperative  compli- 
cations of  bronchial  fistula  and  empyema.  Present  mor- 
tality rates  are  less  than  two  per  cent  for  lobectomy  in 
unilateral  bronchiectasis. 

In  the  past  four  years  the  use  of  segmental  resection 
has  come  into  greater  use  in  an  attempt  to  conserve  pul- 
monary tissue.  This  refinement  is  based  upon  the  con- 

*Department of  Thoracic  Surgery,  Fargo  Clinic,  Fargo,  North 
Dakota. 


cept  that  there  are  within  each  lobe  of  the  lung  definite 
anatomical  segments  with  their  own  bronchus,  arteries, 
and  veins,  and  that  these  segments  may  be  anatomically 
removed  without  damage  to  adjacent  lung  tissue.  Ac- 
cording to  the  classification  of  Jackson  and  Huber‘ 
there  are  ten  such  segments  in  the  right  lung  and  eight 
in  the  left.  Boyden'  at  the  University  of  Minnesota  has 
made  a monumental  contribution  to  segmental  anatomy 
of  the  lung.  When  consideration  is  given  to  the  fact 
that  the  majority  of  pulmonary  diseases  have  sites  of 
predilection  then  the  reason  for  application  of  segmental 
resection  becomes  apparent.  For  instance,  bronchiectasis 
usually  involves  the  basilar  segments  of  the  lower  lobes. 
The  linguala  of  the  left  upper  lobe  and  bronchi  of  the 
right  middle  lobe  are  often  involved.  The  superior 
divisions  of  the  lower  lobes  and  anterior  divisions  of 
the  upper  lobes  are  common  areas  for  lung  abscess. 
Pulmonary  cysts  are  frequently  found  in  the  superior 
division  of  the  lower  lobe.’’ 

Accurate  delineation  of  lung  segments  is  secured  by 
bronchographic  studies.  Radiologic  localization  has  been 
found  to  be  more  accurate  than  the  surgeon’s  impression 
at  the  time  of  thoracotomy.  The  technic  widely  used  is 
that  of  positively  identifying  the  segment,  ligating  the 
segmental  arterial  supply,  severing  the  bronchus  and 
with  the  remaining  portion  of  the  lobe  inflated,  the  seg- 
ment is  removed  in  a retrograde  manner  by  finger  dis- 
section using  the  intersegmental  vein  as  a guide.'’  This 
procedure  while  fine  theoretically,  does  from  the  prac- 
tical side  carry  a higher  incidence  of  increased  empyema, 
bronchial  fistula,  and  unexpanded  lung  segments.  Its 
greatest  application  is  in  bilateral  bronchiectasis  where 
maximum  lung  tissue  must  be  conserved. 

Bilateral  bronchiectasis  poses  a more  difficult  problem. 
The  majority  of  these  patients  have  neglected  their  dis- 
ease or  have  been  mismanaged.  Not  only  are  many  of 
these  patients  in  poor  general  condition  but  it  is  difficult 
to  get  adequate  preoperative  reduction  in  sputum  volume 
using  antibiotics  in  aerosol  and  parenteral  form.  When 
such  a patient  has  obtained  the  maximum  benefit  of  pre- 
operative preparation  a resection  of  the  involved  lung 
segments  is  done  on  the  side  showing  the  greatest  extent 
of  bronchiectasis.  Following  this  there  may  be  sufficient 
clinical  and  symptomatic  improvement  in  cases  having 
minimal  involvement  of  the  contralateral  lung  that  fur- 
ther surgery  is  not  required.  In  those  cases  in  which 
extensive  disease  is  in  the  lung  segment  on  the  opposite 
side,  resection  is  performed  six  to  nine  months  after  the 
initial  lobectomy.  At  the  time  of  this  surgery  there  is 
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one  main  hazard;  namely,  cerebral  anoxia  due  to  the  lim- 
ited amount  of  lung  available  for  respiratory  function. 
This  is  prevented  during  surgery  by  keeping  tbe  tracheo- 
bronchial tree  free  of  secretions  and  frequent  expansion 
of  the  lung  with  positive  pressure.  This  is  followed  by 
vigilant  postoperative  care. 

In  bilateral  bronchiectasis,  with  the  plan  of  manage- 
ment as  given,  there  will  be  an  operative  mortality  of 
four  per  cent  and  a patient  mortality  of  seven  per  cent 
as  reported  by  Ketgin'  in  94  resections  in  58  patients. 

Lung  Abscess 

The  management  of  lung  abscess  has  undergone  re- 
vision since  the  advent  of  antibiotics.  In  chronic  lung 
abscess  external  drai  lage  has  been  superseded  by  primary 
lobectomy.  This  rtdical  treatment  is  supported  by  lower 
mortality  figures  and  the  fact  that  external  drainage  will 
not  correct  the  complications  of  bronchiectasis,  multiple 
secondary  abscesses,  hemorrhage  and  perforation.  The 
disease  should  be  attacked  while  confined  to  one  lobe 
rather  than  resorting  to  pneumonectomy  after  an  entire 
lung  is  destroyed.  This  fact  is  emphasized  in  a report 
of  16  pneumonectomies  by  Glover  and  Clagett.*^  Of 
these,  six  died  postoperatively,  three  died  of  brain  abscess 
within  five  months,  and  three  more  presented  serious 
complications  with  only  25  per  cent  having  a good  result; 
whereas,  in  their  lobectomies  for  lung,  abscess,  there  was 
a 95  per  cent  good  result.  The  underlying  principle  in 
managing  acute  lung  abscess  is  drainage.  If  this  can  he 
accomplished  by  medical  management  through  the  use 
of  antibiotics  supplemented  by  bronchoscopic  drainage 
so  much  the  better,  but  such  therapy  must  result  in  pro- 
gressive disappearance  of  all  symptoms  and  all  roentgeno- 
logic findings.  If  this  is  not  accomplished  in  the  maxi- 
mum period  of  six  weeks  then  surgery  is  mandatory. 
If  the  patient  is  too  toxic  for  resection,  it  is  safest  to 
perform  external  surgical  drainage  and  follow  later  with 
resection.  Touroff  et  al''  in  a large  experience  with  lung 
abscess  have  reached  the  conclusion,  after  ten  years  ob- 
servation, that  in  cases  where  antibiotic  therapy  promptly 
controls  infection  primary  lobectomy  or  segmental  resec- 
tion is  the  procedure  of  choice.  In  managing  a lung 
abscess,  particularly  with  a medical  regime  in  the  patient 
past  forty,  the  physician  must  be  cognizant  of  the  fact 
that  15  per  cent  of  bronchiogenic  carcinoma  are  manifest 
in  this  manner. 

Pulmonary  Cysts 

Congenital  cysts  of  the  lung  while  not  primarily  sup- 
purative ultimately  reach  this  complication.  The  fact 
that  these  cysts  are  found  to  occur  in  infants  establishes 
their  congenital  etiology.  They  are  sometimes  associated 
with  accessory  lobes  of  the  lung,  and  those  occurring  in 
the  lower  lobes  frequently  have  an  anomalous  arterial 
supply.’"  These  cysts  are  lined  with  bronchial  epithelium 
and  may  be  single  or  multiple  involving  a lobe  or  an 
entire  lung.  Although  most  commonly  seen  in  children 
they  may  appear  at  any  age,  depending  upon  the  advent 
of  infection.  Severe  respiratory  distress  due  to  the  size 


of  the  cyst  may  be  the  initial  presenting  symptom  in 
infants.  A large  infected  cyst  may  be  mistaken  for  an 
empyema. 

Once  diagnosis  has  been  established,  the  proper  treat- 
ment is  resection  of  the  cyst  containing  segment  of  the 
lung.  Lobectomy  is  well  tolerated  by  infants  and  chil- 
dren. Ravitch  and  Hardy  reported  no  operative  mor- 
tality in  11  patients  13  weeks  to  13  years  of  age  repre- 
senting ten  lobectomies  and  one  pneumonectomy.” 
Successful  lobectomy  has  also  been  accomplished  in  a 
15  day  old  infant.'” 

Discussion 

Frequent  reference  has  been  made  to  pulmonary  resec- 
tion in  this  summary  of  advances.  This  gives  rise  to  the 
question  often  raised  as  to  the  degree  of  dyspnea  after 
lobectomy.  Fortunately,  the  remaining  lung  tissue  has 
ability  to  compensate.  A fact  that  has  been  demonstrated 
is  that  oxygen  consumption  following  lobectomy  may  be 
normal  provided  chest  wall  and  diaphragmatic  function 
is  good.'"  In  some  instances  oxygen  consumption  is 
greater  after  surgery  than  that  found  preoperatively  on 
bronchospirometric  studies. 

Summary 

Advances  in  the  management  of  suppurative  disease 
of  the  lung  has  been  presented  with  discusion  of  im- 
provements in  surgical  technic.  Emphasis  has  been  placed 
on  early  surgical  resection  of  diseased  segments. 
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The  Use  of  Anesthesia  in  General  Practice'' 

John  S.  Lundy,  M.D.t 
Rochester,  Minnesota 


IN  a discussion  of  tlie  use  of  anesthesia  in  general  prac- 
tice one  must  assume  that  a procedure  requiring  anes- 
thesia will  be  carried  out  at  least  in  an  office,  in  a home 
or  in  a small  private  hospital.  A consideration  of  the 
environment  connected  with  the  administration  of  an 
anesthetic  is  extremely  important.  There  was  a time 
when  the  physician  carried  out  such  procedures  as  were 
necessary  and  called  upon  any  available  person  to  assist 
him.  This  condition  still  exists  in  some  places.  Gener- 
ally speaking,  a physician  in  charge  may  anesthetize  a 
patient  with  ether  by  the  semi-open  drop  method,  then 
ask  any  one  available  to  continue  to  drop  the  ether  on 
the  mask  and  support  the  jaw  while  the  physician  pre- 
pares the  surgical  field  and  carries  out  the  desired  pro- 
cedures. 

When  a physician  is  without  assistance,  he  must  rely 
on  the  administration  of  pain-relieving  drugs  such  as 
morphine,  methadone  hydrochloride,  dilaudid  hydro- 
chloride or  some  equivalent  agent.  These  drugs  may  be 
administered  intravenously,  and  they  produce  a definite 
effect.  The  physician  may  then  employ  a local  anesthetic 
by  infiltration,  and  there  is  little  that  cannot  be  done 


under  this  type  of  anesthesia.  True  enough,  if  the  solu- 
tion should  be  very  strong  in  concentration  or  if  the 
drug  used  is  toxic,  there  is  a lessening  of  the  safety  of 
the  procedure  as  compared  with  that  which  exists  when 
dilute  solutions  of  relatively  nontoxic  agents  such  as  pro- 
caine hydrochloride  or  metycaine  are  used.  Generally 
speaking,  a 0.5  per  cent  solution  of  procaine  hydro- 
chloride or  metycaine  administered  by  infiltration  is  satis- 
factory. A one  per  cent  solution  of  either  agent  injected 
in  quantity  will  make  some  patients  show  symptoms  of 
toxicity  which  are  recognizable  by  a fall  in  blood  pres- 
sure, by  slow  pulse  unless  it  is  speeded  up  by  epinephrine, 
and  by  twitching,  dyspnea  and  anxiety.  If  two  per  cent 
solutions  are  used,  the  symptoms  will  be  still  more 
marked.  If  by  some  misfortune  the  symptoms  become 
dangerous  to  life,  one  must  be  prepared  to  administer 
one  of  the  commonly  used  barbiturates  intravenously, 
which  will  control  the  convulsions  and  permit  the  patient 
to  breathe. 

In  using  a local  anesthetic,  one  of  the  most  important 
points  of  technic  in  order  to  avoid  failure  is  the  intra- 
dermal  part  of  the  injection.  Deep  infiltration  by  itself 


Fig.  1.  Abdominal  wail  block.  A.  Sites  of  injection;  a to  b, 
from  the  xiphoid  process  to  the  lateral  border  of  the  rectus 
muscle  and,  b to  c,  along  its  edge  to  a point  about  two  finger- 
breadths  below  the  level  of  the  umbilicus.  This  block  can  be 
used  on  the  right  side  for  a right  rectus  incision,  but  for  an  in- 
cision in  the  median  line,  bilateral  block  must  be  used,  a to  b 
to  c and  a to  b'  to  c'.  For  most  operations  in  the  upper  portion 
of  the  abdomen,  regardless  of  where  the  incision  is,  bilateral 
block  should  be  used.  An  injection  from  over  the  ensiform 
process  of  the  sternum  for  a distance  of  three  fingerbreadths, 
and  penetrating  from  skin  to  bone,  is  carried  out  regularly  be- 
cause, in  some  cases,  the  incision  may  be  extended  upward  as 
far  as  possible. 

B.  Brick-shaped  portion  of  infiltrated  tissue,  the  superficial 
surface  of  which,  a to  b,  corresponds  to  the  segments  in  A that 

*Read  at  the  meeting  of  the  North  Dakota  State  Medical 
Association,  Grand  Forks,  North  Dakota,  May  29,  1950. 
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lie  between  the  small  letters  as  well  as  to  the  segment  in  D that 
lies  between  the  letters  b and  a. 

C.  Sagittal  section  of  the  tissue  represented  in  B and  D.  The 
needle  (80,  100  or  120  mm.,  usually)  is  shown  in  five  positions. 
It  is  inserted  in  position  1,  intradermally  (D)  and  subcutane- 
ously almost  its  whole  length.  The  solution  is  injected  as  the 
needle  is  advanced;  that  is,  an  attempt  is  made  to  inject  the 
solution  ahead  of  the  needle.  At  least  two  cc.  of  solution  is 
injected  in  each  position.  Thus,  a ten  cc.  syringe  may  contain 
enough  solution  to  block  a small,  brick-shaped  portion  of  tissue, 
a lateral  view  of  which  is  shown  in  B.  The  amount  of  solution 
injected  in  the  first  position  depends,  however,  on  the  length 
of  the  needle.  Sometimes,  ten  cc.  is  required  if  the  needle  is 
120  mm.  long.  The  needle  is  partially  withdrawn  from  posi- 
tion 1,  until  its  point  approaches  wheal  w.  It  is  then  re-inserted 
obliquely  in  position  2,  so  that  the  point  of  the  needle  pene- 
trates the  superficial  fascia  of  the  muscle  but  does  not  perforate 
the  parietal  peritoneum,  and  two  or  four  cc.  of  solution  is  de- 
posited in  the  muscular  layer  where  the  terminal  branches  of 
the  intercostal  nerves  lie.  The  same  procedure  is  followed  in 
positions  3,  4 and  5.  Such  brick-shaped  blocks,  arranged  in 
various  patterns,  result  in  various  types  of  field  block.  The 
needle  in  C is  the  same  as  that  shown  in  E. 

D.  The  skin  is  blocked;  the  needle  and  solution  are  in  place. 
It  is  this  stretching  of  the  skin  in  all  directions  which  produces 
good  surface  anesthesia,  and  failure  to  produce  such  stretching 
is  frequently  the  cause  in  unsuccessful  block.  It  is  this  same 
stretching  that  produces  the  "orange-peel  ’ appearance  of  the  sur- 
face of  the  skin  which  is  referred  to  in  "Clinical  Anesthesia.”' 

E.  Cross  section  of  tissue  represented  in  B and  D.  The  inter- 
costal and  other  nerves  to  be  blocked,  that  terminate  in  the 
abdominal  wall,  are  shown  in  a heavy  black  line.  (Reprinted  from 
Balfour,  D.  C.  and  Eusterman,  G.  B.:  The  Stomach  and  Duo- 
denum. Philadelphia,  W.  B.  Saunders  Company,  1935.  Cour- 
tesy of  publisher.) 
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Fig.  2.  Needle  indicates  the  point  of  injection  to  interrupt 
the  perineal  nerve  near  the  tuberosity  of  the  ischium.  The  arrow 
indicates  the  line  of  infiltration  when  field  block  is  also  used. 
Bilateral  injection  usually  is  carried  out.  (Reprinted  from 
Lundy.'  Courtesy  of  the  publisher,  W.  B.  Saunders  Company.) 


will  not  permit  painless  incision  (figure  1).  An  intra- 
dermal  injection  must  always  be  made  if  the  skin  is  to 
be  incised.  Various  blocks  can  be  employed  to  greater 
advantage  in  general  practice.  A simple  block  of  real 
use  in  obstetrics  is  that  of  the  pudendal  nerve  (figure  2) . 
This  block  is  carried  out  by  depositing  ten  cc.  of  one 
per  cent  solution  of  procaine  hydrochloride  with  a dilute 
solution  of  epinephrine  medial  to  the  tuberosity  of  the 
ischium.  This  injection  produces  a maximum  of  benefit 
and  it  can  be  repeated. 

An  intradermal  and  subcutaneous  ring-shaped  block 
at  the  base  of  the  penis  permits  not  only  circumcision 
but  any  surgical  procedure  except  amputation  (figure  3). 
For  operations  on  the  hand  or  the  digits,  block  may  be 
induced  at  almost  any  point  proximal  to  the  area  of 


I'jg.  3.  Regional  anesthesia  (block)  for  circumcision;  </.  fore- 
skin and  adjacent  portion  of  the  penis  are  wrapped  in  gauze; 
h,  a wheal  is  raised  near  the  base  of  the  penis;  c,  subcutaneous 
and  intradermal  injections  are  made  around  the  entire  base  of 
the  penis;  d.  the  dorsal  nerves  of  the  penis  are  subjected  to  in- 
jection; e,  cross  section  view  of  procedures  shown  in  c and  d. 


operation  by  injecting  the  anesthetic  solution  intrader- 
mally  and  down  to  the  bone.  Particularly  at  the  wrist 
and  in  the  hand,  one  must  pass  the  needle  from  the 
posterior  aspect  toward  the  palmar  aspect  of  the  hand, 
but  one  should  not  force  the  needle  through  the  palmar 
aspect.  In  the  digits,  one  may  use  a ring-shaped  block 
proximal  to  the  site  of  the  operation,  going  from  skin 
to  hone  (figure  4) . 

For  operations  on  the  upper  extremity,  a brachial 
plexus  block  may  be  carried  out  and  usually  is  not  diffi- 
cult if  one  locates  the  subclavian  artery  by  pressure  above 
the  clavicle  and  until  one  cannot  feel  the  ardial  pulse  at 


Fig.  4.  Block  anesthesia  of  the  hand.  Block  for  operation  in 
the  region  (a)  of  the  third  phalanx,  (h)  of  a second  phalanx, 
(c)  of  a first  phalanx  including  disarticulation  of  the  meta- 
carpophalangeal joint,  d.  Block  across  the  hand  to  anesthetize 
four  fingers.  Insert,  ulnar  aspect  of  the  hand,  showing  passage 
of  the  needle  from  the  dorsum  toward  the  palmar  surface  of 
the  hand.  e.  Wrist  block;  intradermal  and  subcutaneous  injec- 
tion as  a bracelet  around  the  wrist.  (Reprinted  from  Lundy.') 


the  wrist  on  that  side.  One  measures  the  clavicle  roughly 
and  goes  laterally  from  the  medial  end  one-third  the  dis- 
tance of  the  clavicle  and  raises  the  wheal  a finger-breadth 
above  that  point.  Insertion  of  a needle  usually  results  in 
locating  the  first  rib.  Since  the  brachial  plexus  is  super- 
ficial to  this  rib,  one  may  infiltrate  this  area  with  two 
per  cent  solution  of  procaine  hydrochloride  or  metycaine 
with  epinephrine  and  satisfactory  anesthesia  of  the  fore- 
arm and  hand  will  result.  If  the  operation  is  on  the  up- 
per part  of  the  arm,  one  should  inject  a 0.5  per  cent 
solution  intradermally  and  subcutaneously  so  as  to  make 
a bracelet  in  the  arm  just  below  the  axilla.  If  paresthe- 
sias are  produced  in  the  hand  on  placing  the  needle, 
anesthesia  occurs  very  quickly  with  relaxation  also.  If 
paresthesias  are  not  produced  the  needle  may  be  super- 
ficial to  the  rib  and  fairly  close  to  the  subclavian  artery. 
In  that  case,  the  brachial  plexus  may  be  blocked  by  grad- 
ual addition  of  more  and  more  solution  until  that  area 
IS  flooded  (figure  5). 

For  operations  on  the  scalp,  one  also  must  infiltrate 
the  skin,  the  subcutaneous  tissue  and  the  periosteum. 
Any  operation  except  an  intracranial  operation  may  be 
performed  with  this  type  of  block  (figure  6). 
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Fig.  5.  Brachial  plexus  and  its  relation  to  the  subclavian  ar- 
tery and  other  landmarks.  (Reprinted  from  Lundy.') 

For  operations  on  the  lower  extremity,  one  may  either 
infiltrate  around  all  the  area,  or  a small  amount  of  spinal 
anesthetic  may  be  employed.  A subarachnoid  injection 
at  either  the  second  or  third  lumbar  interspace,  by  using 


Fig.  6.  Regional  anesthesia  (block)  of  the  scalp  carried  out 
in  segments  illustrated  by  intervals  between  letters.  The  steps 
in  injection  of  each  segment  are  illustrated  by  the  inserts;  1, 
subcutaneous  injection;  2,  intradermal  injection;  and  3,  injec- 
tion against  the  periosteum.  For  block  of  the  right  half  of  the 
scalp,  the  first  wheal  is  raised  at  a and  the  second  at  b.  The 
first  two  infiltrations  carried  out  are  a to  c,  a to  d,  b to  e, 
e to  c,  d to  j and  j to  i.  The  infiltrations  to  / to  g to  h to  i 
to  j are  the  final  step.  The  diagrammatic  insert  of  the  whole 
scalp  indicates  the  various  segments  of  the  scalp  that  can  be 
blocked,  depending  on  the  site  of  incision.  About  200  cc.  of  a 
0.5  per  cent  solution  of  procaine  hydrochloride  or  metycaine  to 
which  epinephrine  is  added,  is  used.  (Reprinted  from  Lundy.') 


procaine  hydrochloride  in  a five  per  cent  concentration 
as  it  leaves  the  syringe  and  in  doses  of  not  more  than 
100  to  150  mg.,  will  produce  excellent  anesthesia  of  the 
lower  part  of  the  body  from  the  umbilicus  down  for  a 
period  of  thirty  to  forty  minutes.  It  is  well  to  administer 
25  or  50  mg.  of  ephedrine  intramuscularly  at  the  time 
the  local  anesthetic  is  deposited  into  the  spinal  fluid, 
in  order  to  keep  the  blood  pressure  from  falling  to  a 
point  where  the  patient  cannot  respond  to  questions. 
One  of  the  most  important  technical  points  in  getting 
the  maximal  effect  from  the  drug  that  is  to  be  admin- 
istered in  the  subarachnoid  is  to  be  sure  the  hole  in  the 
lumen  of  the  needle  is  within  the  spinal  subarachnoid 
space  and  not  partly  in  and  partly  out  (figure  7).  Not 
only  must  the  tip  of  the  needle  be  inserted  fully  but  the 
needle  must  be  held  in  such  a way  that  its  point  will  not 
be  drawn  alternately  through  the  hole  in  the  dura  and 
arachnoid  and  then  thrust  partly  back  into  the  hole  in 
the  membranes  while  the  syringe  is  being  fastened  to  the 
needle  and  the  injection  is  being  made.  Perhaps  the 
needle  may  need  to  be  rotated  or  advanced,  or  both. 
It  is  always  easier  to  perform  lumbar  puncture  when  a 
patient  is  sitting  up  than  when  he  is  lying  on  his  side. 
This  is  particularly  true  where  assistance  is  lacking. 

The  procedures  already  mentioned,  with  the  possible 
exception  of  spinal  anesthesia,  are  useful  if  one  is  work- 
ing alone  or  with  little  help.  If  more  facilities  and  assist- 
ance become  available,  one  may  consider  other  measures. 
Administration  of  ether  by  the  drop  method  has  been 
mentioned  and,  since  it  is  a familiar  technic,  it  will  not 
be  dealt  with  here?  The  use  of  the  gas  machine,  except 
under  certain  circumstances,  becomes  involved  and  almost 
always  requires  a skilled  anesthetist. 

Rectal  anesthesia  is  not  satisfactory.  However,  one 
may  administer  avertin  with  amylene  hydrate  or  Pento- 
thal  Sodium  by  rectum,  especially  to  children,  in  doses 
just  sufficient  to  keep  them  from  being  noisy  or  aware 
of  what  is  going  on.  For  children,  infiltration  anesthesia 
may  be  utilized  to  advantage  in  addition  to  the  sedative 
effect  of  the  rectal  instillation  of  drugs.  Even  the  addi- 
tional administration  of  small  quantities  of  ether  by  in- 
halation will  bring  about  satisfactory  conditions  as  a rule. 
It  is  quite  difficult,  however,  to  do  much  with  children 
if  one  is  working  alone. 


Fig.  7.  Position  of  hole  in  lumen  of  needle;  ti,  incorrect  posi- 
tion, hole  in  lumen  of  needle  is  partly  in  and  partly  out  of  sub- 
arachnoid space;  b,  correct  position  for  hole  in  lumen  of  needle. 
(Reprinted  from  Lundy.') 
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I'lg.  8.  Nasal  intubation.  A.  The  tube  through  the  nose  and 
nasopharynx  (u)  and  extending  well  into  the  oropharynx  (b)  ; 
c.  vocal  cords;  d trachea. 

B.  Tip  of  tube  enters  esophagus  (c). 

C.  /.  Laryngoscope,  inserted  through  opened  mouth,  exposes 
glottis  (c)  and  vocal  cords,  by  moving  the  tongue  (g) , and  epi- 
glottis {h)  out  of  the  line  of  vision;  i,  Magill  forceps  grasps  the 
tube  near  the  tip  and  directs  it  into  the  glottis.  (Reprinted 
from  Lundy.’) 

D.  Nasal  tube  properly  placed,  the  tip  lying  midway  between 
the  glottis  and  the  bifurcation  of  the  trachea. 

The  intravenous  method  of  anesthesia  is  a most  attrac- 
tive one,  hut  it  also  is  dependent  on  facilities  and  per- 
sonnel. Generally  speaking,  the  intravenous  administra- 
tion of  a 2. '5  per  cent  solution  of  Pentothal  Sodium  re- 
quires little  skill  beyond  venipuncture  and  conservatism 
in  dosage  plus  slow  administration.  In  some  localities, 
the  concentration  of  the  pentothal  sodium  has  been  re- 
duced to  one  per  cent  and  the  solution  has  been  given 
by  the  slow,  continuous  drip  method.  This  method  can 
be  used,  but,  generally  speaking,  is  not  as  conservative 
as  is  a slow  intermittent  injection.  Where  one  has  rela- 
tively good  facilities  and  assistance,  it  is  not  difficult  to 
develop  a technic  for  administering  Pentothal  Sodium 
and  curare  intravenously  and  administering  equal  parts 
of  nitrous  oxide  and  oxygen  concomitantly  with  a gas 
machine.  This  combination  is  becoming  increasingly 
popular  throughout  the  country,  and  with  some  practice 
one  can  often  produce  operative  conditions  that  are  ex- 
cellent. Patients  do  not  object  to  this  method,  and  there 
is  little  or  no  postoperative  nausea  or  vomiting.  There 
is  one  condition,  inadequate  pulmonary  ventilation,  which 
may  arise,  however,  and  that  is  due  to  the  depression  of 
respiration  both  from  the  Pentothal  Sodium  and  the 
curare.  In  spite  of  the  fact  that  50  per  cent  oxygen  is 
being  administered,  the  airway  may  not  be  adequate  so 
that  good  pulmonary  ventilation  does  not  exist.  An  air- 
way IS  desirable.  The  ideal  one  is  Magill’s  endotracheal 
tube.  This,  however,  is  not  always  easy  to  place  since 


Fig.  9.  Oral  intubation.  A.  Laryngoscope  and  tube;  laryngo- 
scope (/)  moves  tongue  (g)  and  epiglottis  (h)  so  that  the  vocal 
cords  (c)  are  exposed  to  view;  the  intratracheal  tube  is  inserted 
along  the  blade  into  the  glottis  and  trachea. 

B.  Same  as  A except  that  Magill  forceps  (i)  direct  the  tip 
of  the  tube  into  the  glottis. 

(, . Full-length  intratracheal  tube  lying  in  place  so  that  its  tip 
almost  reaches  the  bifurcation  of  the  trachea.  It  is  in  this  posi- 
tion that  the  tube  must  lie  when  the  trachea  has  been  com- 
pressed by  an  intrathoracic  tumor  (goiter).  Note  the  difference 
in  the  placement  of  the  tubes  here  as  compared  with  that  shown 
in  figure  8D.  (Reprinted  from  Lundy.’) 


there  are  only  two  or  three  ways  to  do  it  (figures  8,  9 
and  10) . Under  extraordinary  circumstances,  a tube  has 
been  placed  with  such  an  instrument  as  a divided  airway. 

Since  facilities  vary  so  much  in  the  administration  of 
anesthesia  in  general  practice,  reference  to  even  some 
complicated  device  that  is  useful  may  not  be  out  of  place, 
as  someone  may  see  a use  for  it  in  his  practice.  It  is 
possible  to  mix  pentothal  sodium  and  curare  in  a single 
syringe  as  advocated  by  Dr.  J.  W.  Baird  of  Minneapolis. 


h 


Fig.  10.  English  divided  airw.iy;  a,  sepnr.Ttcd  into  its  two 
parts;  h,  assembled;  c,  serving  as  guide  for  lubricated  intra- 
tracheal tube  (liJivided  Airway  Co.,  London). 
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Fig.  11.  Four-way  connector  for  the  simultaneous  administra- 
tion of  pentothal  sodium,  curare  and  fluids  or  blood. 

His  mixture  consists  of  five  units  of  d-tubocurarine  chlor- 
ide and  25  mg.  of  pentothal  sodium  per  cubic  centimeter 
in  water." 


q 


Fig.  \2a.  17-gauge  needle;  b,  small  polythene  tubing  for  in- 
travenous use. 

Recently  I have  been  using  a device  which  has  simpli- 
fied somewhat  the  effort  to  administer  pentothal  sodium 
from  one  syringe,  curare  from  another,  and  blood  or 


Fig.  13.  A closed  method  used  in  forcing  blood  through  a 
small  21  or  22-gauge  needle. 

fluids  through  another  channel.  The  stopcock,  which 
might  be  called  a "three-  or  four-way  stopcock,”  can 
serve  a useful  purpose,  provided  that  one  wishes  to  go  to 
the  trouble  to  set  up  the  personnel  to  use  this  device'* 
(figure  11). 

Occasionally,  one  is  faced  with  a situation  in  which 
veins  might  be  extremely  small,  particularly  in  children 
or  in  debilitated  persons,  and  the  use  of  an  indwelling 
plastic  catheter  or  tubing  in  a vein  serves  a very  useful 
purpose'*  (figure  12).  The  smallest  polythene  tubing 


b CZ>--“-  - 

c gIDIX>’  - - - 

Fig.  14.  Details  of  assembly  of  the  plastic  needle. 

that  I have  used  has  been  passed  through  a 17-gauge 
needle  into  the  vein,  the  needle  withdrawn,  the  tubing 
fastened  to  the  skin,  a small  gauge  needle  inserted  in 
the  end  of  the  tubing,  and  this  needle  fastened  to  the 
tubing  from  the  set  that  conducts  the  fluid  from  the 
bottle  to  the  needle.  Since  the  tubing  is  very  small,  fluids 
will  flow  through  it  rather  well,  but  blood  has  to  be 
forced  through  it  with  a syringe"  (figure  13). 

More  recently.  Dr.  D.  J.  Massa,  a fellow  in  anes- 
thesiology in  the  Mayo  Foundation,  has  developed  a 
plastic  needle  (figures  14  and  15)  which  fits  on  the  out- 
side of  a metal  needle  after  insertion  of  which  the  metal 
needle  is  withdrawn.'*  This  probably  will  be  a consid- 
erable improvement  over  the  older  method  of  putting  the 
catheter  inside  the  needle.  In  some  cases,  it  has  been 


Fig.  15.  Technic  of  venipuncture  when  plastic  needle  is  used. 


found  best  to  leave  a 17-gauge  needle  in  place  and  use  it 
for  the  administration  of  fluids  and  blood  during  opera- 
tion and  then,  before  the  patient  leaves  the  operating 
room,  the  tubing  is  inserted  into  the  vein  through  the 
needle,  and  the  needle  is  withdrawn. 
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Polypoid  Adenomas  of  Rectum  and  Colon 

in  Children* 

G.  Howard  Hall,  M.D. 

Fargo,  North  Dakota 


The  incidence  of  polypoid  adenomas  of  the  rectum 
and  colon  in  children  is  not  definitely  known.  It  is 
generally  agreed,  however,  that  they  are  rather  fre- 
quently encountered  in  childhood.  It  is  the  purpose  of 
this  paper  to  present  some  of  the  problems  which  arise 
in  the  detection  and  management  of  these  lesions. 

Material 

During  the  past  two  years,  nine  children  with  polypoid 
adenomas  of  the  rectum  and  colon  were  seen  at  the 
Fargo  Clinic.  Their  ages  ranged  from  one  year,  ten 
months  to  eight  years.  Seven  were  boys  and  two  were 
girls.  The  principal  symptom,  rectal  bleeding,  was  pres- 
ent in  all  nine.  Duration  of  bleeding  varied  from  one 
week  to  one  year,  with  the  majority  having  had  blood 
in  the  stools  for  only  a few  weeks.  A mass  protruding 
from  the  rectum  was  seen  by  the  parents  in  four  of  the 
nine  children.  No  other  complaints  referable  to  the 
gastrointestinal  system  were  elicited. 

All  of  these  patients  were  seen  initially  in  the  pediatric 
department.  All  were  in  good  health  and  the  general 
physical  examination  was  essentially  negative  except  that 
polypoid  tumors  could  be  palpated  on  rectal  examina- 
tion in  four  of  the  nine.  The  hemoglobin  varied  from 
11.0  gm.  to  D.2  gm.  and  was  12  gm.  or  below  in  five. 

Proctoscopic  examination  of  all  patients  was  done  as 
an  office  procedure.  Rectal  polyps  were  visualized  in 
eight  of  the  nine.  Barium  study  of  the  colon,  performed 
in  seven  of  the  nine,  revealed  lesions  beyond  the  reach 
of  the  infant-sized  sigmoidoscope  in  three. 

The  majority  of  these  children  had  single  polyps.  Six 
had  solitary  polyps  of  the  rectum.  One  was  found  to 
have  a solitary  polyp  of  the  descending  colon.  One  had 
three  polyps — two  in  the  rectum  and  one  in  the  lower 
sigmoid.  One  had  multiple  polyposis  involving  the  rec- 
tum, sigmoid  colon,  and  cecum. 

Treatment 

Ail  patients  were  treated  in  the  hospital  under  gen- 
eral anesthesia.  F^roctoscopic  examination  was  carefully 
repeated  at  the  time  of  surgery.  Of  six  patients  with 
single  rectal  polyps,  four  had  fulguration  and  two  had 
suture-ligation  and  excision  of  the  lesion.  The  length 
of  hospital  stay  was  less  than  two  days  in  all  of  these. 
One  patient  with  a solitary  polyp  of  the  descending 
colon  underwent  transcolonic  excision  of  the  polyp 
through  a muscle-splitting  incision.  The  hospital  stay 
was  seven  days. 

'F'rom  the  Deparlmcnt  of  Surgery,  largo  C4inic,  hargo, 
North  [Dakota. 


One  patient  required  two  proctoscopic  examinations 
and  removal  of  polyps  under  anesthesia.  On  procto- 
scopic examination  in  the  office,  this  two-and-one-half 
year  old  boy  was  found  to  have  a two  cm.  polyp  on  a 
long  pedicle  located  five  to  six  cm.  above  the  dentate 
line.  Barium  study  of  the  colon  revealed  a large  solitary 
polypoid  tumor  just  above  the  recto-sigmoid  junction. 
Under  anesthesia,  two  rectal  polyps  were  discovered  and 
fulgurated.  Because  of  inadequate  preparation,  however, 
it  was  impossible  to  examine  the  sigmoid  colon.  It  was 
hoped  that  the  polyp  seen  by  the  roentgenologist  was 
the  same  one  seen  and  removed  through  the  procto- 
scope, but  repeat  colon  study  proved  this  to  be  wishful 
thinking.  At  a later  date  the  higher  lesion,  which  also 
had  a narrow  pedicle,  hut  which  was  located  at  15  cm., 
was  removed  through  the  adult  size  sigmoidoscope  with 
the  loop  snare. 

Another  patient  underwent  colectomy  for  multiple 
polyposis.  This  eight  year  old  boy,  who  had  had  bleed- 
ing with  bowel  movements  and  protrusion  from  the  rec- 
tum for  several  months,  was  found  to  have  several  rectal 
polyps  on  proctoscopic  examination.  On  barium  study  of 
the  colon,  the  roentgenologist  reported  multiple  polypi 
in  the  sigmoid  colon,  a questionable  lesion  in  the  upper 
descending  colon,  and  one  in  the  ascending  colon  just 
above  the  cecum.  At  the  first  operation,  the  rectal  polyps 
were  excised  or  coagulated  from  below.  Laparotomy  was 
then  performed.  Several  polyps  were  palpated  in  the 
sigmoid  colon  and  one  in  the  cecum.  Ileo-sigmoidostomy 
was  done.  At  a second  stage,  the  colon  was  removed 
down  to  the  rectosigmoid  and  the  previous  anastomosis 
revised  from  the  end-to-side  to  the  end-to-end  type. 
This  patient  was  m good  health  one  and  one-half  years 
after  operation. 

Although  the  follow-up  of  these  patients  has  not  been 
as  complete  as  desired,  most  have  been  re-proctoscoped 
at  least  once.  No  additional  lesions  have  been  discov- 
ered. There  has  been  no  known  recurrence  of  bleeding. 
There  has  been  no  mortality. 

Pathology 

All  tumors  in  this  series  were  carefully  studied  by 
serial  section.  In  no  instance,  including  the  patient  with 
multiple  polyps,  was  there  evidence  of  malignant  change. 
All  were  benign  adenomas.  Hyperplasia  of  the  glands. 
Inflammatory  infiltration,  edema,  and  surface  ulceration 
were  present  frequently,  particularly  in  the  rectal  lesions. 

Com MEN I 

Kennedy'  reports  49  infants  and  children  with  polyps 
of  the  rectum  and  colon  seen  at  the  Mayo  Clinic  during 
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the  years  1925  to  1940,  inclusive.  The  great  majority 
were  seen  after  symptoms  had  been  present  from  six 
months  to  three  years.  The  nine  patients  in  our  series 
had  symptoms  for  a considerably  shorter  period  of  time — 
most  for  only  a few  weeks.  The  physician  must  be  pre- 
pared to  investigate  promptly  and  completely  the  cause 
of  rectal  bleeding  in  children. 

All  children  with  rectal  bleeding  should  have  rectal 
and  proctoscopic  examinations.  Children  are  notably  less 
cooperative  than  adults.  With  the  use  of  the  ten  centi- 
meter infant  size  proctoscope,  however,  the  examination 
may  be  performed  as  an  office  procedure  with  negligible 
risk.  The  25  centimeter  instrument  may  be  used  safely 
in  children  over  two  years  of  age.  Sufficient  help  must 
be  available  so  that  the  child  may  be  held  securely  on 
the  proctoscopic  table  and  occasionally  the  administra- 
tion of  a sedative  is  desirable. 

Some  authorities  feel  that  if  a single  rectal  polyp  is 
found  on  proctoscopic  examination,  barium  study  of  the 
colon  is  unnecessary  unless  bleeding  persists  after  re- 
moval. Kennedy  and  Dixon^  report  1 1 cases  of  polypoid 
lesions  of  the  colon  in  children  which  were  above  the 
reach  of  the  sigmoidoscope.  Six  of  the  1 1 also  had 
polypoid  lesions  in  the  rectum.  These  investigators  con- 
clude that  the  presence  of  polypoid  lesions  in  the  rectum 
is  an  indication  for  roentgenological  study.  Since  we 
have  found  lesions  beyond  the  reach  of  the  small  procto- 
scope in  three  of  the  seven  patients  studied,  we  agree 
fully  that  the  barium  enema  is  essential  in  all  of  these 
patients.  The  difficulty  in  examining  the  child  plus  the 
difficulty  encountered  in  the  interpretation  of  the  findings 
requires  the  help  of  an  experienced  roentgenologist. 

The  question  of  malignant  changes  in  these  polypoid 
adenomas  is  a controversial  issue  among  pathologists. 
Kennedy^  reports  eight  cases  of  adenocarcinoma,  grade  I, 
one  case  of  adenocarcinoma,  grade  II,  and  one  case  of 
reticulum  cell  lymphosarcoma  in  18  polypoid  tumors  of 
the  rectum  in  children — an  incidence  of  malignancy  of 
55  per  cent.  A later  publication^  reports  nine  adeno- 
carcinomas ("grade  I or  low  grade  I”)  among  eleven 
polypoid  lesions  above  the  reach  of  the  sigmoidoscope. 
This  incidence  of  carcinoma  is  much  greater  than  most 
pathologists  report.  Almost  all  authorities  agree,  how- 
ever, that  adenomas  of  the  colon  and  rectum  must  be 
regarded  as  pre-malignant  lesions.  This  is  particularly 
true  of  patients  with  multiple  polyposis. 

The  child  with  one  or  two  adenomas  within  reach  of 
the  procto-sigmoidoscope  presents  no  difficult  therapeutic 
problem.  These  are  easily  and  safely  destroyed  by  means 
of  the  snare  and  coagulating  current  or  by  ligation  and 
excision.  General  anesthesia  is  required  for  children. 
Laparotomy  and  transcolonic  removal  of  lesions  above 
the  reach  of  the  sigmoidoscope  is  not  difficult  and  mor- 
tality and  morbidity  are  low.  The  patient  with  multiple 
polyposis,  whether  there  is  a congenital  history  or  not. 


should  have  colectomy,  since  development  of  carcinoma 
is  almost  inevitable  if  the  colon  is  not  removed.  An  end- 
to-end  anastomosis  of  the  ileum  to  the  rectum  is  pref- 
erable, since  no  new  growth  can  be  hidden  from  procto- 
scopic view  at  later  examination.  The  rectum  must  be  ex- 
amined repeatedly  for  the  duration  of  the  patient’s  life 
and  polyps  removed  and  examined  as  encountered. 

Abundant  clinical  data  indicates  that  adenomas  of  the 
large  bowel  are  likely  to  become  malignant  if  untreat- 
ed.^’'*'''^  The  thought  also  arises  that  the  child  with  an 
adenoma  has  a greater  chance  of  future  development  of 
cancer.  For  these  reasons,  we  feel  that  these  children 
should  be  studied  repeatedly  over  the  years.  By  the  de- 
struction of  benign  adenomas  of  the  colon  and  rectum 
before  malignant  changes  have  developed,  the  mortality 
due  to  cancer  of  the  large  bowel  can  most  surely  be 
reduced. 

Summary 

1.  Nine  children  with  polypoid  tumors  of  the  rectum 
and  colon  have  been  diagnosed  and  treated  during  the 
past  two  years. 

2.  Rectal  bleeding  was  the  symptom  which  brought 
the  parents  to  seek  medical  advice.  All  were  procto- 
sigmoidoscoped  and  lesions  were  discovered  by  this  meth- 
od in  all  but  one. 

3.  Barium  enema  examination  of  the  colon  resulted  in 
finding  lesions  above  the  reach  of  the  small  sigmoido- 
scope in  three  of  seven  such  studies.  Routine  colon  study 
is  recommended  for  all  children  with  persistent  rectal 
bleeding,  whether  lesions  are  found  in  the  rectum  or  not. 

4.  All  tumors  removed  proved  to  be  benign  adenomas. 
Although  no  malignant  changes  were  discovered  in  these 
nine  patients,  these  tumors  should  be  regarded  as  pre- 
malignant  and  destroyed.  Equally  as  important  as  treat- 
ment of  the  adenoma  is  the  need  for  repeated  study, 
so  that  any  new  lesions  may  be  treated  before  malignancy 
has  resulted. 

5.  Treatment  consisted  of  anoscopic  or  proctosigmoido- 
scopic  destruction  in  seven  (two  attempts  were  necessary 
in  one  of  these),  transcolonic  removal  in  one,  and  colec- 
tomy and  ileo-proctostomy  in  one. 
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A surgeon  must  have  hands  well-shaped,  with  long,  small  fingers.  He  must  have  a body  that  does 
not  shake,  and  be  of  subtle  wit. 


— GUIDO  LAN  FRANC. 
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A Brief  Account  of  the  Evolution 
of  Antiseptic  Surgery* 

Leonard  F.  Peltier,  M.D.i 
Minneapolis,  Minnesota 


SURGICAL  technique  is  never  static.  New  procedures 
and  new  materials,  such  as  plastics  and  metals,  create 
fresh  problems  in  sterilization.  Although  practices 
change,  the  basic  principles  of  antiseptic  surgery  remain 
as  constant  as  the  laws  of  physics;  and  for  the  elucida- 
tion of  these  basic  principles  we  are  eternally  indebted 
to  Joseph  Lister. 

The  conclusions  of  Oliver  Wendell  Holmes  (1843)“’ 
and  Ignace  Semmelweiss  (1847)''  on  the  infectious  na- 
ture of  puerperal  fever  mark  the  high  water  mark  of 
empirical  thought  in  the  study  of  surgical  infections. 
Using  a solution  of  hypochlorite  to  disinfect  his  hands, 
and  exercising  care  in  the  personal  hygiene  of  his  pa- 
tients, Semmelweiss  was  able  to  eliminate  puerperal  in- 
fection from  his  wards  in  Budapest.  It  is  a sad  com- 
mentary upon  the  medical  minds  of  the  day  that  these 
practices  were  not  widely  accepted  and  that  the  adoption 
of  simple  sanitary  precautions  was  delayed  tor  many 
years. 

The  pre-Listerian  era  was  a time  in  which  the  sur- 
geon’s efforts  were  thwarted  by  suppuraton,  purulent 
edema,  hospital  gangrene,  erysipelas,  and  tetanus;  a time 
when  wounds  and  fevers  were  regarded  as  inseparable. 
In  epidemic  form  hospital  gangrene  reached  an  incidence 
of  over  80  per  cent  and  forced  the  closure  of  large  sec- 
tions of  hospitals.  In  Lister’s  own  wards  in  the  Royal 
Infirmary,  Glasgow,  the  mortality  rate  for  compound 
fractures  was  45  per  cent,  a not  unusual  figure. 

Lord  Moynihan  ''  has  said:  "A  discovery  is  rarely  a 
sudden  achievement,  nor  is  it  the  work  of  one  man; 
a long  series  of  observations  each  in  turn  received  in 
doubt  and  discussed  in  hostility  are  familiarized  by  time 
and  lead  at  last  to  the  gradual  disclosure  of  the  truth.” 
Disco'/eries  in  the  basic  sciences  preceded  and  made  pos- 
sible the  work  of  Lister.  The  theory  of  biogenesis,  that 
life  came  only  from  life,  was  finally  established  upon  the 
ruins  of  the  theory  of  spontaneous  generation.  Louis 
Pasteur  ’ demonstrated  the  role  of  bacteria  in  the  proc- 
esses of  fermentation.  He  showed  that  bacteria  were  pres- 
ent in  the  air,  and  he  kept  fluids  from  decomposing  by 
excluding  dust  and  bacteria.  Pasteur  pointed  out  that 
fermentation  and  putrefaction  were  caused  by  living  or- 
ganisms found  in  the  air,  the  dust  and  in  putrefying 
media.  In  the  absence  of  these  organisms  fermentation 
and  putrefaction  did  not  occur.  The  significance  of  these 

*Presentcd  to  a Surgical  Seminar,  March  21,  1950,  Univer- 
sity of  Minnesota  Medical  School. 

i lOepartmcnt  of  Surgery,  University  of  Minnesota  Medical 
School. 


observations  was  immediately  seen  and  acted  upon  by 
three  surgeons  with  divergent  results. 

Spencer  Wells,  surgeon  to  the  household  of  Queen 
Victoria,  was  a noted  ovariotomist  and  practical  surgeon. 
In  a speech  before  the  British  Medical  Association 
(1864)''  he  gave  an  accurate  account  of  the  discoveries 
of  Pasteur,  but  understanding  he  did  not  have.  Using 
as  a simile  the  wind-blown  plant  seeds  which  take  root 
here  and  there  in  favored  places,  he  felt  that  airborne 
germs  took  root,  too,  only  in  optimal  situations,  the  most 
favorable  of  all  being  the  purulent  wound.  He  conclud- 
ed by  describing  a method  of  making  the  patient’s  body 
an  unfavorable  milieu  for  bacterial  growth  by  the  sys- 
temic administration  of  sulphites. 

Jules  Lemaire  ’ repeated  some  of  Pasteur’s  experi- 
ments in  a haphazard  fashion  and  showed  that  the  ad- 
dition of  carbolic  acid  to  organic  fluids  and  tissue  pre- 
vented putrefaction  and  fermentation.  From  this  obser- 
vation he  was  led  to  wash  wounds  with  antiseptic  lotions 
containing  phenol.  He  treated  wounds  with  antiseptics, 
but  not  antiseptically.  He  devised  no  principles  of  treat- 
ment, but  applied  his  medicaments  empirically  to  many 
diverse  and  unrelated  conditions. 

The  impact  of  Pasteur’s  ideas  upon  Lister’s  mind  led 
to  a revolution  in  surgery.  Why  did  Lister  grasp  the 
possibilities  latent  in  Pasteur’s  observations  when  others 
had  overlooked  them? 

Lister  was  the  son  of  a Quaker  merchant  and  a well 
known  amateur  microscopist.  His  medical  education  was 
begun  at  the  University  of  London  (1852)  where  he 
was  particularly  influenced  by  Thomas  Graham,  pro- 
fessor of  chemistry,  and  William  Sharpey,  professor  of 
physiology,  from  whom  he  obtained  a solid  grounding  in 
the  basic  sciences.  His  first  scientihe  contributions  ^ were 
observations  on  the  contractile  tissue  of  the  iris,  on  the 
muscular  tissue  of  the  skin  (the  first  description  of  the 
erector  pilue  muscles)  and  on  the  minute  structure  of 
involuntary  muscle  fibers.  From  these,  he  turned  to  the 
study  of  inflammation,  making  direct  observations  on 
the  web  of  the  frog.  He  also  studied  blood  coagulation. 
From  such  studies  Lister  gained  a varied  experience  in 
research.  For  his  surgical  training  he  was  indebted  to 
Syme,  the  foremost  teacher  of  surgery  of  the  day,  with 
whom  he  worked  for  eight  years.  Lister  was  a man  with 
a wide  interest  and  training  in  science  generally,  coupled 
with  a practical  knowledge  of  surgery.  Only  to  such  a 
man  could  the  essential  elements  of  Pasteur’s  work,  in  a 
then  apparently  unrelated  field,  appear  to  contain  the 
solution  to  the  problem  of  sepsis. 
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Toward  the  end  of  1864  while  holding  the  Chair  of 
Systematic  Surgery  at  the  University  of  Glasgow,  Lister’s 
attention  was  called  to  the  papers  of  Pasteur  by  Thomas 
Anderson,  professor  of  chemistry.  After  assimilating 
Pasteur’s  observations  and  ideas.  Lister  formulated  these 
basic  principles: 

1.  Germs  must  be  prevented  from  getting  into  the 
wound  during  or  after  operations. 

2.  Germs  should  be  killed  outside  the  wound  if  pos- 
sible. 

3.  If  germs  are  present  in  the  wound,  they  must  be 
killed  before  they  can  spread  and  secure  a foot- 
hold. 

The  search  for  methods  and  materials  with  which  to 
accomplish  these  basic  tenets  occupied  the  remainder  of 
his  active  life. 

It  is  characteristic  of  Lister  that  his  first  action  was 
to  repeat  carefully  and  to  confirm  the  work  of  Pasteur. 
Not  until  he  had  familiarized  himself  with  the  nature 
and  growth  of  bacteria  did  he  assay  to  apply  his  prin- 
ciples to  a clinical  case.  All  laboratory  procedures  in  bac- 
teriology at  this  time  relied  upon  sterilization  by  heat. 
Lister  turned  to  the  study  of  chemical  compounds  in  the 
search  for  another  method  of  killing  bacteria.  While 
groping  in  this  direction  he  became  acquainted  with 
newspaper  accounts  of  the  sewage  disposal  arrangements 
of  the  town  of  Carlisle,  near  Glasgow.  The  sewage  was 
distributed  on  the  fields  and  the  addition  of  a small 
amount  of  carbolic  acid  not  only  prevented  the  smell, 
but  destroyed  the  entozoa  usually  infecting  the  cattle 
feeding  upon  these  fields.  Professor  Anderson  obtained 
samples  of  the  crude  acid,  and  later  more  refined  ma- 
terial, for  his  experiments.  Here  we  see  the  wonderful 
process  of  serendipity  in  the  initial  choice  of  carbolic 
acid,  one  of  the  most  generally  useful  of  all  antiseptics, 
by  both  Lemaire  and  Lister. 

Lister  applied  his  antiseptic  principles  for  the  first 
time  in  March,  1865,  on  a patient  with  a compound 
fracture.  He  sterilized  the  air  about  the  wound  with  a 
fine  spray  of  carbolic  acid  solution.  The  hands  and 
instruments  as  well  as  the  ligatures  were  washed  and 
soaked  in  the  same  solution.  Then  followed  a long 
period  of  experimentation  and  improvisation  of  dressings 
and  techniques  for  carrying  out  the  antiseptic  principles. 
The  revolution  did  not  come  overnight.  In  1867  his  first 
papers  on  the  antiseptic  principle  in  surgery  appeared 
in  Lancet.  In  eleven  cases  of  compound  fracture,  five 
healed  without  any  sign  of  infection.  There  was  one 
death  from  secondary  hemorrhage,  a mortality  of  nine 
per  cent,  quite  a contrast  with  the  usual  45  per  cent. 

Lister’s  second  paper  on  The  Germ  Theory  of  Putre- 
faction was  presented  in  1871.  Four  years  later  (1875) 
he  gave  an  address  on  The  Effect  of  the  Antiseptic 
Treatment  upon  the  General  Salubrity  of  Surgical  Hos- 
pitals. The  culmination  of  his  endeavors  was  his  lecture 
before  the  International  Medical  Congress  in  London 
(1881)  on  The  Relation  of  Minute  Organisms  to  In- 
flammation. This  period  of  twenty-three  years  repre- 
sented a time  of  trial  and  error,  of  triumph  and  failure. 


of  adoption  and  rejection  of  methods  and  materials.  The 
result  was  an  organized  system  of  antiseptic  surgery. 
Lister  introduced  the  sterilization  of  all  glassware  and 
apparatus  used  in  the  operating  room.  He  used  the  first 
sterile  dressing  and  invented  numerous  pieces  of  equip- 
ment. His  contributions  to  bacteriology  during  this 
period  included  a method  for  isolating  organisms  in  pure 
culture,  and  the  definition  of  the  role  of  the  lactobacillus 
in  fermenting  milk.  Lister  had  derived  the  basic  prin- 
ciples and  developed  the  methods  for  carrying  out  anti- 
septic surgery.  It  remained  to  spread  the  knowledge  and 
application  of  his  discoveries. 

The  acceptance  of  the  new  ideas  was  slow,  and  the 
reasons  for  this  are  several.  First  of  all.  Lister’s  methods 
were  cumbersome  and  complicated.  Carbolic  acid  can 
be  irritating  to  the  hands  and  eyes.  The  spray  and  its 
acrid  fog  provoked  opposition  and  was  an  easy  target 
for  ridicule.  His  methods  were  changing  continuously. 
All  sorts  of  materials  were  used  for  dressings  and  after 
a short  trial  discarded.  Most  of  the  articles  which  he 
used  he  made  himself  or  had  made  locally  for  his  special 
consumption,  and  were  not  generally  available  to  other 
surgeons. 

Secondly,  there  were  several  prominent  English  sur- 
geons who,  although  not  using  Lister’s  methods,  were 
able  to  obtain  excellent  results  by  scrupulous  cleanliness 
and  ordinary  soap  and  water.  Syme  himself  had  report- 
ed a series  of  twenty  mid-thigh  amputations  without  a 
death.  Thomas  ‘ abandoned  Lister’s  methods  after  a 
thorough  trial  because  they  were  too  complicated  and  had 
not  improved  his  results.  Thomas  depended  upon  the 
so-called  "open”  method  for  treating  wounds  coupled 
with  absolute  rest  of  the  affected  parts  by  means  of 
splinting.  Surgeons  of  the  time  sought  to  reduce  the  in- 
cidence of  sepsis  by  improving  general  conditions  in  the 
hospitals,  relieving  crowding,  properly  spacing  beds,  and 
improving  sanitary  facilities. 

Lister’s  ideas  were  accepted  more  quickly  abroad  than 
at  home.  German  surgeons  were  acquainted  with  his 
work  during  his  Glasgow  period  and  rapidly  applied  his 
principles  in  the  light  of  the  newer  knowledge  of  bac- 
teria. In  this  way  Lister’s  principles  led  directly  to  the 
development  of  aseptic  surgery  to  which  many  surgeons 
made  basic  contributions.  In  America  the  introduction 
of  Lister’s  ideas  was  promoted  by  his  visit  to  the  Cen- 
tennial Exposition  in  Philadelphia  (1876).  W.  W. 
Keen  described  the  effect  of  his  visit  upon  surgical 
practice  in  America  and  was  himself  the  first  surgeon  in 
Philadelphia  to  use  his  methods.  By  1883  the  leading 
surgeons  in  America,  Willard  Parker,  H.  B.  Sands, 
Robert  Weir,  and  W.  T.  Bull,  were  all  advocates  of 
Listerism. 

It  is  a far  cry  from  the  simple  carbolic  spray  of 
Lister  to  the  complex  chromium  plated  fixtures  in  our 
present-day  operating  suites,  but  the  basic  principles  re- 
main unchanged.  To  succeed  in  their  application  one 
need  only  to  heed  the  advice  of  Lister  ^ himself:  "In 

order,  gentlemen,  that  you  may  get  satisfactory  results 
with  this  sort  of  treatment,  you  must  be  able  to  see  with 
your  mental  eye  the  septic  ferments  as  distinctly  as  we 
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see  flies  or  other  insects  with  the  corporeal  eye.  If  you 
can  really  see  them  in  this  way  with  your  intellectual 
eye,  you  can  be  properly  on  your  guard  against  them.” 
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George  T.  Blydenburgh,  M.D.,  Ohio  Wesleyan  Uni- 
versity, has  accepted  the  chairmanship  of  the  Committee 
on  Administration. 

4=  4=  4= 

William  R.  Nesbitt,  M.D.,  of  the  University  of 
Wyoming,  has  received  orders  for  active  duty  in  the 
Navy.  Dr.  Nesbitt  has  been  chairman  of  the  Committee 
on  Local  Sections. 

* * 

Two  positions  in  student  health  are  available: 

1.  A woman  physician  is  needed  at  the  University  of 
Massachusetts.  For  further  information  communi- 
cate with  Dr.  E.  J.  Radcliffe,  director  of  Student 
Health. 

2.  Agricultural  and  Mechanical  College  Health  Ser- 
vice located  at  Stillwater,  Oklahoma,  has  an  open- 
ing on  its  staff  for  a physician.  Any  interested  man 
or  woman  should  communicate  with  Dr.  Roxie  A. 
Weber,  director  of  Student  Health  Service. 

}{c  jfc  ^ 

The  following  new  directors  of  student  health  service 
have  been  announced:  Leona  B.  Yeager,  M.D.,  North- 
western University;  William  Lester,  Jr.,  M.D.,  Univer- 
sity of  Chicago;  H.  L.  Lawder,  M.D.,  University  of 
Illinois,  and  W.  R.  Mason,  Jr.,  M.D.,  Emory  University, 
Georgia. 

4=  4<  4= 

The  Illinois  Section  of  the  American  College  Health 
Association  had  a stimulating  spring  meeting  at  North- 
ern Illinois  State  Teachers  College  in  DeKalb,  Illinois, 
with  fifty-two  members  present.  The  morning  program 
was  devoted  to  problems  in  the  small  colleges  and  the 
student  health  service  nursing  personnel. 

The  afternoon  program  included  the  following  scien- 
tific papers:  "Athletic  and  other  Common  Injuries  on 
the  Campus,”  Dr.  C.  Howard  Thatcher,  University  of 
Chicago,  Chicago,  Illinois.  "Histoplasmosis  in  Illinois,” 
Dr.  William  Beadenkopf,  University  of  Chicago,  Chi- 
cago, Illinois. 

Other  news  items  include:  Dr.  H.  L.  Lawder  has  been 
appointed  acting  university  health  officer.  University  of 
Illinois,  Champaign,  Illinois.  Dr.  William  Beadenkopf 
resigned  from  the  directorship  of  the  University  of  Chi- 
cago Student  Health  Service  intending  to  pursue  further 
graduate  study  in  epidemiology.  Dr.  William  Lester, 
Jr.,  has  been  appointed  his  successor.  Ii)r.  Arnold  Wag- 
ner resigned  from  the  directorship  at  Northwestern  Uni- 
versity Student  Health  Service  in  April  1950  to  engage 


in  private  practice.  However,  he  is  continuing  as  assist- 
ant director  and  remains  active  at  the  Health  Service. 
Dr.  Leona  B.  Yeager  has  been  appointed  to  succeed  Dr. 
Arnold  Wagner. 

DR.  JOSEPH  HOWARD  BEARD 
1883  - 1950 

With  the  untimely  death  of  Dr.  Joseph  Howard 
Beard  on  the  first  of  April,  1950,  the  American  College 
Health  Association  lost  one  of  its  elder  and  most  dis- 
tinguished members. 

Dr.  Beard  was  born  January  12,  1883  at  Linden  Hill, 
Maryland.  He  received  his  B.A.  degree  from  St.  John  s 
College,  Annapolis,  Maryland  in  1902  and  his  medical 
degree  from  Johns  Hopkins  in  the  same  year  that  he 
received  his  M.A.  degree  from  St.  John’s  College  in 
1912. 

His  entire  medical  career  has  been  devoted  to  the  serv- 
ice of  the  University  of  Illinois  where  he  began  his 
duties  by  organizing  an  isolation  hospital  in  1912.  He 
came  to  the  University  by  invitation  to  teach  prepara- 
tory medicine  and  physiology  in  the  Department  of 
Household  Science  and  later  became  Medical  Examiner 
for  the  LJniversity  of  Illinois  Civil  Service  employees. 

His  biography  exemplifies  the  recognized  need  for 
college  health  service  and  the  means  by  which  such  needs 
were  met.  His  interest  in  students  was  noteworthy. 
Through  the  years  many  undergraduates  came  to  him 
with  their  personal  problems  and  he  inspired  all  of  them 
to  seek  greater  heights  of  accomplishment. 

He  began  his  service  to  student  health  in  the  Uni- 
versity of  Illinois  single  handed  and  in  the  space  of 
twenty-five  years  the  staff  grew  to  include  nine  men  and 
four  women  physicians.  Dr.  Beard’s  interests  were  not 
limited  to  the  university,  however,  for  in  1938  he  was 
honored  by  the  Champaign-Urbana  Community  for  his 
"intelligent  advice  and  assistance  in  the  establishment  of 
the  Champaign-Urbana  public  health  district.” 

He  was  a fellow  of  the  American  Medical  Associa- 
tion, a member  of  the  American  Public  Health  Associa- 
tion and  Delta  Chi  Fraternity. 

His  biography  serves  to  remind  us  of  the  generation 
of  pioneers  who  foresaw  the  need  for  Student  Health 
Service  and  labored  to  fulfill  the  need. 

E.  B.  Erskine,  M.D. 

President,  Illinois  Branch 
American  College  Health  Association 
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Editorials 


POOR  MEDICAL  CARE,  A MAJOR 
HOSPITAL  PROBLEM 

All  who  seek  hospital  service  are  intent  upon  good 
medical  care,  and  the  first  obligation  of  every  hospital 
is  to  give  it.  This  must  be  its  declared  or  implied  ob- 
jective, for  anything  less  would  create  a serious  lack  of 
confidence  and  patronage  by  the  people  of  most  any 
American  community.  However,  something  much  less 
is  given  by  many  hospitals  in  this  and  other  states  and 
regions. 

Poor  medical  care  is  what  is  wrong  with  these  institu- 
tions and  it  is  due,  for  the  most  part,  to  failure  of  phy- 
sicians to  limit  their  activities  to  what  they  can  do  well 
and  to  failure  of  hospital  and  other  officials  to  see  that 
they  do  it. 

Basic  principles  of  good  medical  care  have  been  estab- 
lished for  years  by  such  organizations  as  the  American 
College  of  Surgeons.  Their  Hospital  Standardization 
program  meets  with  universal  approval  but  not  with 
universal  observance  and  that  is  where  the  fault  lies. 
Their  most  recent  annual  report  continues  to  emphasize 
the  necessity  of  limiting  staff  physicians  to  what  they 
can  do  well.  It  is  alert  to  the  urge  possessed  by  many 
practitioners  to  engage  in  diagnostic  and  therapeutic 
procedures  beyond  their  capabilities.  It  is  well  known 
that  this  is  a deeply  rooted  evil  which  emphatically  is  not 
a trivial  violation  of  the  patients’  right  to  good  care. 
It  is  found  in  hospitals  of  all  kinds  so  far  as  size,  loca- 
tion, and  rating  are  concerned. 

The  College  Department  of  Hospital  Standardization 
has  given  wide  publicity  to  their  program  which,  among 
other  things,  aims  at  preventing  physicians  from  doing 
things  which  they  cannot  do  efficiently.  The  need  for 
competent  medical  supervision  has  been  emphasized  re- 
peatedly here. 

In  view  of  the  fact  that  so  much  has  been  said  and 
publicized  on  this  subject  there  can  be  no  excuse  for  any 
person  being  ignorant  of  it  who  presumes  to  know  any- 
thing about  hospitals;  certainly  hospital  officials  cannot 
plead  ignorance  convincingly. 

One  may  well  wonder  then  why  so  much  remains  to 
be  done  to  eliminate  poor  medical  care  or  why  official 
indifference  to  it  remains  so  persistent.  No  doubt  an 
unbelievable  degree  of  callousness  to  it  has  developed 
through  long  years  of  exposure  to  it  by  the  rank  and  file 
of  our  population  including  hospital  officials.  This  ap- 
pears to  be  the  most  logical  explanation.  We  know  that 
It  IS  true  with  other  serious  evils  which  have  been  toler- 
ated with  little  or  no  concern. 

It  is  noteworthy  that  seldom  if  ever  is  poor  medical 
care  discussed  by  hospital  officials.  We  hear  them  talk 
a lot  about  almost  everything  else  except  the  best  care 
their  institutions  can  give  their  patients,  care  which 
should  always  be  their  primary  consideration.  Silence  in 


this  instance  is  ominous  and  indicative  of  little  or  no 
interest.  This,  of  course,  means  no  action,  no  correction 
of  what  needs  to  be  corrected  so  badly. 

Well  trained  and  reliable  staff  members  are  necessary 
for  good  work  in  any  institution,  and  they  cannot  be 
obtained  at  random.  They  must  be  selected  and  even 
then  there  must  be  organization  and  supervision  of  their 
work  so  that  each  one  works  at  what  he  is  capable  of 
doing  and  gives  a good  account  of  himself. 

Our  school  boards,  for  instance,  know  that  not  every 
applicant  for  a teaching  position  with  a college  degree 
and  a license  to  teach  is  desirable;  they  know,  too,  that 
teachers  must,  for  their  pupils’  welfare,  restrict  their 
activities  to  subjects  in  which  they  have  satisfactory  abil- 
ity. No  teacher,  regardless  of  his  training,  is  permitted 
to  teach  any  subject  in  the  curriculum;  and  all  must 
teach  under  supervision. 

But  our  hospital  boards  quite  regularly  make  no  selec- 
tion of  applicants  for  staff  membership;  they  take  any 
one  who  has  an  M.D.  degree  and  a license  to  practice 
and  make  no  provision  whatsoever  for  the  supervision  of 
his  activities.  They  restrict  no  one  to  what  his  knowl- 
edge and  training  entitle  him  to  do;  everyone  is  free 
to  wander  into  any  special  field  of  practice  he  cares  to 
without  adequate  or  anv  training.  The  direct  result  of 
this  Idissez-fdirc  attitude  and  action  of  hospital  boards 
is  the  poor  medical  care  and  low  standards  of  practice 
which  are  so  prevalent. 

It  could  not  be  otherwise  when  blundering  work  meets 
no  protest  and  is  tolerated  with  as  much  deference  shown 
the  offender  as  is  given  to  those  who  place  their  patients’ 
welfare  first.  Even  fatal  mistakes  may  pass  unnoticed 
in  official  hospital  circles  although  they  are  proved  at 
autopsy  to  be  inexcusable  and  repeatedly  committed  by 
the  same  physicians.  These  institutions  which  place  all 
their  facilities  in  the  hands  of  any  staff  physician  who 
wants  to  use  them  must  be  aware  of  the  fact  that  they 
will  not  always  be  used  competently  and  to  the  patients 
benefit. 

In  this  age  of  specialization  and  highly  complicated 
technical  procedures  aided  by  special  equipment  which 
can  be  used  satisfactorily  only  by  exceptionally  well 
trained  hands  there  can  be  no  excuse  for  permitting  any- 
one to  do  anything  he  desires  in  any  special  field  of 
practice.  And  yet,  not  only  is  this  tolerated,  but  it  is 
actually  encouraged  by  some  of  our  largest  and  best 
known  institutions  which  have  been  on  the  approved 
list  of  hospitals  for  years. 

Although  they  are  pledged  to  provide  diagnostic  and 
therapeutic  laboratory  facilities  under  competent  medical 
supervision  they  do  just  the  opposite  in  these  key  spe- 
cialties. They  hire  the  part-time  services  of  one  or  two 
of  the  members  of  their  unselected  staffs  to  act  as 
trained  and  competent  clinical  pathologists  and  x-ray 
specialists  atlhough  they  have  had  no  formal  training 
in  these  specialties. 
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They  also  compel  all  their  patients  who  have  labora- 
tory work  done  to  submit  to  the  gross  incompetence  of 
these  novices.  Now  everyone  knows  that  poor  and  un- 
reliable laboratory  work  is  worse  than  none  at  all  but 
these  delinquent  hospitals  provide  only  this  kind  and 
realize  a handsome  financial  profit  from  it. 

There  can  be  no  question  about  who  is  primarily  re- 
sponsible for  this  particularly  bad  type  of  poor  medical 
care  but  still  the  hospital  retains  its  "fully  approved” 
rating;  strange  as  it  may  seem,  this  means  that  the  rep- 
resentative of  the  College  who  has  surveyed  it  finds  that 
the  delinquent  hospital  has  met  all  the  requirements  of 
the  standardization  program  and  is  carrying  them  out 
in  an  acceptable  manner. 

Satisfactory  improvement  will  not  be  realized  until 
officials  in  hospital  service  have  more  respect  for  the  rules 
they  make  and  hospital  boards  desire  better  things.  Then 
they  must  delegate  authority  to  their  medical  staffs  to 
supervise  and  regulate  properly  the  professional  work  of 
the  individual  members.  Until  this  is  done  there  will  be 
no  improvement  and  medical  staffs  cannot  be  blamed 
for  it.  Angus  L.  Cameron,  M.D., 

Minot,  North  Dakota 

THE  DOCTORS  SPEAK 

Last  week  every  Minnesota  newspaper,  in  common 
with  every  weekly  newspaper  in  America,  carried  the  first 
of  a series  of  ads  signed  by  the  American  Medical  asso- 
ciation opposing  "compulsory  health  insurance.”  Many 
editors  commented  on  the  message  and  most,  but  not  all, 
underscored  AMA’s  message. 

Our  system  of  medicine  could  be  improved,  says  E.  R. 
Umpleby  of  the  Greenbush  Tribune,  "but  we  are  mak- 
ing progress  and  not  under  bureaucratic  domination.  The 
less  the  federal  government  dabbles  in  our  personal  af- 
fairs the  better  off  we  will  be.”  John  E.  Casey  of  the 
Jordan  Independent  defends  the  doctor’s  right  to  speak 
out  through  an  ad  in  his  newspaper  on  the  subject  of 
medical  service  at  the  public  expense. 

James  L.  Markham  of  the  Hennepin  County  Review 
at  Hopkins  is  among  the  few  editors  to  attack  spending 
the  20  million  dollars  he  says  the  AMA  plans  to  spend 
on  newspaper  ads  to  fight  President  Truman’s  "national 
health  insurance  agency”  as  a "tragic  waste.”  This 
agency  the  AMA  calls  "socialized  medicine”  but  Mark- 
ham wonders  why  they  are  not  equally  alarmed  by  "the 
health  protection,  the  hospitalization  facilities  and  the 
treatment  given  tens  of  thousands  of  veterans  and  their 
families”  at  government  cost.  Instead  of  fear  doctors 
participate  in  this  "enthusiastically.” 

Markham  thinks  the  doctors  "are  being  taken  for  a 
ride”  by  a press  agent.  "We  say  they  are  making  easy 
marks  of  them  because  national  health  insurance  is  com- 
ing, just  as  certainly  as  the  day  after  tomorrow,  in  good 
time.  It  is  in  the  historical  and  economic  cards  and  not 
all  the  slush  funds  of  the  Whitakers  and  Baxters,  nor 
all  the  printers  ink  in  the  U.S.A.  can  stop  it,”  Markham 
concludes. 

Jim  Vance  of  the  Worthington  Globe  says  his  paper 
is  glad  to  run  the  AMA  ad.  In  his  opinion  "the  Ameri- 
can public  at  the  present  time  is  about  as  indifferent  as 


could  be  toward  any  plan  that  would  bring  the  whole 
medical  profession  under  the  control  of  government.” 
He’s  had  his  experience  as  a veteran  with  government 
medicine  and  doesn’t  like  it. 

— Minneapolis  Tribune,  October  19,  19W 


Notices 


A special  cerebral  palsy  teaching  clinic  will  be  held  at 
Fargo,  North  Dakota  on  November  20  and  21,  under 
the  joint  sponsorship  of  the  North  Dakota  State  Medi- 
cal Association,  the  Public  Health  Department,  the 
North  Dakota  Society  of  Crippled  Children  and  Adults, 
and  the  Crippled  Children’s  Services  of  the  Department 
of  Public  Welfare.  All  referrals  should  be  sent  to  Dr.  D. 
T.  Lindsay,  medical  director  of  the  Crippled  Children’s 
Services,  Bismarck. 

A course  on  poliotrtyelitis  will  be  presented  at  the  Uni- 
versity of  Minnesota  Center  for  Continuation  Study  on 
November  9 to  11,  1950  with  the  sponsorship  of  the 
Elizabeth  Kenny  Institute.  The  course  is  intended  for 
general  practitioners  and  for  such  specialists  as  pedia- 
tricians, physiatrists,  orthopedic  surgeons,  and  neurolo- 
gists. 

A course  in  child  psychiatry  will  be  held  at  the  Con- 
tinuation Center  on  November  27  to  December  1,  1950. 
Lecturers  and  group  discussions  leaders  are  Dr.  Ralph  D. 
Rabinovitch,  chief  of  Children’s  Service  at  the  Neuro- 
psychiatric Institute,  LJniversity  of  Michigan,  and  Dr. 
John  H.  Waterman,  director  of  the  James  Whitcomb 
Riley  Guidance  Clinic  Indiana  University  Medical 
Center. 

A course  in  clinical  chemistry  for  internists,  pedia- 
tricians, and  general  physicians  will  be  held  on  Decem- 
ber 7-9,  1950,  with  Dr.  John  T.  Merrill  of  Boston, 
Massachusetts. 

A course  in  geriatrics  for  internists  and  general  physi- 
cians will  be  held  on  January  4-6.  Visiting  physicians 
include  Dr.  E.  V.  Cowdry,  St.  Louis,  Missouri;  Dr.  Wil- 
liam Dock,  Brooklyn,  New  York;  Dr.  Nathan  Shock, 
Bethesda,  Maryland;  Dr.  E.  J.  Stieglitz,  Washington, 
D.  C.,  and  Dr.  E.  L.  Tuohy,  Duluth,  Minnesota. 

A continuation  course  in  obstetrics  intended  for  gen- 
eral physicians  will  be  presented  on  December  15  and  16. 
Visiting  faculty  members  will  include:  Dr.  Emil  G. 
Holmstrom,  University  of  Utah  Medical  School;  Dr. 
Curtis  J.  Lund,  Louisiana  State  University  Medical 
School,  and  Dr.  Charles  E.  McLennan,  Stanford  Uni- 
versity Medical  School. 

The  United  States  Civil  Service  Commission  an- 
nounces that  the  closing  date  for  the  acceptance  of  the 
following  examinations  has  been  extended  as  follows: 

For  Medical  Officer  (Rotating  Intern),  applications 
will  be  accepted  until  December  29,  1950. 

By  a previous  amendment,  the  closing  date  for  Medi- 
cal Officer  (Psychiatric  Resident,  Surgical  Resident, 
and  General  Practice  Resident)  was  extended  until 
further  notice. 
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News  Briefs 


North  Dakota 

Bismarck  will  play  host  to  two  state  medical  conven- 
tions in  1951. 

The  announcement  of  the  first  of  these  meetings,  that 
of  the  North  Dakota  State  Medical  Society,  to  he  held 
May  19  to  22,  was  made  at  the  regular  meeting  of  the 
Sixth  District  Medical  Society  at  Bismarck  on  October  6. 
The  following  committees  to  make  arrangements  for  the 
convention  were  appointed  by  Dr.  Charles  A.  Areneson, 
president  of  the  Sixth  District: 

General  arrangements — Dr.  H.  M.  Berg,  chairman; 
Drs.  Carl  Baumgartner,  R.  O.  Saxvik,  John  Cartwright, 
Robert  Radi,  M.  M.  Heffron,  and  Leonard  Fredericks. 

Entertainment  — Dr.  Baumgartner,  chairman;  Drs. 
Myron  Goughnour,  G.  R.  Lipp,  R.  W.  Henderson, 
W.  H.  Bodenstab,  E.  D.  Perrin  and  P.  L.  Owens. 

Hotels — Dr.  Saxvik,  chairman;  Dr.  R.  R.  Kling. 

Registration — Dr.  Cartwright,  chairman;  Drs.  John  R. 
Williams  and  E.  H.  Boerth. 

Reception — Dr.  Radi,  chairman;  Drs.  W.  B.  Pierce, 
W.  L.  Diven  and  T.  W.  Buckingham. 

Transportation — Dr.  Heffron,  chairman;  Drs.  Icenogle 
and  J.  C.  McEwen. 

The  committee  in  charge  of  arranging  the  scientific 
program  is  composed  of  Drs.  A.  K.  Johnson,  Williston; 
J.  W.  Jansonius,  Jamestown;  V.  G.  Borland,  Fargo; 
R.  B.  Woodhull,  Minot;  A.  E.  Haunz,  Grand  Forks, 
and  C.  H.  Peters,  Bismarck.  This  committee  was  ap- 
pointed by  Dr.  Lar.son,  who  is  president  of  the  state 
society. 

The  next  annual  regional  meeting  of  the  American 
College  of  Physicians  will  also  take  place  in  Bismarck. 
More  than  30  fellows  and  associates  attended  the  fourth 
annual  meeting  in  Minot  the  first  weekend  in  Septem- 
ber, when  the  Bismarck  meeting  was  planned.  Presiding 
was  Dr.  Robert  Radi,  Bismarck,  governor  of  the  asso- 
ciation for  North  Dakota. 

* * 

Dr.  Willard  A.  Wright  of  Williston  has  been 
named  as  a member  of  the  American  Medical  Associa- 
tion’s committee  on  rural  health.  He  replaces  Dr.  L.  W. 
[.arson  of  Bismarck,  who  was  elected  to  the  board  of 

trustees  of  the  A.M.A.  last  June. 

H:  =1= 

Dr.  Joseph  Sorkness  of  Jamestown  has  been  elected 
a trustee  of  Jamestown  College.  A second  vice  president 
of  the  North  Dakota  State  Medical  Association,  Dr. 
Sorkness  is  a member  of  the  North  Dakota  state  board 
of  medical  examiners  and  the  founder  of  the  Def^uy- 
Sorkness  clinic  at  Jamestown. 

^ 

Dr.  C.  C.  Smith  of  Mandan  was  recently  appointed 
district  health  officer  of  the  Custer  District  Health  Unit 
Board  of  Health.  Ffe  will  have  the  general  supervision 
of  the  sanitary  and  public  health  nursing  programs  re- 
cently begun  in  the  four-county  area  of  Mercer,  Morton, 
Grant  and  Sioux  counties. 


Dr.  W.  H.  WiTHERSTiNE,  chief  of  staff  of  St.  Mi- 
chael’s hospital  in  Grand  Forks,  was  appointed  chairman 
of  the  doctor’s  division  of  the  St.  Michael’s  hospital 
building  fund  drive.  Dr.  Witherstine  broke  the  ground 
for  the  new  hospital  at  ceremonies  October  1 on  the  site 
near  the  University  of  North  Dakota  campus. 

^ 

Dr.  Otto  Christian  Gaebe,  who  has  served  the 
people  of  his  community  for  the  past  forty  years,  was 
honored  at  an  Appreciation  Day  program  at  New  Salem 
on  Thursday,  October  5.  Ground  was  broken  for  a new 
modern  playground  to  be  named  the  "Dr.  O.  C.  Gaebe 
Athletic  Field.” 

Dr.  F.  F.  Griebenow  and  Dr.  George  M.  Constans 
were  honor  guests  at  a luncheon  of  the  trustees  of  Bis- 
marck hospital  on  September  19.  Dr.  Griebenow,  a skin 
specialist,  has  been  a member  of  the  hospital  staff  for  the 
past  40  years,  and  Dr.  Constans  has  headed  the  EENT 
division  since  1927. 

New  locations  and  appointments  . . . 

Dr.  Burrell  Waydeman,  formerly  of  Anamoose, 
will  he  associated  in  practice  with  Dr.  L.  J.  Seibel  at 
Harvey. 

* * 

Dr.  W.  S.  Pollard  of  Maddock  has  been  appointed 
county  health  officer  to  complete  the  term  of  the  late 
Dr.  J.  G.  Vigeland. 

* =1= 

Dr.  a.  K.  Lewis,  a graduate  of  the  University  of 
Illinois  medical  school  and  formerly  with  the  Dakota 
Clinic  in  Fargo,  has  opened  an  office  in  Li.sbon. 

* * 

Dr.  James  Bougas,  Bismarck,  a 1948  graduate  of 
Harvard  University  medical  school,  has  assumed  duties 
as  assistant  resident  at  the  Presbyterian  hospital  in  New 
York  City.  * x=  * 

Dr.  John  C.  Fawcett  of  the  Lake  Region  Clinic, 
has  accepted  the  position  of  district  health  officer  of  the 
newly  formed  Lake  Region  Health  Unit.  Dr.  Fawcett 
was  appointed  by  the  district  board  of  health  for  a five 
year  term. 

Minnesota 

Dr.  John  J.  Bittner,  director  of  cancer  biology  at 
the  University  of  Minnesota  and  George  Chase  Chris- 
tion  professor  of  cancer  research,  was  given  the  second 
annual  Minne.sota  award  of  the  American  Cancer  Society 
at  the  September  22  meeting  of  the  Minne.sota  division 
of  the  society  which  was  held  at  the  Coffman  Memorial 
Union  on  the  Lhiiversity  of  Minnesota  campus. 

* % 

Three  outstanding  retired  professors  of  the  University 
of  Minnesota  medical  school  were  honored  with  a special 
conference  on  hypertension  held  at  the  LJniversity  of 
Minnesota  opening  on  September  18.  These  three  were 
Dr.  E.  T.  Bell,  former  head  of  the  LDepartment  of  Pa- 
thology, Dr.  George  E.  Fahr,  university  teacher  and 
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medical  chief  of  the  Minneapolis  General  hospital, 
and  Dr.  Benjamin  J.  Clawson,  also  of  the  pathology 
department. 

jji  :}< 

Over  120  doctors  and  other  professional  people  at- 
tended the  first  of  eight  weekly  University  of  Minnesota 
medical  seminars  for  the  Range  area,  held  at  Virginia 
on  September  21.  Virginia  is  one  of  six  state  areas  which 
will  hold  seminars  during  the  1950-51  season. 

* * + 

Dr.  Charles  W.  Mayo  of  the  Mayo  Clinic  was  the 
speaker  at  a scientific  m.eeting  of  the  St.  Paul  Surgical 
society  on  September  13.  Dr.  John  Culligan  is  president 
of  the  society.  Dr.  Victor  Hauser,  vice  president,  and 
Dr.  William  F.  Hartfiel,  secretary-treasurer. 

^ 

Dr.  Viktor  O.  Wilson  of  Rochester  is  the  new  presi- 
dent of  the  Minnesota  Public  Health  association.  Other 
new  officers  are  Dr.  George  A.  Miners,  Bemidji,  first 
vice-president;  Dr.  Carl  Kassel,  St.  Paul,  second  vice- 
president;  Dr.  C.  G.  Sheppard,  Hutchinson,  treasurer; 
and  Dr.  Dean  Fleming,  state  health  department,  execu- 
tive secretary.  Dr.  Clare  Gates,  Minneapolis,  was  elected 
to  the  board  of  trustees. 

* * * 

Dr.  D.  L.  Sogge,  a pioneer  physician  of  Windom,  was 
recently  elected  president  of  the  Windom  hospital  staff. 

^ 

Dr.  Wesley  W.  Spink,  Minneapolis,  a member  of 
the  United  States  Committee  on  Brucellosis,  is  chairman 
of  the  organization  committee  for  the  Third  Inter- Ameri- 
can Congress  on  Brucellosis  which  will  be  held  in  Wash- 
ington, D.  C.,  on  November  6 to  10. 

The  following  doctors  trained  in  the  Division  of 
[Dermatology  at  the  University  of  Minnesota  passed  re- 
cent examinations  of  the  American  Board  of  Dermatol- 
ogy and  Syphilogy:  Stanley  Huff,  Melvin  Grais,  Robert 
W.  Goltz,  William  Macauley,  and  Harold  Hurst.  Dr. 
Henry  E.  Michelson,  of  Minneapolis,  is  president  of 
the  board. 

* * * 

IDr.  Kenneth  Puresh,  of  Baxter,  Iowa,  and  a grad- 
uate of  the  University  of  Iowa  medical  school,  has  joined 
Dr.  John  V.  Carlson  in  practice  at  Westbrook. 


South  Dakota 

Dr.  G.  j.  Van  Heuvelin,  Pierre,  who  is  health  and 
welfare  chairman  in  the  South  Dakota  civil  defense  pro- 
gram, spoke  on  atomic  bomb  defenses  at  a meeting  of 
the  Huron  District  Medical  Society  at  Huron  on  Sep- 
tember 28. 

* 

The  staff  of  the  John  Burns  Memorial  hospital  at 
Belle  Fourche  recently  honored  Dr.  J.  L.  Chassell  on  the 
occasion  of  his  79th  birtliday.  Dr.  Chassell,  who  has  prac- 
tised throughout  his  lifetime  m the  Belle  Fourche  area, 
was  recently  cast  in  the  unique  role  of  "contributing 
patient.”  While  hospitalized  him.self  for  a period  of  sev- 
eral months  he  was  able  to  continue  to  read  x-rays  for 
other  patients  undergoing  examination  at  the  hospital. 


Deaths 


Dr.  Percy  D.  Peabody,  pioneer  doctor  and  founder 
in  1913  of  the  Peabody  Hospital  named  for  his  father. 
Dr.  H.  A.  Peabody,  died  September  6 at  Webster, 
South  Dakota.  He  had  been  a physician  and  surgeon  in 
the  Webster  community  for  nearly  50  years  and  was  a 
past  president  of  the  South  Dakota  Medical  Society. 

Dr.  C.  L.  Wendt,  77-year-old  pioneer  South  Dakota 
physician,  died  September  11,  1950,  in  Canton,  South 
Dakota.  A graduate  of  the  Rush  Medical  school  in  Chi- 
cago, Dr.  Wendt  had  practiced  medicine  in  the  Canton 
community  for  nearly  55  years. 

Dr.  T.  D.  Jones,  of  Aberdeen,  South  Dakota,  died 
September  16  after  a brief  illness.  A graduate  of  Rush 
Medical  school  in  1916,  Dr.  Jones  practiced  for  many 
years  at  Bowdle  and  later  at  Chamberlain  before  moving 
to  Aberdeen. 

Dr.  I.  G.  Davis  died  September  29  after  31  years 
of  practice  in  Rushford,  Minnesota.  Dr.  Davis  was  a 
graduate  of  Rush  Medical  school  and  served  in  the 
armed  forces  before  coming  to  Rushford. 

Dr.  Alexander  G.  Dumas,  Minneapolis,  died  Octo- 
ber 2 at  the  University  of  Minnesota  Hospitals.  Dr. 
Dumas  was  clinical  professor  of  psychiatry  at  the  Uni- 
versity of  Minnesota  medical  school  and  former  chairman 
of  Governor  Youngdahl’s  Mental  Health  Committee. 
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''Although  E.C  no  (CAFERGONE)  was  developed  primarily  for  the 
relief  of  the  migraine  attack,  it  is  uniformly  effective  and  has  a much 
wider  range  of  usefulness  in  the  relief  of  headache  of  all  other  types, 
especially  typical  ayid  atypical  histaminic  cephalgia.”  (Hanself^^ 


For  The  First  Time  In  Almost  Two  Thousand 
Years,  clinical  trials  of  an  oral  preparation  indicate 
that  migraine  and  other  vascular  headaches  can  be 
aborted  in  85-90%  of  cases. 

Although  the  cause  of  migraine  is  still  unknown,  the 
mechanism  productive  of  head  pain  has  been  deter- 
mined.''" Today,  it  has  been  observed  that  the  head 
pain  in  classical  migraine  and  related  disorders  is  pro- 
duced through  abnormal  behavior  of  the  cranial  vas- 
cular system.  The  affected  arteries,  principally  branches 
of  the  external  carotids,  become  constricted  in  the  early 
stage  of  the  attack.  Such  vasoconstriction  results  in  pre- 
headache warning  signs  such  as  visual  and  other  sen- 
sory disturbances.  Later  in  the  attack,  these  arteries 
become  relaxed  and  dilated.  At  this  point,  agonizing 
headache  begins.  Exaggerated  pulsations  and  thicken- 
ing of  the  affected  arterial  walls  cause  stretching  of  and 


STAGE  I 
VASOCON- 
STRICTION 

STAGE  2 

VASODILATATION 

© 

STAGE  3 
EDEMA 

BEST  RESULTS  WITH  TREATMENT 
IN  STAGE  1 OR  EARLY  STAGE  2 

pressure  upon  adjacent  pain-sensitive  structures.  Head- 
aches of  this  type  may  last  for  a few  minutes  only  or 
they  may  last  for  days.  Seizures  are  usually  terminated 
by  severe  vomiting. 

As  a result  of  recent  research,  these  headaches  can 
be  aborted  for  the  great  majority  of  sufferers.  Attention 
has  been  centered  on  the  development  of  an  effective 
oral  preparation  to  relieve  vascular  headaches.  Cafer- 
gone.  (100  mg.  caffeine  and  1 mg.  ergotamine  tar- 
trate per  tablet)  is  the  result  of  this  research. 
Ergotamine  tartrate  (Gynergen)  has  long  been  known 
as  a potent  vasoconstrictor.  Caffeine,  when  admin- 
istered orally,  also  acts  as  a vasoconstrictor.”'  Simul- 
taneous administration  of  ergotamine  tartrate  with  caf- 
feine in  Cafergone  tablets  has  the  added  advantage  of 
reducing  the  usual  dose  of  ergotamine  necessary  to 
abort  these  headaches.'^' 


These  measures  will  abort  vascular  headaches 
for  85-90%  of  sufferers;"'  “'  ” 

1.  Give  complete  physical  examination  includ- 
ing ancillary  tests  to  rule  out  other  conditions 
mimicing  migraine. 

2.  Advise  the  patient  to  re-organize  his  activities 
where  possible. 

3.  Improve  the  general  health  of  the  patient. 

4.  Give  2 Cafergone  tablets  at  first  sign  of  im- 
pending attack  and,  if  necessary  additional 
1-tablet  doses  (upto6)  at  half-hour  intervals. 


For  Subsequent  Attacks:  after  the  total  number  of 
tablets  required  for  a patient’s  attack  has  been  deter- 
mined, give  that  total  dose  all  at  once  for  any  subse- 
quent attack  of  equal  severity  suffered  by  that  patient. 
(Occasionally  an  attack  returns  due  to  inadequate  dos- 
age having  been  used;  in  such  case  repeat  the  dose  and 
for  any  later  attack  adjust  dosage  accordingly. ) 


Literature  available  on  request,  for  further  particulars 
on  Dosage  Adjustment  and  other  points: 

Reprints  of  recent  reports. 

Therapeutic  brochures. 

Chart,  "Clinical  Characteristics  of  Vascular 
Headaches." 
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Book  Reviews 


Cranioplasty,  by  David  L.  Reeves,  M.D.  Springfield,  Illinois: 

Charles  C.  Thomas,  1950.  119  pages.  Price,  }!3.00. 

This  complete  and  modern  monograph  on  cranioplasty  begins 
with  a brief  historical  review  of  the  subject.  In  the  succeeding 
chapters  there  is  a scholarly  discussion  of  the  various  substances 
used  in  cranioplasty  work  along  with  the  advantages  and  dis- 
advantages of  each.  Operative  techniques  are  described  con- 
cisely. The  author  gives  his  personal  opinion  and  experiences 
with  the  use  of  these  procedures.  There  are  also  chapters  on 
post-traumatic  convulsive  states  and  an  analysis  of  the  cranio- 
plasty cases  of  the  recent  war. 

The  book  is  well  illustrated  and  clearly  written.  The  reader 
is  left  with  no  uncertainties  concerning  the  values  of  the  various 
materials  and  procedures.  It  should  be  of  great  value  to  any- 
one doing  traumatic  surgery. 

L.  A.  F. 


Supervoltage  Roentgen  Therapy,  by  Franz  Buschke,  M.D., 

Simeon  T.  Cantril,  M.  D.  and  Herbert  M.  Parker,  M.Sc., 

Springfield,  Illinois:  Charles  C.  Thomas  Co,,  1950.  290  pages, 

150  figures,  19  tables.  Price,  ?8.50. 

The  authors  have  compiled  their  experience  at  the  Tumor 
Institute  of  the  Swedish  Hospital  in  Seattle,  Washington  with 
the  use  of  supervoltage  roentgen  therapy  between  1935  and 
19-44.  The  apparatus  utilized  is  the  general  Electric  KXC-2 
which  was  installed  in  1932.  This  apparatus  develops  800  kvp, 
which,  with  the  filtration  used,  produces  a beam  with  a half- 
value-layer  of  3 mm  Pb.  or  9.1  mm.Cu.  Advantages  of  this 
type  of  radiation  appear  to  be  twofold:  (1)  Restriction  of  radia- 
tion to  the  geometric  beam,  and  (2)  Reduction  of  skin  damage. 

The  authors  present  material  including  excellent  discussion 
and  typical  case  histories  concerning  the  utilization  of  super- 
voltage roentgen  therapy.  No  decisive  advantage  of  super- 
voltage over  medium  voltage  roentgen  therapy  was  noted  in 
carcinoma  of  the  larynx,  carcinoma  of  the  breast,  carcinoma  of 
the  cervix  uteri,  or  pituitary  adenoma. 

An  extensive  discussion  concerning  treatment  of  carcinoma  of 
the  thoracic  esophagus  and  bladder  is  given.  The  authors  feel 
that  the  added  increment  of  depth  dose  and  decreased  skin  and 
systemic  reaction  with  supervoltage  therapy  offers  decisive  advan- 
tages in  curability  of  these  tumors. 

Throughout,  a plea  is  made  for  earlier  recognition  of  all  types 
of  tumors.  Although  supervoltage  roentgen  therapy  has  given 
us  another  useful  tool  in  the  treatment  of  cancer,  the  authors 
state  that  "further  progress  in  radiation  therapy  will  come 
rather  from  the  application  of  existing  knowledge  to  all  patients 
who  require  it.”  H.  W.  S. 

Regional  Dermatologic  Diagnosis,  by  Ervin  Epstein,  M.D. 

First  Edition  Philadelphia,  Pennsylvania:  Lea  & Febiger, 

1950.  320  pages,  148  illustrations.  $6.00. 

Dr.  Epstein  has  attained  his  objective  in  producing  a useful 
manual  of  dermatology  for  the  general  practitioner  and  student. 
It  is  a concise  reference  work  for  all  nondermatologists  who 
treat  diseases  of  the  skin. 

Capitalizing  upon  the  tendency  for  most  skin  conditions  to  be 
present  predominately  in  charactei  istic  regions,  the  author  has 
divided  the  book  into  31  chapter  headings  which  indicate  every 
area  of  the  body.  The  entities  in  each  chapter  are  presented 
under  four  sections:  "inflammations";  "granulomas";  "tumors"; 
and  "atrophies".  Furthermore,  at  the  end  of  each  chapter  is  a 
table  listing  the  chief  findings  for  differential  diagnosis,  one 
column  of  which  is  labeled:  "most  important  diagnostic  feature." 

I hree  appendices  outline  briefly  the  "Location  of  Twenty  Com- 
mon Dermatoses”;  "Outline  of  Local  Therajry”;  and  "Cutaneous 
Manifestations  of  Internal  Diseases." 

Ihis  treatise  will  prove  very  workable  and  will  facilitate  the 
proper  management  of  75  per  cent  of  the  skin  cases  seen 

A.  C.  G. 


Communicable  Diseases,  edited  by  Roscoe  L.  Pullen,  A.B., 

M.D.,  F.A.C.P.  1035  pages,  253  figures,  35  illustrations  and 

20  color  plates.  Philadelphia:  Lea  & Febiger,  1950.  $20.00. 

This  is  a very  comprehensive  volume  including  every  disease 
ordinarily  considered  communicable  as  well  as  others  not  ordi- 
narily discussed  in  books  on  communicable  disease.  Emphasis 
is  placed,  where  proper,  on  purely  communicable  aspects  but 
each  subject  is  presented  with  a complete  discussion  of  the  dis- 
ease under  consideration.  Two  good  examples  are  the  subjects 
of  Rheumatic  Fever  and  Brucellosis.  Another  example  of  the 
broad  approach  to  the  subject  is  the  inclusion  in  the  section  on 
"Communicable  Disease  with  Predominant  Skin  Manifesta- 
tions" of  the  subjects  of  Mycetoma  Pedis,  Actinomycosis,  Blasto- 
mycosis, Coccidioidomycosis  and  Histoplasmosis. 

A rather  fascinating  appendix  is  entitled  "Pediatric  Procedures 
Helpful  in  the  Management  of  Communicable  Diseases.”  This 
concise  appendix  includes  so  much  information,  from  dates  of 
dentition  fluid  requirements  of  infants,  artificial  feeding  formu- 
lae, diagnostic  and  therapeutic  procedures  in  infancy  and  child- 
hood, routes  of  administration  of  fluid  and  blood,  treatment  of 
diabetic  acidosis,  suggested  pediatric  prescriptions,  all  of  great 
practical  importance  to  the  pediatric  specialist  and  to  anyone 
dealing  with  children. 

The  physical  setup  and  illustrations  are  good  and  the  print- 
ing makes  for  easy  reading.  The  reviewer  liked  the  contents 
index  as  well  as  the  general  index. 

It  is  wholeheartedly  recommended  to  every  physician,  al- 
though it  is  probably  of  greatest  interest  to  the  pediatrician,  to 
the  internist  and  to  the  general  practitioner. 

R.  B.  R. 


Cerebral  Palsy,  by  John  F.  Pohl,  M.D.  St.  Paul,  Minnesota: 

Bruce  Publishing  Co.,  1950,  224  pp.  Price,  $5.00. 

A great  deal  of  information  concerning  a subject  not  too 
clearly  understood  by  most  practitioners  is  included  in  Dr. 
Pohl's  new  book  on  cerebral  palsy.  The  book  is  a product  of 
the  author’s  study  of  512  patients  with  this  disorder  seen  in  a 
12-year  period  at  the  Michael  Dowling  School  for  Crippled 
Children  in  Minneapolis,  Minnesota. 

The  first  portion  of  the  volume  is  devoted  to  a discussion 
regarding  the  characteristics  and  types  of  cerebral  palsy.  Com- 
plete statistics  are  included  from  a study  of  144  children  born 
with  this  disease  in  a 12-year  period  in  Minneapolis.  A general 
discussion  of  the  treatment  of  cerebral  palsy  follows.  Detailed 
descriptions  are  given  on  the  methods  used  to  secure  muscular 
relaxation,  teach  voluntary  muscular  control  and  build  develop- 
mental patterns.  An  excellent  chapter  on  speech  training  con- 
cludes the  book. 

The  book  will  be  of  particular  interest  to  those  specially 
trained  to  work  with  cerebral  palsied  children.  However,  for 
the  general  practitioner  who  is  interested  in  this  problem,  it 
provides  an  easily  assimilated,  concise  perspective  of  this  disorder. 

G.  M.  H. 


Clinical  Uses  of  Intravenous  Procaine,  by  David  J.  Grau- 
BARD,  M.D.  and  Milton  C.  Peterson,  M.D.  Springfield, 
Illinois:  Charles  C.  Thomas,  1950.  Price,  $2.25. 

This  monograph  is  well  written  and  covers  the  fields  in  which 
intravenous  procaine  has  been  used  very  completely.  It  is  evi- 
dent that  the  judicious  use  of  procaine  is  useful  for  many  situa- 
tions such  as  pain  associated  with  changing  of  dressings  and 
burns,  pruritis,  serum  sickness,  painful  traumatic  and  inflamma- 
tory conditions,  and  acute  arrhythmias  both  in  the  medical  and 
surgical  patient.  The  authors  have  also  been  careful  to  indicate 
the  limitations  and  dangers  associated  with  the  uses  of  intra- 
venous procaine.  Tliis  monograph  can  be  recommended  highly 
and  will  find  a useful  place  in  the  library  of  anesthetists  and 
internists  as  well  as  that  of  surgeons. 
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peak  perlormance  in  non-norntic 
COUGH  CONTROL  with 


ROBITUSSIN 


ROBIHS' 


DOSAGE.  Adults:  1 to  2 teaspoonfuLs,  repeated  every  2 to  3 hours  as  necessary. 
Children:  to  1 teaspoonful  according  to  age,  3 or  more  times  daily. 


SUPPLIED:  pints  and  gallons. 
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to  facilitate  productive  cough  . . . 

to  minimize  harmful  cough 


FORMULA:  Each  5 cc.  (1  teaspoonful)  of  Robitussin  contains: 

Glyceryl  guaiacolate  

Desoxyephedrine  hydrochloride 

In  a palatable  aromatic  syrup 


100  mg. 
1 mg. 


A.  H.  ROBINS  COMPANY,  INC. 
Richmond  20,  Virginia 

Ethical  Pharmaceuticals  of  Merit  since  1878 


In  Robitussin,  Robins  now  makes  available  a potent  new  and  different 
therapeutic  weapon  for  the  relief  of  cough.  Its  major  component  is 
glyceryl  guaiacolate,  shown  by  recent  dependable  investigative  tech- 
niques to  be  unexcelled  for  its  intense  and  prolonged  action  in  increas- 
ing R.T.F.  (respiratory  tract  fluid Also  included  in  the  Robitussin 
formulation  is  desoxyephedrine— an  adrenergic  agent  to  prevent  bron- 
chial spasm®— which  lifts  mood  and  improves  patient’s  sense  of  well- 
being.“  Robitussin’s  highly  palatable  aromatic  syrup  vehicle  appeals 
to  young  and  old  alike.  Robitussin  makes  expectoration  easier  and  freer 
and  diminishes  dry,  irritating  cough.  It  is  non-toxic,  non-narcotic. 


USES:  Acute  colds  of  head  and  chest,  bronchitis,  laryngitis,  tracheitis,  pharyn- 
gitis, pertussis,  influenza  and  measles.  Helpful  as  a palliative  of  harmful 
cough  in  tuberculosis,  asthma  and  paranasal  sinusitis. 
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A 

Complete  Stock 
of 

SURGICAL 

and 

HOSPITAL  SUPPLIES 
of 
All 
the 

Leading  Manufacturers 
is 

Located 

as 

Near 

as 

Your 

Phone 

O 

Patterson  Surgical 
Supply  Company 

103  E.  5th  Street 
ST.  PAUL  1.  MINNESOTA 
Cedar  1781-82-83 


Meet  Our  Contributors 


Angus  L.  Cameron  (Rush  Medical  school),  is  a specialist  in 
surgery  at  the  Northwest  Clinic,  serves  on  the  staffs  of  Trinity 
Hospital  and  Veterans  Hospital  in  Minot.  He  is  a member  of 
the  Western  Surgical  Association,  the  American  Association  for 
the  Surgery  of  Trauma,  American  College  of  Surgeons,  Ameri- 
can Association  of  Anatomists,  Minneapolis  Surgical  Society. 

■k 

George  Alfred  Dodds  (University  of  Oregon),  specializes 
m thoracic  and  abdominal  surgery  at  the  Fargo  Clinic,  is  chief 
of  staff  at  St.  Luke’s  Hospital,  and  consultant  at  the  Veterans 
Hospital  in  Fargo.  He  is  a fellow  of  the  American  College  of 
Surgeons  and  a diplomate  of  the  American  Board  of  Surgery. 

★ 
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Retraining  Patients  with  Brain  Damage* 

Joe  R.  Brown,  M.D.f 
Rochester,  Minnesota 


History  has  long  demonstrated  that  the  nervous  sys- 
tem, particularly  the  brain,  plays  a considerable 
role  in  human  adaptation — an  observation  which  assumes 
greater  importance  when  applied  to  the  adaptations  of 
a disabled  person.  It  is  in  order,  therefore,  to  inquire 
how  dissolution  of  brain  function  will  enforce  certain 
modifications  in  the  rehabilitation  program  of  a patient 
with  an  injured  brain. 

Theoretical  aspects  of  the  effects  of  brain  damage 
which  are  amply  documented  in  the  literature  will  be 
outlined  briefly  as  a background.  The  practical  applica- 
tion of  these  principles,  however,  is  based  upon  clinical 
observations  and  interpretations.  The  supporting  evi- 
dence of  illustrative  cases  is  chiefly  anecdotal  and  as  such 
cannot  be  considered  as  proof.  They  are  mentioned 
briefly  and  without  documentation,  merely  to  highlight 
the  practical  application  of  the  principles  involved.  In 
any  disabled  individual  there  is  the  interplay  of  many 
factors  in  the  final  adaptation  of  the  patient.^  In  this 
paper  many  personal,  social  and  economic  factors  are 
intentionally  disregarded  in  order  to  bring  into  sharper 
focus  the  effects  of  organic  damage  to  the  brain. 

About  80  years  ago  Hughlings  Jackson’  recorded  the 
essential  psychologic  and  neurologic  phenomena  asso- 
ciated with  injury  to  the  brain.  These  observations  were 
reinforced  by  the  study  of  soldiers  with  head  injuries  in 

*Read  at  the  meeting  of  the  American  Medical  Association, 
San  Francisco,  California,  June  26  to  30,  1950. 

tDepartment  of  Neurology  and  Psychiatry,  Mayo  Clinic, 
Rochester,  Minnesota. 


World  War  I.  Following  this  there  have  been  increasing 
contributions  to  this  subject  in  the  study  of  aphasic  pa- 
tients, spastic  children,  civilian  and  World  War  II  head 
injury  patients,  and  persons  who  had  undergone  pre- 
frontal lobotomy.  For  the  detailed  observations  recorded 
and  for  additional  bibliography  the  following  key  ref- 
erences are  suggested:  Jackson,”  Goldstein,^-'*  Strauss 

and  Lehtinen,‘^  Halstead,'*  and  Mettler." 

Jackson”  pointed  out  that  destruction  of  brain  tissue 
can  produce  directly  only  loss  of  function.  All  symp- 
toms other  than  the  negative  ones  of  loss  of  function 
must  result  from  the  activity  of  remaining  viable,  func- 
tioning nerve  tissue.  These  symptoms,  the  positive  ones, 
are  in  part  an  expression  of  the  release  of  "lower  centers” 
from  the  control  of  "higher  centers.”  For  example,  the 
spasticity,  hyperactive  tendon  reflexes,  and  positive  Ba- 
binski  reflex  in  a case  of  hemiplegia  represent  a partial 
release  of  spinal  reflexes  from  cortical  control.  In  a 
broader  and  more  inclusive  sense,  some  of  the  positive 
symptoms  must  be  considered  as  an  attempt  by  the  total 
individual  to  establish  a satisfactory  new  adjustment 
within  his  limited  abilities.  Thus  certain  postures  and 
movements  of  the  head  and  eyes  may  be  assumed  to 
compensate  for  visual  field  defects.  Tliis  compensation 
apparently  may  even  include  the  shifting  to  a new  cen- 
tral fixation  point  when  field  defect  splits  macular  vision. 

It  now  appears  clinically  that  the  presence  of  damaged 
but  viable  brain,  by  virtue  of  its  locally  impaired  func- 
tion may  adversely  affect  the  functioning  of  the  "whole 
brain.”  In  selected  cases  such  as  those  with  epileptogenic 
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foci,  the  removal  of  the  damaged,  malfunctioning  area 
has  resulted  in  greatly  improved  total  function.  In  the 
majority  of  instances,  however,  the  symptoms  seen  in 
cases  of  brain  damage  must  be  considered  to  result  from 
a combination  of  the  loss  of  function,  the  release  of  low- 
er mechanisms,  and  an  attempt  at  over-all  compensation 
and  readjustment. 

In  the  presence  of  organic  brain  damage,  psychologic 
functions  undergo  a process  which  Hughlings  Jackson 
named  "dissolution,”  the  opposite  of  evolution.  The 
highest  functions  of  the  nervous  system  are  those  which 
are  ynost  flexible,  most  complex  and  most  voluntary. 
The  person  with  a damaged  nervous  system  has  a rela- 
tive loss  of  these  highest  functions  and  must  resort  to 
the  more  simple,  more  organized,  more  automatic  mech- 
anisms remaining.  This  process  of  dissolution  or  dedif- 
ferentiation can  be  readily  observed  when  the  nervous 
system  is  subjected  to  the  depressing  effect  of  alcohol. 
The  most  complex  conceptual  processes  disappear  first, 
leaving  a level  of  behavior  which  responds  to  the  psychic 
stimuli  of  the  moment.  The  nervous  system  is  shal- 
lower, the  top  is  lower,  there  is  less  of  the  person.  As 
the  depressant  effect  progresses,  consciousness  is  lost  and 
behavior  is  reduced  to  the  level  of  reflex  responses  to 
noxious  external  stimuli.  Such  responses  are  simple, 
stereotyped,  highly  organized  and  automatic.  The  last 
activities  to  be  suppressed  under  these  conditions  are  the 
simplest,  most  organized,  most  automatic  cardiovascular 
and  respiratory  functions.  It  is  apparent  from  the  illus- 
tration used  that  the  process  of  dissolution  or  dedifferen- 
tiation is  a continuum,  but  for  convenience  of  exposition 
It  is  helpful  to  speak  as  if  there  were  actually  different 
states  or  levels  of  neural  function. 

It  is  worthy  of  note  that  the  concept  of  dissolution  ap- 
plies equally  well  to  sensory,  motor,  conceptual,  integra- 
tive and  emotional  faculties.  Actually  these  faculties  are 
markedly  interdependent.  "No  one  ever  touched  any- 
thing without  moving  his  fingers.  No  one  ever  saw  any- 
thing without  moving  his  eyes.”  ~ It  is  equally  true 
that  having  touched  and  seen,  having  moved  fingers 
and  eyes,  we  all  then  interpret  the  experience:  place  it 
in  a category  (abstract) ; integrate  it  into  our  back- 
ground of  experience;  modulate  our  emotional  response 
to  It;  and  make  an  adaptive  response.  These  four  abili- 
ties— to  abstract,  to  integrate,  to  modulate  emotions,  and 
to  select  adaptive  responses — form  the  basis  for  our  high- 
er intellectual  abilities  or  adaptive  intelligence,  bdalstead'’ 
pointed  out  that  these  abilities  closely  correspond  to  the 
psychoanalytic  concept  of  the  ego.  In  the  patient  with 
brain  damage  the  adaptive  intelligence  (or  ego,  if  you 
will)  has  been  subjected  to  dissolution  or  retrogression. 
His  behavior  is  dominated  by  the  immediate  situation 
and  immediate  affective  influences  with  less  regard  for 
the  future.  The  available  range  of  use  of  symbols  is 
limited,  and  responses  are  on  a more  concrete  plane. 
Perceptions  and  behavior  tend  to  be  stereotyped.  The 
patient  has  a fixed  mental  set  and  cannot  tolerate  varia- 
tions from  the  usual  without  undue  anxiety.  In  order  to 
understand  better  the  effects  of  the.se  defects  in  adaptive 
intelligence,  it  is  helpful  to  consider  them  somewhat 
.separately. 


The  ability  to  abstract  and  the  capacity  to  symbolize 
include  the  recognition  of  essential  similarities  in  the 
light  of  apparent  differences,  and  in  the  converse  the 
recognition  of  essential  differences  in  face  of  marked 
physical  similarity.  This  means  finding  a common  de- 
nominator and  relating  things  in  the  proper  categories, 
as  well  as  recognizing  rime  and  space  relationships.  In 
its  highest  form,  it  includes  the  ability  to  utilize  symbols 
effectively  to  replace  the  concrete  objects. 

Perhaps  a concrete  illustration  will  clarify  this  point. 
A short  time  ago,  my  son,  aged  two  years,  saw  for  the 
first  time  the  battery  from  a pen-sized  flashlight.  He 
picked  it  up,  felt  it,  put  it  in  his  mouth,  took  it  out, 
pounded  with  it,  and  looked  at  it  some  more.  Perhaps 
his  first  thought  was  that  it  belonged  to  the  category  of 
round,  long  things  such  as  stick  candy,  crayons,  and 
so  forth.  He  tested  the  feel,  the  taste,  the  noise  it  made. 
Thus  he  knew  it  was  hard  like  metal.  He  then  discov- 
ered the  red  sealing  wax  tip;  so  he  tried  it  on  his  lips 
as  if  it  were  lip  rouge.  At  this  point  he  was  happy  be- 
cause he  had  decided,  albeit  incorrectly,  what  it  was. 
In  this  experience  he  behaved  much  like  an  adult  with 
a damaged  brain.  The  normal  adult  is  able  to  interpret 
and  categorize  a new  experience,  and  give  the  experience 
a name  or  a value  without  being  bound  too  closely  to 
the  concrete  sensory  impression  (touching,  tasting,  smell- 
ing, pounding) . He  is  even  able  to  achieve  a "mental 
image”  of  a projected  experience  by  hearing  or  reading 
symbols  (words)  which  describe  the  experience. 

The  patient  with  a damaged  brain  has  reduced  ability 
to  trace  resemblances  and  differences.  His  difficulty  in 
keeping  in  mind  simultaneously  two  or  more  aspects  of 
the  situation  leads  to  the  characteristic  of  distractibility. 
He  is  slow  to  grasp  the  essential  features  of  a given 
situation.  Consequently  he  is  insecure  and  anxious  on 
approaching  a new  problem.  The  strangeness  of  the  un- 
known leads  to  anxiety  and,  to  defend  himself  against 
this  anxiety,  he  voluntarily  decides  ahead  of  time  how  to 
solve  the  problem.  Because  of  the  limited  range  of 
responses  available,  this  fixed  mental  set  forces  the  pa- 
tient to  interpret  a new  experience  in  the  light  of  what 
he  expects  to  perceive  rather  than  his  actual  perceptions. 
Once  he  has  solved  the  problem  to  his  satisfaction  he 
has  difficulty  in  accepting  and  shifting  to  a different 
approach.  This  leads  to  rigid,  stereotyped,  perseverating 
behavior  which  is  mixed  with  distractibility  in  a patient 
who  becomes  slow  and  confused  in  complex  situations. 

Retraining  a per.son  with  brain  damage  requires  an 
attitude  of  increased  patience  on  the  part  of  the  ther- 
apists and  the  family.  Retraining  should  begin  early 
because  it  is  difficult  to  change  unfavorable  habits  which 
have  become  fixed.  Directions  should  be  simple  and 
direct,  using  a minimum  of  unnecessary  words.  The 
retraining  should  proceed  slowly  and  be  kept  within  the 
abilities  of  the  patient  Sudden  changes,  complicated 
situations,  or  failures  will  produce  confusion  and  anxiety 
which  retard  recovery. 

Integration  of  new  experiences  into  the  background  of 
life  experience  requires  the  ability  to  learn  (or  relearn) 
the  new  as  well  as  remember  the  old.  By  comparing  the 
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newly  experienced  and  newly  learned  with  the  remem- 
bered older  knowledge  it  is  possible  to  form  judgments 
for  the  immediate  present  and  for  the  future. 

The  patient  with  a damaged  brain  is  defective  in  his 
ability  to  abstract,  and  he  may  have  more  or  less  faulty 
memory  for  events  in  the  recent  past.  These  factors 
combine  to  make  available  to  him  only  faulty  informa- 
tion concerning  his  environment  and  himself.  Despite 
this  inadequate  information,  the  patient  with  brain  dam- 
age must  form  judgments  in  order  to  protect  himself 
against  the  unknown  which  provokes  anxiety  and  in- 
security. He  is  in  the  same  unenviable  position  as  the 
physician  who  is  forced  to  establish  a specific  diagnosis 
and  set  a definitive  course  of  treatment  despite  mislead- 
ing clinical  and  laboratory  data.  It  is  apparent  that  un- 
der such  circumstances  defective  judgments  and  faulty 
decisions  are  unavoidable.  This  fact  is  of  considerable 
clinical  importance  because  it  requires  an  attitude  of 
tolerance  and  patience  on  the  part  of  all  who  attempt 
to  treat  the  brain-damaged. 

The  modulation  of  emotional  responses  of  the  moment 
in  the  interest  of  satisfying  future  needs  is  a characteris- 
tic of  the  intact  mature  person.  The  infant,  with  his 
poorly  developed  powers  of  abstraction,  integration  and 
judgment,  acts  on  a stimulus-response  basis  and  expresses 
vehemently  his  feelings  of  the  moment.  As  the  child 
progresses,  he  develops  his  ability  to  abstract,  his  capacity 
to  project  in  time  and  space,  and  his  powers  to  evaluate 
and  form  judgments.  At  the  same  time  he  develops  in- 
creasing control  over  the  emotional  urges  of  the  moment. 

With  organic  damage  to  the  brain,  because  of  dimin- 
ished ability  to  abstract  and  project  into  the  future,  the 
emotional  responses  become  increasingly  governed  by 
the  stimulus  of  the  moment.  In  responding  to  the  feel- 
ings of  the  moment,  patients  with  brain  damage  tend  to 
be  unadaptive,  capricious  and  impulsive.  They  may  be 
quick  to  anger  or  stubborn  at  one  time  and  overly  affec- 
tionate a moment  later.  Euphoria  may  alternate  with  de- 
pression. Because  of  failure  to  appreciate  the  possible 
future  importance  of  a situation  there  is  a trend  toward 
indifference  and  apathv.  There  is  less  concern  about 
inaccuracies  when  faced  with  a task.  With  mild  brain 
involvement  there  is  shallowness,  irritability  and  care- 
lessness. 

In  the  management  of  mood  changes  in  such  a patient 
it  is  well  to  recognize  that  outbursts  of  irritability  are 
generally  short-lived  and  there  are  times  when  the  pa- 
tient is  more  amenable  to  suggestions.  It  is  generally 
wise  to  be  permissive  when  a patient  is  obstinate  and 
later  to  attempt  to  win  his  co-operation.  Similarly  out- 
bursts of  laughter  or  crying  should  be  met  with  calm 
consideration.  The  gradual  development  of  the  desirable 
simple  routines  of  self-care  and  ambulation,  and  the  slow 
resumption  of  social  contacts  will  generally  alleviate  the 
emotional  outbursts.  The  load  should  be  progressive  but 
should  never  exceed  the  patient’s  capacity  at  the  time. 
These  patients,  because  of  their  relatively  intact  vocabu- 
laries, are  generally  assumed  to  have  near  normal  adap- 
tive abilities.  Therefore,  it  is  of  singular  importance  to 
estimate  the  actual  limitations  imposed  by  the  brain 
damage. 


Selecting  adaptive  behavior  is  the  final  step  in  the  psy- 
chic processes  we  have  been  discussing.  It  seems  self- 
evident  that  the  functions  of  abstraction,  integration  and 
emotional  control  are  literally  means  to  an  end.  That 
end  is  adaptive  response  which  the  person  makes  to  his 
environment.  The  exteriorization  of  adaptive  intelligence 
may  take  many  forms,  but  the  three  obvious  channels 
utilized  are  through  motor  performances,  through  sensory 
modalities,  and  through  physiologic  concomitants.  The 
exact  mode  of  expression  will  depend  upon  an  interplay 
of  constitutional,  developmental  and  situational  factors 
which  are  beyond  the  scope  of  this  discussion.  The  nor- 
mal person  has  a relatively  great  flexibility  and  a rela- 
tively large  selective  choice  of  adaptive  behavior.  He  is 
usually  not  forced  to  utilize  the  more  automatic  and 
stereotyped  neural  mechanisms.  In  contrast  to  this,  the 
person  with  brain  damage  is  peculiarly  deficient  in  his 
ability  to  select  voluntarily  his  adaptive  responses.  Diffi- 
culty in  making  abstractions  results  in  efforts  at  substitu- 
tion. For  example,  instead  of  calculating  "in  his  mind,” 
such  a patient  must  resort  to  the  simpler,  concrete  mech- 
anism of  counting  on  his  fingers.  Once  he  has  accom- 
plished a reasonably  satisfactory  solution  to  the  problem, 
he  utilizes  that  solution  for  other  problems  even  though 
it  does  not  apply  (perseveration) . He  has  difficulty  in 
shifting  voluntarily  to  a new  situation  (rigidity,  stereo- 
typy) . Because  new  situations  and  new  stimuli  do  not 
now  have  the  same  significance  for  him  the  span  of 
attention  is  poor  and  he  is  distractible.  For  the  same 
reasons  he  may  pay  undue  attention  to  "irrelevant” 
stimuli  and  appear  absent-minded. 

An  example  of  this  rigid  stereotyped  behavior  is  fur- 
nished by  the  patient  with  a left  hemiplegia  who  learned 
to  walk  on  his  own  initiative.  He  used  a Canadian  cane 
with  the  right  arm  leaning  far  over  to  the  right.  In  effect 
the  cane  became  his  right  leg  and  the  right  leg  substi- 
tuted for  his  left.  Ambulation  was  slow  and  clumsy. 
Verbal  directions  concerning  his  gait  led  to  utter  confu- 
sion although  he  understood  directions  about  other 
things.  Similarly  the  patient  was  unable  to  copy  gaits 
and  movements  actually  demonstrated  to  him.  Even  pro- 
longed and  slow  training  attempts  failed  to  break  down 
the  rigid  pattern  which  had  been  established.  This  high- 
lights the  importance  of  early  training  in  acceptable 
habits. 

Patients  with  brain  damage  are  unusually  susceptible 
to  anxiety  and  frustration.  If  such  patients  have  been 
severely  frustrated  they  may  withdraw  from  any  and  all 
efforts  at  readjusting  or  meeting  a new  experience. 
Goldstein^  has  spoken  of  this  as  a "catastrophic  reac- 
tion.” Under  such  circumstances  any  experience  becomes 
an  overwhelming  threat.  In  milder  instances,  in  order 
to  defend  themselves  against  anxiety,  patients  may  resort 
to  neurasthenic,  hypochondriacal  or  hysterical  complaints. 
In  other  patients,  depression  or  a hostile  resentful  atti- 
tude may  similarly  represent  a defense.  The  rigid  stereo- 
typed behavior  described  previously  is  also  used  as  a pro- 
tection against  such  anxiety.  These  symptoms  require 
a careful  study  of  the  patient  in  reference  to  the  limita- 
tions imposed  by  his  brain  lesion  as  well  as  his  personal, 
family  and  economic  problems.  The  therapist  must  as- 
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sume  a calm,  sympathetic,  quietly  encouraging  attitude. 
The  tasks  must  be  well  within  the  patient’s  ability  to 
perform,  so  that  he  may  receive  the  encouragement  of 
a successful  performance.  The  program  of  therapy 
should  be  slowly  progressive  to  lead  the  patient,  yet 
always  remain  within  his  ability  to  perform. 
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THE  DOCTOR  AND  THE  NATIONAL  EMERGENCY 


" . . . . Soon  after  the  beginning  of  the  Korean  con- 
flict, Congress  authorized  the  armed  forces  to  call  upon 
their  Reserves  to  effect  the  necessary  expansion.  On 
10  August  1950,  the  Army  placed  its  first  call  for  med- 
ical officers  with  the  Army  Commanders.  This  call  was 
for  only  734  physicians.  At  about  the  same  time  the 
medical  profession  of  the  LInited  States  endorsed  legis- 
lation to  require  service  of  physicians  who  were  trained 
at  Government  expense,  or  those  who  did  not  serve  in 
World  War  II.  This  legislation  was  in  the  form  of  an 
amendment  to  the  existing  Selective  Service  Act.  It  was 
passed  by  the  Congress  and  became  Public  Law  779  on 
9 September  1950.  This  law  placed  former  ASTP  and 
V-12  participants  and  those  deferred  to  pursue  medical 
education  during  World  War  II  in  first  priority  for 
service.  On  16  October  they  were  registered  by  the 
Selective  Service  System.  The  President  has  directed 
that  this  group  of  young  physicians  be  utilized  before 
calls  are  made  on  those  who  served  in  World  War  II. 
Before  the  President’s  directive  had  been  promulgated, 
the  Army  had  already  decided  that  it  could  reduce  the 
number  of  Reserve  officers  with  World  War  II  experi- 
ence by  aprpoximately  one-half.  In  fact,  the  original 
734  call  was  reduced  to  364.  But  since  the  President’s 
letter  cancelled  even  this  call,  special  authority  had  to  he 
obtained  to  order  130  company  grade  officers,  and  149 
field  grade  officers  to  duty  to  meet  urgent  demands  that 
could  not  await  the  implementation  of  Public  Law  779. 
All  company  grade  officers  were  notified  with  their  or- 
ders that  they  would  be  released  from  the  service  and 
allowed  to  return  to  their  homes  as  early  as  possible, 
probably  in  January  or  February.  This  same  provision 
does  not  apply  to  the  field  grade  officers,  who  are  the 
commanders  and  the  specialists  required  for  positions  of 
responsibility.  In  addition,  the  Navy  has  loaned  the 
Army  570  physicians  until  replacements  can  be  obtained. 

" ....  In  endorsing  legislation  calling  for  draft  of 
physicians,  the  medical  profession  undoubtedly,  after 
consideration  of  all  means  whereby  it  could  support  the 


armed  forces,  decided  that  the  least  disruption  to  the 
physicians  of  the  Nation  would  be  caused  if  the  Pri- 
ority I and  II  groups  would  be  called  first.  It  now 
appears  that  approximately  85  per  cent  of  these  young 
physicians  are  in  some  type  of  residency  training  in  hos- 
pitals throughout  America.  Many  hospitals,  in  survey- 
ing their  numbers  who  fall  within  these  groups,  have 
found  that  one-half  or  more  may  he  subject  to  service 
under  the  law.  Many  feel  that  their  teaching  programs 
will  be  severely  handicapped,  and  some  are  of  the  opin- 
ion that  their  medical  care  programs  actually  may  suffer. 
Both  conditions  would  be  true  if  all  Priority  I and  II 
physicians  were  called  into  service  immediately.  While 
figures  are  not  available  at  the  present  time,  it  would 
seem  likely  that  one-half  of  the  residents  who  fall  into 
Priority  I and  II  of  the  law  might  be  called  to  duty 
within  the  next  six  or  eight  months.  Teaching  hospitals 
should  immediately  prepare  themselves  to  meet  this  loss. 
Our  experience  in  the  Army  has  indicated  that  it  can 
be  met,  although,  of  course,  it  does  require  additional 
effort  on  the  part  of  many  individuals.  But  we  believe 
that  our  experience  indicates  that  this  can  be  done  with- 
out severe  disruption. 

" . . . . The  physician  in  the  current  emergency  must 
come  to  the  realization  that  his  profession  must  render 
support  to  the  armed  forces  during  their  mobilization  for 
the  defense  of  our  country  and  our  way  of  life;  that  he 
should  support  and  sponsor  a strong,  well-trained  regular 
medical  component  in  the  armed  forces  to  take  as  much 
of  each  initial  impact  as  possible;  that  he  should  make 
his  plans  for  his  career  to  include  at  least  one  tour  of 
duty  in  his  Nation’s  armed  forces;  that  he  should  im- 
press all  those  entering  the  profession  from  the  medical 
schools  to  so  plan  their  personal  careers  so  that  a call 
of  their  country  will  not  forever  disrupt  their  profes- 
sional lives;  and  last,  that  he  must  strive  continuously 
to  maintain  a firm  integration  of  military  and  civilian 
medicine  in  order  that  all  segments  of  the  profession 
may  advance  in  harmony  and  in  unison.” 


— Excerpts  from  "The  Doctor  and  the  National  Emergency,’ 
by  Paui  I.  Robinson,  Brigadier  General,  M.C.,  U.S.A. 
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Subarachnoid  Hemorrhages  and 
Intracranial  Aneurysms'" 

Lyle  A.  French,  M.D.  and  Paul  S.  Blake,  M.D. 
Minneapolis,  Minnesota 


Approximately  40  per  cent  of  all  patients  with  a 
, spontaneous  subarachnoid  hemorrhage  die  in  the 
first  attack  and  about  40  per  cent  of  the  survivors  expire 
due  to  recurrent  attacks  some  time  within  the  following 
five  years.  Two  per  cent  of  all  cases  of  sudden  death 
are  ascribed  to  subarachnoid  hemorrhages.  These  hem- 
orrhages occur  principally  from  ruptured  aneurysms  lo- 
cated on  the  great  vessels  at  the  base  of  the  brain  and 
the  bleeding  is  primarily  into  the  subarachnoid  space, 
although  laceration  of  cerebral  tissue  may  occur.  In  the 
typical  case  the  patient  has  a sudden  onset  of  extremely 
severe  headache,  rapidly  becomes  stuporous  or  comatose, 
develops  nuchal  rigidity  due  to  blood  in  the  subarach- 
noid space,  and  may  or  may  not  have  signs  of  focal 
brain  damage.  A lumbar  puncture  usually  reveals  grossly 
bloody  cerebrospinal  fluid.  Up  until  the  present  time  the 
prognosis  has  been  poor.  However,  during  the  past  few 
years  progressive  improvements  in  diagnostic  and  thera- 
peutic procedures  have  occurred  and  the  outlook  has 
greatly  improved.  This  report  concerns  the  experience 
gained  at  the  University  of  Minnesota  in  treatment  of 
69  patients  with  subarachnoid  hemorrhages  .and  18  addi- 
tional patients  with  intracranial  vascular  abnormalities 
but  who  did  not  have  a subarachnoid  hemorrhage. 

The  clinical  entity  of  spontaneous  subarachnoid  hem- 
orrhage has  been  recognized  for  over  a century  (Wilks,“*' 
Gull*).  Froin'  in  1924  divided  cases  of  subarachnoid 
hemorrhage  into  three  types:  (1)  cerebromeningeal  (pri- 
mary intracerebral  hemorrhage  with  rupture  into  the 
subarachnoid  space),  (2)  primary  subarachnoid  hemor- 
rhage, (3)  meningocerebral  (primary  subarachnoid  hem- 
orrhage extending  into  adjacent  cerebral  tissue) . This 
division  has  been  of  utmost  clinical  importance  in  ex- 
plaining the  sequence  of  symptomatology.  Subsequently, 
there  have  been  numerous  reports  in  the  literature  stress- 
ing symptomatology  (Ingvar,’^'^  Symonds,'^  Sands^®) ; 
pathology  (Forbus,''  Richardson  and  Hyland'^) ; and 
treatment  (Wolf,  et  al,"^  Strauss  and  Tarachow,’^* 
Schorstein,^’  Dandy^). 

Incidence 

Subarachnoid  hemorrhage  is  a disease  of  young  adults 
although  it  has  occurred  in  a 28-day-old  infant  (Noran'^) 
and  in  persons  over  80  years  of  age  (Richardson  and 
Hyland^'*).  The  age  incidence  of  1012  cases  collected 
from  the  literature  appears  in  Fig.  1. 

There  is  no  predilection  according  to  sex. 

*From  the  Division  of  Neurosurgery,  University  of  Minne- 
sota Hospitals,  Minneapolis,  Minnesota, 


Fig.  I.  Age  incidence  of  subarachnoid  hemorrhage. 

Etiology 

Subarachnoid  hemorrhage  may  occur  secondary  to  an 
intracerebral  hemorrhage  (cerebromeningeal  hemorrhage 
of  Froin^) . In  this  instance  subarachnoid  hemorrhage 
is  rarely  due  to  rupture  of  an  aneurysm  but  rather  fol- 
lows rupture  of  a sclerotic  vessel  within  the  substance 
of  the  brain. 

Spontaneous  hemorrhage  occurring  primarily  into  the 
subarachnoid  space  is  felt  to  be  due  to  rupture  of  an 
aneurysm  in  almost  all  cases.  There  are  other  causes 
such  as  rupture  of  a cortical  angioma,  rupture  of  a 
sclerotic  vessel  within  the  subarachnoid  space,  blood  dys- 
crasia  and  toxemias,  but  these  are  infrequent.  In  some 
cases  the  etiology  of  the  hemorrhage  is  never  determined 
on  clinical  grounds  and  postmortem  examination  may 
reveal  no  definite  cause.  Most  investigators  believe  these 
latter  cases  are  due  to  ruptured  aneurysms.  Schmidt^® 
emphasized  that  inability  to  locate  an  aneurysm  did  not 
exclude  its  existence.  Symonds^’*  demonstrated  that  sub- 
arachnoid hemorrhages  of  unexplained  origin  are  often 
due  to  aneurysms  that  are  not  ordinarily  found  at  au- 
topsy because  these  aneurysms  are  minute  and  the  re- 
maining shreds  of  the  ruptured  aneurysm  are  buried 
deep  within  the  blood  clots. 

It  has  long  been  realized  that  the  aneurysmal  dilata- 
tion or  sac  occurs  at  a weak  area  in  the  vessel  wall. 
Eppinger'"*  pointed  out  that  this  weakness  was  congenital 
and  due  to  defects  in  the  elastic  tissue  of  the  vessels. 
Subsequently,  it  has  been  demonstrated  that  the  defects 
in  the  elastic  tissue  occurs  at  the  apices  of  the  angles 
formed  by  arterial  branching  or  bifurcation.  Forbus'^ 
showed  that  these  defects  occur  as  frequently  in  children 
as  in  adults.  Fie  also  emphasized  that  since  aneurysms 
are  rarely  found  in  children,  another  factor  besides  the 
congenital  defects  must  be  existent  in  the  pathogenesis 
of  the  dilation.  He  also  demonstrated  physiologically 
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Fig.  3.  Aneurysm  of  internal 
carotid  above  dural  reflection  and 
below  origin  of  posterior  communi- 
cating artery.  Clinically  this  patient 
had  signs  and  symptoms  of  sub- 
arachnoid hemorrhage  without  local- 
izing signs. 


that  increases  in  blood  pressure  were  greatest  at  the 
points  corresponding  with  the  bifurcation  angles  in  the 
arteries  and  suggested  that  the  evolution  of  aneurysms 
in  such  areas  is  largely  due  to  mechanical  factors  con- 
sisting of  an  increased  intravascular  pressure  normally 
developed  at  the  bifurcation  exerted  against  a congeni- 
tally weak  arterial  wall  in  the  same  area.  Dandy*  agreed 
that  most  aneurysms  were  of  congenital  origin  as  de- 
scribed by  Forbus'’  and  others,  but  he  did  not  believe 
that  they  could  occur  only  at  the  bifurcation  of  vessels 
where  the  various  investigators  had  found  the  defects 
in  the  vessel  wall.  He  studied  the  embryogenesis  of  the 
intracranial  vascular  tree  and  concluded  that  these  con- 
genital defects  could  also  occur  at  sites  where  embryonic 
vessels  or  vascular  buds  had  developed  but  later  disap- 
peared. Subsequently,  others  (Ba.ssets*)  have  agreed 
with  him. 

Symptoms  and  Signs 

The  clinical  manifestations  in  patients  with  subarach- 
noid hemorrhage  can  be  divided  into  two  groups:  (1) 
generalized  manifestations  due  to  increased  intracranial 
pressure  and  to  blood  diffused  throughout  the  subarach- 
noid space  and  (2)  focal  manifestations  due  to  local 
involvement  of  structures  either  by  the  hemorrhage  or 
by  the  aneurysm.  The  site  and  the  amount  of  the  hem- 
orrhage determines  the  sequence  and  the  severity  of 
symptoms  produced. 

Generalized  Manifestations 

The  onset  of  symptoms  is  usually  abrupt  but  occa- 
sionally mild  premonitory  symptoms  of  headache,  ver- 
tigo, visual  disturbances  and  ataxia  may  exist  for  sev- 
eral hours  or  days.  They  are  probably  due  to  recurrent 
small  leakages  from  the  aneurysm  or  a gradual  process 
of  enlarging  of  the  aneurysm  by  stretching  and  recurrent 
hemorrhagic  dissection  in  the  wall  of  the  sac. 


The  most  common  initial  symptom  is  a generalized 
excruciating  headache  which  tends  to  predominate  in  the 
occipital  region  and  down  over  the  back  of  the  neck. 
Occasionally  it  may  be  more  localized  in  one  region  and 
frequently  it  is  accompanied  by  vomiting.  Sudden  loss 
of  consciousness  is  the  initial  symptom  in  a lesser  per- 
centage of  patients  but  occurs  frequently  enough  to 
require  that  subarachnoid  hemorrhages  be  ruled  out  in 


Fig.  4.  Same  patient  as  Fig.  1.  Postoperative  AP  angiogram 
done  on  opposite  side.  This  patient  had  the  internal  carotid 
artery  ligated  in  the  neck  and  later  a silver  clip  placed  intra- 
cranially  on  the  internal  carotid  artery  thereby  trapping  the 
aneurysm.  The  postoperative  angiogram  reveals  the  position  of 
the  clip  and  the  maintenance  of  collateral  circulation  through 
the  circle  of  Willis. 
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Fig.  5.  Large  saccular  aneurysm 
on  internal  carotid  above  the  dural 
reflection.  This  70-year-old  lady  had 
blindness  in  the  right  eye  and  right- 
sided facial  pain  for  ten  years. 


patients  seen  in  this  state.  Other  symptoms  that  rarely 
occur  as  the  initial  manifestation  but  often  occur  at 
some  time  during  the  illness  are  vertigo,  visual  disturb- 
ances, convulsions,  irrationality,  chills,  speech  disturb- 
ances, and  pains  in  the  back  and  extremities.  The  gen- 
eral signs  due  to  blood  spreading  throughout  the  sub- 
arachnoid space  are  similar  to  those  of  an  aseptic  menin- 
gitis. They  include  stiff  neck,  mental  retardation,  gen- 
erally diminished  reflexes,  low  grade  fever  and  leuko- 
cytosis. Spinal  puncture  performed  immediately  after 
the  hemorrhage  may  reveal  no  evidence  of  blood  unless 
the  hemorrhaging  vessel  is  in  the  posterior  fossa  in  which 
case  the  blood  will  extend  rapidly  down  to  the  lumbar 
region.  Spinal  puncture  performed  six  or  eight  hours 
after  the  onset  of  hemorrhage  will  almost  certainly  show 
evidence  of  blood  in  the  lumbar  spinal  fluid.  The  spinal 
fluid  in  subarachnoid  hemorrhage  has  three  characteris- 
tics: (1)  an  even  admixture  of  blood  with  the  cerebro- 
spinal fluid  in  all  three  collecting  tubes,  (2)  absence  of 
coagulation,  and  (3)  xanthochromic  supernatant  fluid. 
None  of  these  features  is  noted  in  cerebrospinal  fluid 
contaminated  with  blood  by  accidental  injury  to  veins 
while  performing  the  puncture.  Early  in  the  course  of 
the  disease  the  proportion  of  leukocytes  to  erythrocytes 
in  the  spinal  fluid  is  similar  to  that  in  the  blood.  Later 
there  occurs  a rise  in  the  proportion  of  leukocytes  and 
at  first  this  rise  is  due  to  an  increase  in  polymorpho- 
nuclear cells  and  later  due  to  a rise  in  lymphocytes.  The 
xanthochromia  usually  becomes  manifest  24  hours  after 


the  initial  bleeding.  It  can  occur  as  soon  as  12  hours 
or  may  be  delayed  for  three  or  four  days.  Gross  blood 
usually  disappears  from  the  spinal  fluid  within  14  days 
and  the  cerebrospinal  fluid  returns  to  normal  usually 
within  four  or  five  weeks.  The  ophthalmoscopic  abnor- 
mality characteristic  of  subarachnoid  hemorrhage  is  a 
subhyaloid  extravasation  of  blood  which  occurs  in  ten 
per  cent  of  cases.  The  blood  in  the  subarachnoid  space 
dissects  forward  in  the  optic  nerve  and  appears  above  the 
retina  as  a solid  sheet  of  blood.  Papilledema  also  occurs 
in  about  ten  per  cent  of  cases  which  low  incidence  is 
surprising  insofar  as  the  majority  of  these  patients  do 
have  increased  intracranial  pressure.  This  discrepancy 
is  explained  by  the  fact  that  blood  clots  are  found  about 
the  optic  nerve  and  these  clots  block  the  perineural  spaces 
around  the  nerve  preventing  the  transmission  of  the  in- 
creased intracranial  pressure  to  the  venous  drainage  of 
the  retina. 

Unruptured  aneurysms  may  enlarge  and  cause  severe 
neurological  symptoms  when  they  are  located  in  certain 
regions.  Such  aneurysms  on  the  internal  carotid  artery 
running  through  the  cavernous  sinus  classically  cause  a 
unilateral  ptosis,  dilated  pupil,  and  ocular  imbalance  due 
to  pressure  upon  the  oculomotor  nerve.  If  the  aneurysm 
is  sufficiently  large  it  may  impinge  additionally  on  the 
trochlear  and  abducens  nerves  resulting  in  complete  oph- 
thalmoplegia. Such  aneurysms  rarely  rupture  into  the 
subarachnoid  space  to  produce  the  syndrome  of  subarach- 
noid hemorrhage  because  the  dural  envelope  of  the  cav- 
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Fig.  6.  Aneurysm  of  right  mid- 
dle cerebral  artery.  This  patient 
had  a sudden  onset  of  subarach- 
noid hemorrhage  with  left  hemi- 
paresis. 


ernous  sinus  reinforces  the  e.xpanding  aneurysm  thereby 
preventing  rupture.  On  the  other  hand,  an  aneurysm 
upon  the  internal  carotid  artery  above  the  dural  reflec- 
tion, that  is,  lying  unsupported  in  the  subarachnoid 
space,  is  prone  to  manifest  itself  initially  by  a sudden 
onset  of  subarachnoid  hemorrhage  (Fig.  3).  If  an  an- 
eurysm in  such  a location  happens  to  expand  to  a great 
degree  without  rupturing,  it  will  impinge  on  the  optic 


Fig.  7.  Same  patient  as  Fig.  4,  demonstrating  the  importance 
of  the  AP  angiogram  in  localizing  an  aneurysm  of  the  basilar 
vessels.  Since  this  was  located  in  the  non-dominant  hemisphere, 
a craniotomy  was  undert.iken  and  the  whole  aneurysmal  sac 
extirpated  from  within  the  Sylvian  fissure.  The  patient  recov- 
ered but  remains  hemiparetic  nine  months  later. 


nerve  producing  field  defects  or  loss  of  vision  in  that 
eye  (Fig.  5).  Only  rarely  will  it  involve  the  nerve  sup- 
plying the  eye  muscles  or  the  trigeminal  nerve  as  do 
aneurysms  within  or  below  the  cavernous  sinus.  Aneur- 
ysms located  out  on  the  anterior  cerebral,  the  middle 
cerebral  (Figs.  6 and  7)  or  the  posterior  cerebral  artery 
rarely  cause  symptoms  unless  rupture  occurs.  However, 
aneurysms  on  the  posterior  communicating  or  basilar 
arteries  sometimes  produce  symptoms  from  pressure  on 
the  adjacent  cranial  nerves  and  brain  stem.  These  un- 
ruptured aneurysms  can  rarely  be  differentiated  from 
small  intracranial  neoplasms  without  angiography  or 
surgical  exploration. 

The  most  frequent  sites  of  occurrence  of  intracranial 
aneurysms  are  well  established.  In  Table  II  is  shown  the 
location  of  608  aneurysms  collected  from  the  literature 
as  well  as  46  aneurysms  in  the  University  of  Minnesota 
series. 


Table  II 
Collected  Cases 


Location 

Number 

Per  cent 

Ant.  Comm. 

92 

13.6 

Ant.  Cerebral 

63 

9.9 

Ophthalmic 

3 

.6 

Middle  Cerebral 

168 

25.2 

Int.  Carotid 

170 

25.6 

Post.  Comm. 

23 

3.9 

Post.  Cerebral 

18 

3.3 

Basilar 

103 

15.3 

Sup.  Cerebellar 

1 

.2 

Ant.  Inf.  Cerebellar 

5 

.9 

Post.  Inf.  Cerebellar 

8 

1.5 

Total 

654 

100.0 
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In  rare  instances  aneurysms  may  rupture  and  the  blood 
may  remain  confined  to  the  region  immediately  surround- 
ing the  vessel,  even  to  the  extent  that  no  evidence  of  the 
hemorrhage  can  be  detected  in  the  lumbar  spinal  fluid. 
Focal  signs  and  symptoms  from  such  a hemorrhage  are 
similar  to  those  described  above  for  large  unruptured 
aneurysms.  Frequently  when  aneurysms  rupture  the 
blood  extravasates  through  the  surrounding  brain  tissue; 
this  occurred  in  70  per  cent  of  Richardson  and  Hy- 
land’s''* series  and  Gull;^  Albright'  and  Symonds"’  have 
correlated,  with  some  success,  the  sequence  of  symptom- 
atology produced  from  intracerebral  extension.  They 
found  that  hemorrhages  extending  into  the  frontal  lobe 
may  occur  from  aneurysms  located  on  the  anterior  and 
middle  cerebral  and  from  the  anterior  communicating 
arteries.  Such  bleeding  may  actually  extravasate  into 
both  frontal  lobes  and  produce  severe  psychic  disturb- 
ances. Involvement  of  the  posterior  part  of  the  frontal 
lobe  produces  a contralateral  hemiparesis  and  if  the  hem- 
orrhage is  in  the  dominant  hemisphere,  an  expressive 
type  aphasia  may  result.  Hemorrhage  extending  into 
the  temporal  lobe  usually  arises  from  a ruptured  an- 
eurysm at  the  bifurcation  of  the  carotid  artery  or  along 
the  middle  cerebral  artery.  An  aphasia  may  develop  if 
the  dominant  hemisphere  is  involved.  Extension  of  the 
hemorrhage  posteriorly  into  the  temporal  lobe  can  cause 
visual  field  defects.  The  hemorrhage  may  even  dissect 
medially  into  the  internal  capsule  and  produce  a hemi- 
plegia with  both  motor  and  sensory  impairment. 

Prognosis 

The  prognosis  in  patients  with  subarachnoid  hemor- 
rhage has  been  poor  relative  to  both  morbidity  and  mor- 
tality.. The  mortality  of  the  initial  attack  as  reported  in 
the  literature  varies  from  30  per  cent  to  50  per  cent. 
Those  institutions  whose  patients  come  from  a wide  area 
have  a lower  initial  mortality  presumably  because  many 
cases  expire  on  the  way  to  the  hospital  or  are  deemed 
too  ill  to  transport  and  they  expire  at  home.  The  average 
mortality  rate  for  the  initial  attack  in  over  500  cases 
collected  from  the  literature  was  44.3  per  cent.  At  the 
University  Hospital,  28  of  the  69  cases  of  subarachnoid 
hemorrhage  seen  were  in  the  initial  attack.  The  mor- 
tality rate  for  these  28  cases  was  32  per  cent. 

If  the  patient  survives  the  initial  attack,  the  probability 
of  a recurrent  hemorrhage  is  great.  In  603  cases  collect- 
ed from  the  literature  51.5  per  cent  had  recurrent 
attacks.  These  recurrences  varied  from  the  first  day  to 
several  years  after  the  initial  attack.  The  greatest  fre- 
quency of  recurrences  is  between  the  second  and  fourth 
week  as  indicated  in  Fig.  2. 

The  mortality  rate  for  the  recurrent  attacks  has  been 
reported  by  Wolf"'  to  be  40  per  cent,  by  Magee"  to  be 
64  per  cent  and  by  Hamby"  to  be  72  per  cent.  In  the 
University  of  Minnesota  series  the  mortality  rate  for 
recurrent  attacks  was  34  per  cent.  There  are  certain 
factors  which  have  been  found  to  aifect  this  mortality 
rate,  one  of  which  is  very  strict  adherence  to  prolonged 
bed  rest  following  the  attack.  It  is  believed  that  this  is 
a factor  in  the  comparatively  low  mortality  in  the  Uni- 
versity of  Minnesota  series.  There  are  certain  factors 


which  have  been  found  to  affect  the  prognosis  unfavor- 
ably. They  are  (1)  history  of  previous  attacks,  (2)  mul- 
tiple hemorrhages  while  in  the  hospital,  (3)  mental  dis- 
turbances, (4)  unconsciousness,  (5)  convulsions  and  (6) 
hypertension.  In  the  University  of  Minnesota  series 
there  were  40  patients  who  were  unconscious  during  the 
attack  and  of  these  55  per  cent  died.  In  the  same  series 
there,  were  21  patients  with  hypertension  of  which  45 
per  cent  died.  Factors  that  do  not  seem  to  affect  the 
mortality  rate  were  activity  at  the  onset,  premonitory 
symptoms,  and  presence  of  severe  neurological  signs. 

Sequelae  following  subarachnoid  hemorrhages  are  fre- 
quent and  oftentimes  severe.  For  the  University  of 
Minnesota  Series  these  are  shown  in  Table  I and  are 
compared  with  21  cases  in  whom  operation  was  per- 
formed for  an  intracranial  vascular  lesion.  Interestingly 
enough  the  incidence  of  sequelae  was  essentially  un- 
changed, but  the  mortality  rate  in  the  operated  cases 
was  greatly  reduced. 

Table  I 

Subarachnoid  Hemorrhage — Sequelae 

Without  Sur-  .With  Surgery 
gery  (66)  (21) 


Sequelae 

Number 

Pet. 

Number 

Pet. 

Hemiplegia 

7 

15.8 

3 

15.0 

III  N.  Palsy 

— 

— 

2 

10.0 

Blind 

— 

— 

1 

5.0 

Aphasia 

2 

4.5 

— 

— 

Convulsion 

2 

4.5 

— 

— 

Psychotic  Behavior 

2 

4.5 

— 

— 

Headache  and  Vertigo 

6 

14.7 

— 

— 

Homonymous  Hemianopia 

1 

2.2 

— 

— 

Deaths 

22 

33. 

1 

4.9 

Treatment 

Improved  diagnosis  resulting  from  greater  knowledge 
of  the  clinical  syndromes,  cerebral  angiography,  and  a 
greater  understanding  of  the  surgical  management  of 
intracranial  aneurysms  are  responsible  for  improvement 
in  the  methods  of  treatment  in  patients  with  subarach- 
noid hemorrhage.  However,  all  patients  are  not  operated 
upon  so  that  medical  management  is  of  utmost  impor- 
tance. These  include:  (1)  Bed  rest — not  less  than  six 
to  eight  weeks,  surely  not  less  than  four  weeks  after  the 
patient  has  been  free  of  such  symptoms  as  headaches, 
stiff  neck  and  vertigo.  (2)  Sedation — enough  to  control 
restlessness  but  not  enough  to  cloud  the  mental  .state  or 
to  suppress  respiration.  Adequate  sedation  with  barbit- 
urates, paraldehyde  or  chloral  hydrate  permits  control  of 
headache  with  codeine  or  aspirin.  (3)  Hypertonic  solu- 
tions— intravenously  to  diminish  intracranial  pressure  is 
of  doubtful  value,  but  may  be  of  assistance  in  patients 
who  are  going  progressively  downhill.  (4)  Elevation  of 
the  head— probably  of  value  in  decreasing  intracranial 
blood  pressure  and,  hence,  may  assist  in  clotting  of  the 
bleeding  point.  (5)  Spinal  drainage — -a  spinal  tap  is 
usually  performed  to  make  a diagnosis  but  whether  re- 
peated spinal  drainage  should  be  undertaken  as  a thera- 
peutic measure  is  a greatly  debated  point.  Frequently 
patients  will  be  relieved  of  headache  for  several  hours 
after  a lumbar  puncture.  Merritt'"  believes  that  the  in- 
tracranial pressure  should  be  reduced  to  one-half  the  nor- 
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mal  two  or  three  times  a day  for  the  first  three  to  six 
days  following  the  hemorrhage  and  then  once  daily  for 
as  long  as  there  is  evidence  of  blood  or  increase  in  the 
cerebrospinal  fluid  or  increased  intracranial  pressure. 
However,  Ayer"  believes  that  spinal  drainage  is  contra- 
indicated insofar  as  a reduction  of  intracranial  pressure 
might  permit  prolonged  bleeding.  The  policy  at  the 
University  of  Minnesota  is  to  do  a spinal  tap  for  diag- 
nosis, and  only  in  the  occasional  case  with  otherwise 
< uncontrolled  headaches  or  restlessness  are  repeated  spinal 
punctures  performed. 

At  some  period  during  this  conservative  regime  it  is 
necessary  to  investigate  the  patient  further  in  regard  to 
the  existence  of  an  aneurysm.  Angiography  should  be 
undertaken.  The  question  that  arises  is  just  when  is  the 
optimum  time  for  the  angiography.  It  is  now  well  rec- 
ognized that  angiography  can  be  accomplished  without 
significant  mortality  or  morbidity  even  in  patients  of 
precarious  general  condition.  In  short,  the  trauma  of 
angiography  is  so  inconsequential  that  it  should  not 
delay  the  procedure.  However,  it  is  of  little  value  to 
ascertain  the  exact  location  of  an  aneurysm  if  the  gen- 
eral condition  of  the  patient  precludes  any  operative  in- 
terference. Therefore,  angiography  should  he  performed 
no  sooner  than  one  can  feasibly  perform  a craniotomy. 
Until  the  patient  is  in  good  enough  condition  for  opera- 
tion, there  is  no  justifiable  reason  to  perform  angiogra- 
phy. As  a general  rule,  patients  with  subarachnoid  hem- 
orrhage are  in  good  enough  condition  to  withstand  opera- 
tion within  a few  days  after  the  hemorrhage. 

The  second  question  that  arises  is  how  long  may  one 
safely  procrastinate  before  definitive  investigation  and 
therapy  are  instituted.  In  an  attempt  to  answer  this, 
cases  were  collected  from  the  literature  and  tabulated  in 
Figure  2 in  which  the  interval  before  recurrent  hemor- 
rhage occurs  is  shown.  It  is  obvious  that  the  frequency 
of  recurrences  is  greatest  beginning  the  second  week  after 
the  initial  hemorrhage.  Therefore,  angiography  should  be 
performed  as  soon  after  the  hemorrhage  as  the  patients 
can  possibly  tolerate  an  operation  and  should  not  be 
delayed  beyond  the  second  week  after  hemorrhage.  To 
delay  longer  invites  disaster. 

It  IS  imperative  that  a determination  o f the  circula- 
tory  capabilities  of  the  cerebral  vessels  be  made.  The 
collateral  circulation  through  the  circle  of  Willis  must 
be  investigated.  The  easiest  method  of  accomplishing 
this  is  digital  compression  of  the  carotid  artery  in  the 
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neck  (Matas  test).  Dandy  stated  that  in  his  experience 
digital  compression  of  the  internal  carotid  artery  in  the 
neck  for  ten  minutes  without  symptoms  such  .as  dizziness, 
paresis,  or  sensory  changes  never  failed  to  indicate  cor- 
rectly whether  the  vessel  could  be  ligated  safely.  It  has 
been  our  policy  to  occlude  the  surgically  exposed  carotid 
artery  in  the  neck  for  ten  to  20  minutes  prior  to  consid- 
eration of  ligation.  Even  with  this  practice,  the  advent 
of  neurological  sequelae  are  not  entirely  eliminated 
because  these  can  also  result  from  vascular  thrombosis 
in  the  occluded  artery.  There  are  two  principal  causes 
for  cerebral  complications  secondary  to  carotid  artery 
ligation:  (1)  cerebral  ischemia  from  inadequate  collat- 
eral circulation  through  the  circle  of  Willis,  and  (2) 
progressive  cerebral  vascular  thrombosis  and  embolism. 
In  the  former,  the  symptoms  usually  develop  during  the 
ten  to  20  minutes  that  one  digitally  compresses  the  artery 
(the  value  of  the  Matas  test) , and  in  the  latter  the  symp- 
toms develop  12  to  48  hours  after  ligation.  In  Dandy’s 
series  of  105  ligations  there  were  less  than  four  per  cent 
immediate  complications  and  less  than  two  per  cent  late 
complications.  At  the  University  of  Minnesota  17  liga- 
tions have  been  performed  with  two  (11  per  cent)  im- 
mediate and  one  (five  per  cent)  late  complications. 
In  all  these  patients  the  sequelae  were  transient. 

In  an  attempt  to  prevent  the  late  complications  due 
to  progressive  thrombosis  in  the  carotid,  patients  have 
been  heparinized  and  then  given  dicumarol.  Whether 
this  has  been  of  appreciable  value  has  not  been  deter- 
mined definitely  because  of  the  small  number  of  cases 
and  the  relative  infrequence  of  this  complication.  The 
frequency  of  vascular  thrombosis  seems  somewhat  to  be 
related  to  damage  of  the  intima  ( Dandy ^)  at  the  time 
of  ligation.  It  is  a good  policy  to  wrap  the  carotid  artery 
in  fascia  at  the  time  of  ligation  so  that  when  the  liga- 
ture is  drawn  tightly,  the  damage  to  the  intima  is  min- 
imized. Another  advantage  in  this  method  is  the  more 
easy  removal  of  the  suture  in  case  of  a complication. 
In  one  patient  in  the  University  of  Minnesota  series  who 
developed  late  sequelae,  the  ligature  around  the  carotid 
was  removed.  No  definite  improvement  could  be  noticed 
except  that  the  neurologic  deficit  did  not  increase  there- 
after. 

The  practice  of  partially  occluding  the  carotid  artery 
at  the  first  operation,  then  reoperating  upon  the  patient 
at  a later  date  and  completely  occluding  it  has  certain 
theoretical  advantages.  It  should  prevent  or  diminish  the 
frequency  of  immediate  complications  from  ischemia  but 
contrarily  it  theoretically  increases  the  possibility  of  pro- 
ducing an  arterial  thrombosis  with  its  late  onset  of  com- 
plications. Dandy  was  convinced  that  an  adequate  col- 
lateral circulation  could  be  established  by  partially  oc- 
cluding the  internal  carotid  artery  (reducing  the  lumen 
about  one-half)  and  then  in  seven  to  ten  days  accom- 
plishing a total  occlusion.  It  is  very  probable  that  if  a 
patient  has  a normally  developed  circle  of  Willis  the 
collateral  circulation  is  consistently  adequate.  However, 
Dandy'  found  a high  frequency  of  anomalous  vascular 
formations  in  this  region  and  concluded  that  cerebral 
ischemia  was  often  due  to  inadequate  collateral  circula- 
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tion  through  an  inadequately  developed  anastomosing 
(communicating  ) artery.  The  practice  of  occluding  the 
carotid  in  steps  may  permit  the  development  of  an  ade- 
quate blood  flow. 

The  location  of  the  aneurysm  determines  the  surgical 
procedure  to  be  instituted.  Aneurysms  may  be  treated 
(U  lighting  the  neck  of  the  sac,  (2)  trapping  the 
aneurysm  between  two  clips,  (3)  trapping  the  aneurysm 
between  a ligature  in  the  neck  and  an  intracranial  clip. 
There  have  been  other  procedures  advocated  such  as 
packing  with  muscle  the  immediate  vicinity  of  the  aneur- 
ysm so  that  the  hemorrhage  may  not  recur,  opening  the 
aneurysm  and  inserting  a piece  of  muscle,  cauterizing  the 
aneurysm,  and  surgically  excising  the  aneurysm  with  a 
plastic  repair  of  the  entering  artery.  None  of  the  latter 
methods  have  found  even  temporary  favor  because  either 
they  have  failed  to  prevent  secondary  rupture  of  the 
vessel  or  have  been  technically  inadvisable.  The  policy 
we  have  followed  has  been  to  attempt  ligation  of  the 
neck  of  the  aneurysm.  If  this  is  not  possible,  the  aneur- 
ysm is  trapped  between  a clip  distally  and  a carotid 
artery  ligature  proximally. 

In  the  University  of  Minnesota  series  there  have  been 
four  patients  with  aneurysms  involving  the  infraclinoidal 
portion  of  the  internal  carotid  artery.  These  have  been 
treated  by  ligation  of  the  internal  carotid  or  of  the  ex- 
ternal and  common  carotid  artery  in  the  neck  and  then 
performing  a craniotomy  with  placement  of  a silver  clip 
distal  to  the  aneurysm.  The  latter  clip,  of  course,  is  to 
prevent  reflux  of  blood  into  the  aneurysm  from  either 
the  anterior  or  posterior  communicating  arteries.  The 
one  exception  to  the  above  treatment  was  the  case  of  a 
65-year-old  woman  in  whom  only  a carotid  ligation  was 
performed.  It  was  anticipated  performing  the  second 
procedure  of  intracranial  ligation  but  when  she  was  re- 
lieved of  her  symptoms,  she  declined  the  operation.  She 
has  been  followed  for  over  two  years  and  has  remained 
symptom  free. 

One  of  the  complications  that  might  ensue  following 
this  method  of  ligating  the  carotid  artery  intra  and  cxtra- 
cranially  is  that  this  also  traps  the  ophthalmic  artery. 
Compromise  of  the  blood  flow  through  this  vessel  may 
result  in  loss  of  vision.  This  is  infrequent,  however, 
because  sufficient  collateral  circulation  is  maintained 
through  the  external  carotid  system.  It  did  not  occur 
in  this  series.  There  was  one  patient  who  died  as  a 
result  of  compression  and  thrombosis  of  an  aneurysm 
on  the  infraclinoidal  portion  of  the  artery.  At  the  time 
of  surgery  the  lesion  was  not  recognized  as  an  aneurysm 
but  rather  was  thought  to  be  a meningioma.  A large 
piece  of  the  aneurysm  was  excised  and  during  the  closure 
of  this  rent,  the  patient  expired,  presumably  due  to  com- 
promising the  flow  through  the  carotid  artery. 

There  were  seven  patients  with  aneurysms  located  at 
the  junction  of  the  internal  carotid  and  posterior  com- 
municating artery  or  between  this  site  and  the  junction 
of  the  internal  carotid  with  the  anterior  communicating 
artery.  The  importance  of  these  two  vessels,  of  course, 
is  the  part  they  play  in  the  collateral  circulation.  Three 
of  the  aneurysms  in  this  location  have  been  treated  by 


ligation  of  the  neck  of  the  aneurysm.  In  four  patients 
it  was  impossible  to  ligate  the  neck  of  the  aneurysm 
because  of  its  width.  In  those  cases  the  carotid  artery 
was  ligated  in  the  neck  and  the  carotid  artery  ligated 
intracranially  distal  to  the  aneurysm.  An  attempt  was 
always  made  to  maintain  collateral  circulation  through 
the  anterior  communicating  artery  to  the  ipsilateral 
middle  cerebral  artery.  A case  representing  such  a prob- 
lem occurred  in  this  series.  The  aneurysm  was  at  the 
junction  of  the  internal  carotid  and  the  posterior  com- 
municating artery.  The  internal  carotid  was  ligated  in 
the  neck  and  also  intracranially.  A postoperative  angio- 
gram revealed  the  maintained  blood  flow  through  the  an- 
terior communicating  into  the  middle  cerebral  artery 
(Figs.  3 and  4) . 

There  were  nine  patients  treated  for  aneurysms  located 
peripherally  to  the  anterior  communicating  artery,  i.  e., 
out  on  either  the  anterior  or  middle  cerebral  artery. 
Ligation  of  one  anterior  cerebral  artery  can  be  done 
without  apparent  neurological  deficit  providing  the  sys- 
temic blood  pressure  is  maintained,  but  ligation  of  the 
middle  cerebral  is  likely  to  be  followed  by  death  or  at 
least  by  a paresis  or  paralysis  of  the  contralateral  face 
and  arm,  and  occasionally  of  the  leg.  When  the  aneur- 
ysm is  located  in  the  dominant  hemisphere,  there  is  con- 
siderable question  of  whether  surgical  attack  should  be 
proposed  because  of  the  probability  of  development  of 
an  aphasia.  Aneurysms  in  this  location  are  extremely 
hazardous  to  treat.  According  to  Dandy  there  probably 
is  less  likelihood  of  curing  a middle  cerebral  artery  an- 
eurysm (Figs.  6 and  7)  at  least  without  extreme  neuro- 
logic deficit,  then  in  the  case  of  any  other  aneurysm  of 
the  brain.  It  seems  that  he  was  not  including  those  an- 
eurysms located  in  the  basilar  artery  but  his  statement 
reflects  the  results  expected  in  the  treatment  of  middle 
cerebral  artery  aneurysms. 

There  has  been  only  one  aneurysm  of  the  posterior 
cerebral  artery  in  this  series  and  that  was  in  a 16-month- 
old  child.  In  this  patient  the  aneurysm  was  located  about 
in  the  midline  just  above  the  pineal  gland.  It  received 
its  blood  supply  from  branches  from  both  the  right  and 
left  posterior  cerebral  artery.  Following  intracranial  clip- 
ping of  these  vessels  the  patient’s  general  condition  im- 
proved. A follow-up  x-ray  revealed  the  clip  on  one  side 
had  slipped  off  but  an  angiogram  subsequently  performed 
on  that  side  failed  to  fill  the  aneurysm.  It  was  concluded 
that  the  vessel  had  been  thrombosed.  Even  so  it  is  con- 
templated to  re-clip  the  vessel  at  a later  date. 

There  was  one  patient  in  this  series  with  an  aneurysm 
on  the  ophthalmic  artery.  It  was  treated  with  ligation 
of  the  vessel  and  the  patient  made  an  uneventful  re- 
covery. 

There  were  no  patients  in  this  series  treated  for  an- 
eurysms located  on  the  vertebral-basilar  arterial  system. 
The  apparent  infrequence  of  aneurysms  in  this  location 
is  due  to  (1)  the  difficulty  in  clinically  recognizing  such 
a lesion,  and  (2)  the  difficulty  in  demonstrating  angio- 
graphically  the  exact  location  of  the  lesion  due  to  inex- 
perience with  vertebral  angiography.  Both  difficulties 
should  in  the  future  be  resolved.  Dandy  stated  in  1948 
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Table  III 


Intracranial  Vascular  Abnormalities  Treated  Surgically 


Location  Aneurysm 

Number  o'" 
Cases 

Died 

M'^rtality 

(P:t.) 

Ccnvulsicn 

Complications 

Hemiparesis 

III  N. 

Internal  Carotid 
Infraclinoidal 

4 

1 

14 

Supraclinoidal 

7 

- 

— 

1 

1 

— 

Ant.  Cerebral 

4 

- 

— 

- 

- 

— 

Middle  Cerebral 

4 

- 

— 

- 

1 

— 

Ophthalmic 

1 

- 

— 

- 

- 

— 

Posterior  Cere'oral 

1 

- 

— 

- 

- 

— 

Total 

21 

1 

4 9 

1 

2 

— 

that  he  knew  of  no  successful  outcome  from  operative 
attacks  upon  an  aneurysm  located  in  the  posterior  fossa 
but  he  held  out  hopes  that  those  located  on  accessible 
and  relatively  non-vital  vessels  such  as  the  posterior- 
inferior  cerebellar  or  one  of  the  vertebrals  may,  in  the 
future,  be  successfully  attacked. 

The  results  in  the  series  of  aneurysms  treated  surgi- 
cally at  the  University  of  Minnesota  Hospitals  are  shown 
in  Table  III.  The  operative  mortality  rate  of  4.9  per 
cent  is  not  too  significant  because  of  the  smallness  of 
the  series.  Dandy  in  a series  of  105  aneurysms  experi- 
enced a 25  per  cent  mortality  rate.  When  one  considers 
the  prognosis  of  these  patients  if  left  untreated,  it  be- 
comes immediately  apparent  that  an  attempt  to  cure 
them  is  justified. 

Summary 

1.  The  causative  agent  in  the  majority  of  patients  with 
subarachnoid  hemorrhages  is  an  arterial  aneurysm. 

2.  The  eventual  mortality  rate  for  the  primary  and 
recurrent  hemorrhages  is  approximately  80  per  cent  if 
no  attempt  is  made  to  eradicate  the  aneurysm. 

3.  An  attempt  should  be  made  to  locate  and  surgically 
eradicate  the  aneurysm  as  soon  after  the  hemorrhage  as 
the  patient’s  general  condition  will  permit  a irraniotomy. 
To  procrastinate  beyond  the  second  week  after  the  hem- 
orrhage invites  disaster  because  of  the  greater  frequency 
of  recurrent  hemorrhage  at  that  time. 

4.  Relatively  poor  general  condition  of  a patient  is  no 
contraindication  for  angiography. 

5.  Intracranial  aneurysms  can  be  treated  surgically 
with  considerable  success. 
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A new  and  unique  inetliod  of  demonstrating  surgical  technics  was  introduced  at  the 
Clinical  Congress  of  the  American  College  of  Surgeons,  held  in  Boston  in  October — the 
"Cine  Clinic  on  Boston  Surgery,”  a technic  combining  the  medium  of  color  photography 
with  actual  discussion  of  the  operations  by  leading  surgeons.  Showings  retained  all  impor- 
tant features  of  the  surgical  clinic,  but,  in  addition,  showed  the  operations  in  sharply  focused 
close-ups,  eliminated  extraneous  detail  and  permitted  the  operating  surgeon  to  explain  his 
technic  to  a thousand  rather  than  a dozen  or  so. 
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PULMONARY  edema  occurs  in  a variety  of  clinical  con- 
ditions and  has  been  experimentally  produced  by  a 
number  of  methods.  Among  the  many  pathologic  condi- 
tions with  which  pulmonary  edema  may  be  associated 
are;  heart  failure,  pneumonia,  pulmonary  infarction,' 
thoracentesis,' head  injury,'*-^-'’  central  nervous  system 
lesions,'’-'-^  insulin-produced  hypoglycemic  shock,"  ad- 
ministration of  eserine,'"  anaphylactic  shock,"  and  ex- 
posure to  toxic  gases. 

Experimental  Production  of  Pulmonary 
Edema 

Some  of  the  experimental  procedures  which  are  re- 
ported to  produce  pulmonary  edema  are:  ligation  of  the 
pulmonary  veins  or  thoracic  aorta  in  rabbits,' artificial 
mitral  stenosis,''  bilateral  cervical  vagotomy,"'’'"  respira- 
tory air-flow  resistance,""""'  excessive  positive  intrapulmo- 
nary  pressure,"'*  intravenous  or  intratracheal  administra- 
tion of  epinephrine,' intravenous  administration  of 
muscarine,'^"’''"’  Lugol’s  iodine,' or  methyl  salicylate,®" 
intratracheal  instillation  of  normal  saline,''®  repeated  in- 
jections of  tissue  extracts,  sodium  glycocholate,  histamine, 
or  barbiturates,'®'  injections  of  thiourea  into  rats'"’  or 
ANTU  (alpha-naphthyl  thiourea)  into  rats  or  dogs,®" 
exposure  to  phosgene,  nitric  oxide,  ammonia,  or  carbon 
monoxide, '’•"’’®"'’®^  infusion  of  large  volumes  of 
fluid  into  the  distal  end  of  the  carotid  arteries,’'®  infusion 
of  plasma  following  cerebral  lobectomy,®"  and  hyper- 
thermia.'" 

Pathogenesis  of  Lung  Edema 
Pulmonary  edema  is  the  result  of  net  outward  move- 
ment of  fluid  across  the  pulmonary  capillaries.  It  may 
be  interstitial  or  intra-alveolar.  On  general  principles 
it  may  be  predicted  that  this  abnormal  movement  of 
fluid  may  depend  upon  multiple  factors,  such  as  effective 
pulmonary  capillary  pressure,  effective  plasma  colloid 
osmotic  pressure,  the  physico-chemical  and  physical  state 
of  the  capillary  wall,  the  adequacy  of  lymphatic  drain- 
age, and  perhaps  others.  It  also  seems  logical  that  each 
of  these  factors  plays  a role  of  varying  importance  in 
relation  to  the  others.  Although  most  investigators  of 
the  problem  agree  that  these  factors  include  the  probable 
ones  operating  in  the  production  of  pulmonary  edema, 
they  tend  to  disagree  upon  their  relative  importance. 

Wiggers"  lists  alterations  in  capillary  permeability, 
changes  in  the  composition  of  the  blood,  and  increased 
intracapillary  pressure,  in  order  of  importance,  as  being 
the  determining  factors  in  the  production  of  pulmonary 
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edema.  Even  in  cardiac  decompensation  he  discounts 
mechanical  factors  and  states,  "In  cardiac  failure  defi- 
cient blood  supply  through  the  bronchial  vessels  may 
conceivably  lead  to  formation  of  capillo-dilator  products 
or  may  alter  permeability  through  interference  with  nor- 
mal vasomotor  functions.”  In  regard  to  lowered  plasma 
proteins  and  colloid  osmotic  pressure  he  states,  "It  also 
remains  doubtful  whether  decrease  in  plasma  proteins 
per  se  can  produce  pronounced  edema  unless  capillary 
pressure  is  simultaneously  increased.”  He  is  more  em- 
phatic in  his  views  on  capillary  pressure  changes,  stating, 
"There  is  little  reason  to  believe  that  ....  the  capillary 
pressure  can  ever  be  increased  sufficiently  in  the  body  to 
cause,  by  itself,  the  onset  of  acute  edema.” 

Drinker'"’-'®  reports  that  dogs  breathing  a mixture  of 
ten  per  cent  carbon  dioxide,  90  per  cent  oxygen  against 
an  inspiratory  air  flow  resistance  which  created  a nega- 
tive intrathoracic  pressure  of  9.4  cm.  water  showed  no 
pulmonary  edema,  only  some  dependent  congestion,  after 
four  hours.  When,  instead,  a ten  per  cent  oxygen,  90 
per  cent  nitrogen  mixture  was  used,  the  oxygen  content 
of  the  arterial  blood  being  measured  as  1 1.3  vol.  per  cent, 
"marked  dependent  congestion”  was  found  after  2Yz 
hours.  He  believes  on  the  basis  of  this  evidence  in  three 
dogs  that  anoxia  is  the  most  important  factor  in  the  pro- 
duction of  pulmonary  edema  and  advocates  oxygen  in- 
halation as  the  chief  preventive  and  therapeutic  proce- 
dure against  it.  Contradictory  evidence  has  been  pre- 
sented by  Haddy"  who  has  reported  changes  in  the 
lungs  occurring  in  dogs  subjected  to  an  inspiratory  or 
expiratory  air  flow  resistance  of  15  to  20  cm.  water. 
Pulmonary  arterial  and  venous  pressures  and  arterial 
oxygen  saturation  were  measured.  He  found  that  in 
those  animals  with  minimal  pulmonary  edema  there  was 
no  significant  rise  in  pulmonary  venous  pressure  except 
in  the  terminal  moments,  but  in  17  animals  with  definite 
pulmonary  edema  there  was  a gradual  sustained  rise  of 
integrated  mean  pulmonary  venous  and  arterial  pressures. 
Whereas  the  pulmonary  venous  pressure  in  the  animals 
with  minimal  edema  reached  an  average  level  of  8.6  mm. 
Hg,  it  reached  an  average  level  of  21.1  mm.  Hg  in  ani- 
mals with  definite  pulmonary  edema,  and  the  arterial 
oxygen  content  did  not  fall  at  any  time.  He  concludes, 
"There  was  no  correlation  whatsoever  between  the  ar- 
terial oxygen  saturation  and  the  amount  of  edema  found 
at  necropsy  whereas  there  was  a good  correlation  between 
edema  and  pulmonary  venous  pressure  rise.” 

Neurogenic  Theory 

There  are  numerous  reports  in  the  literature  of  acute 
pulmonary  edema  associated  with  head  injury®"’  and 
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central  nervous  system  lesions.'’’^  Many  of  these  authors 
have  attributed  the  edema  to  some  neurogenic  mech- 
anism which  changes  the  permeability  of  the  pulmonary 
capillaries.  The  neurogenic  theory  has  been  further  pro- 
moted by  Farber' who  reported  that  bilateral  cervical 
vagotomy  in  rabbits  leads  to  death  in  eight  to  24  hours 
with  severe  acute  pulmonary  edema  and  congestion.  Fde 
also  reported  that  vagotomized  guinea  pigs  given  positive 
pressure  artificial  respiration  succumbed  to  acute  pulmo- 
nary edema  within  three  and  one-half  to  four  hours 
while  animals  with  intact  vagi  showed  only  congestion 
after  five  hours.  The  degree  of  positive  pressure  em- 
ployed was  not  given.  These  findings  were  interpreted 
to  mean  that  "disturbances  to  the  vasomotor  control  of 
the  pulmonary  vessels  ....  lead  to  the  production  of 
severe  pulmonary  edema  and  hemorrhage.”  Lorber""-”' 
carried  out  bilateral  cervical  vagotomy  with  and  without 
tracheotomy  in  rats  and  guinea  pigs  and  came  to  the 
conclusion  that  "pulmonary  edema  following  bilateral 
vagotomy  probably  results  primarily  from  respiratory 
obstruction”  and  can  be  prevented  by  maintaining  a 
patent  airway.  Short^''  came  to  the  same  conclusion  fol- 
lowing similar  observations  in  the  rabbit,  barber’s  work 
has  been  further  contradicted  by  Sussman,  Hemingway, 
and  Visscher"  ’ who  observed  that  positive  pressure  arti- 
ficial respiration  did  not  produce  pulmonary  edema  when 
the  pressure  did  not  exceed  six  mm.  Hg  either  in  the 
intact  or  vagotomized  guinea  pig.  At  20  mm.  Hg  pres- 
sure, however,  massive  pulmonary  edema  appeared  within 
five  hours  in  both  intact  and  vagotomized  animals.  Zin- 
berg,  Nudell,  Kubicek,  and  Visscher"’*  observed  that  in 
dogs  subjected  to  respiratory  air  flow  resistance  bilateral 
cervical  vagotomy  did  not  increase  the  severity  of  the 
pulmonary  edema.  Campbell  and  Visscher"'  have  re- 
ported that  in  the  guinea  pig  under  artificial  respiration 
bilateral  cervical  vagotomy  provided  marked  protection 
against  the  pulmonary  edema  produced  by  elevation  of 
intracranial  pressure.  Pulmonary  edema  in  dogs  that 
results  from  elevation  of  intracranial  pressure  has  been 
shown  to  be  directly  related  to  rise  in  pulmonary  venous 
pressure.^ ' 

Starling-Landis  Theory 

The  effects  of  variations  in  capillary  pressure,  plasma 
colloid  osmotic  pressure,  and  capillary  permeability  in 
the  prevention  and  production  of  edema  in  extrapulmo- 
nary  sites  have  been  rather  thoroughly  investigated.  (The 
capillary  hydrostatic  pre.ssure  is  opposed  by  the  tissue 
pressure,  and  the  colloid  osmotic  pressure  of  the  capil- 
lary contents  is  opposed  by  the  colloid  osmotic  pressures 
of  the  extravascular  space  contents.  In  the  following 
discussion,  therefore,  only  net  hydrostatic  and  colloid 
osmotic  pressures  will  be  referred  to).  In  1861  Graham 
first  suggested  that  the  plasma  colloids  may  exert  an 
osmotic  pressure.*''  In  1896  Starling,**'  using  a peri- 
toneal membrane  in  his  osmometer,  first  measured  the 
osmotic  pressure  exerted  by  the  plasma  proteins  and 
found  a value  of  about  25  mm.  Hg.  Although  this  is 
a small  figure  compared  to  the  total  osmotic  pressure  of 
the  blood,  about  5000  mm.  Hg,  contributed  to  largely 
by  the  crystalloids  of  the  plasma,  it  is  the  colloid  osmotic 
pressure  which  may  influence  the  amount  and  direction 


of  fluid  movements  across  the  capillary  wall;  for  the 
crystalloids  distribute  themselves  freely  across  the  capil- 
lary wall,  which  is  normally  permeable  to  crystalloids 
and  practically  impermeable  to  colloids.  This  theory  was 
formulated  by  Starling  who  stated,  "Although  the  os- 
motic pressure  of  the  proteids  of  the  plasma  is  so  insig- 
nificant, It  is  of  an  order  of  magnitude  comparable  to 
that  of  the  capillary  pressures;  and  whereas  capillary 
pressure  determines  transudation,  the  osmotic  pressure 
of  the  proteids  of  the  serum  determines  absorption.” 

The  plausibility  of  this  theory  was  demonstrated  in 
1926  by  Landis’"  who  made  successful,  accurate,  direct 
measurements  of  capillary  pressures  in  the  frog  mesen- 
tery. He  later  measured  capillary  pressures  in  the  web 
and  muscle  of  the  frog,  in  the  mesentery  of  the  rat  and 
guinea  pig,  and  in  the  skin  of  the  human.  He  also 
measured  the  plasma  colloid  osmotic  pressure  for  each 
species;  and  in  every  instance,  although  the  absolute 
values  varied  with  the  species,  the  arteriolar  capillary 
pressure  was  significantly  higher  than  the  venous  capil- 
lary pressure,  with  the  colloid  osmotic  pressure  being 
intermediate.  He  re-stated  Starling’s  hypothesis  saying, 
"It  IS  physically  possible,  therefore,  that  on  the  average, 
fluid  is  filtered  from  blood  during  its  passage  through 
the  arteriolar  portion  of  the  capillary  network  while 
absorption  takes  place  in  the  venous  portion  of  the 
capillary  network.  Though  this  represents  an  average 
condition,  fluid  movement  in  individual  capillaries  will 
diverge  from  the  average  in  accordance  with  variations 
in  capillary  pressure,  diameter  and  flow.”  •'** 

Effects  of  Increased  Capillary  Pressure 

The  effect  of  variation  in  capillary  hydrostatic  pres- 
sure upon  fluid  movement  m the  frog  mesentery  was 
also  studied  by  Landis  using  his  micro-injection  tech- 
nique.’" He  found  that  when  the  hydrostatic  pressure 
was  less  than  nine  cm.  water,  fluid  moved  from  the  extra- 
vascular  spaces  into  the  capillaries;  and  when  the  hydro- 
static pressure  was  greater  than  12.5  cm.  water,  fluid 
moved  in  the  opposite  direction.  There  was  no  net  move- 
ment of  fluid  when  the  hydrostatic  pressure  was  11.5  cm. 
water.  The  rate  of  filtration  was  found  to  bear  a linear 
relation  to  the  difference  between  the  capillary  pressure 
and  11.5  cm.  water,  which  is  the  value  for  the  colloid 
osmotic  pressure  of  frog  plasma  previously  reported  by 
White.-’** 

The  relation  between  abnormally  high  venous  (and 
capillary)  pressure  and  the  appearance  of  edema  in  the 
perfused  limb  of  a dog  was  reported  by  Bornstein  and 
Budelmann  ’*  who  found  that  when  the  venous  pressure 
was  raised  to  ten  mm.  Hg,  edema  appeared  within  one 
hour,  whereas  at  lower  venous  pressures  no  edema  ap- 
peared. Landis  and  Gibbon,  ’ ’ using  a pressure  plethys- 
mograph  on  human  subjects,  found  that  after  the  venous 
pressure  in  the  forearm  reached  a critical  level  of  12  cm. 
water,  the  rate  of  transudation  from  the  vascular  system 
into  the  extravascular  spaces  was  directly  proportional  to 
the  venous  pressure.  When  the  venous  pressure  was 
raised  to  extremely  high  levels  (about  80  mm.  Hg), 
It  was  found  that  not  only  did  transudation  increase,  but 
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a considerable  amount  of  plasma  proteins  also  passed 
through  the  capillary  walls. 

Although  the  effect  of  increased  capillary  pressure  in 
the  pulmonary  system  has  not  been  studied  as  extensively 
as  it  has  in  extrapulmonary  sites,  some  experimental  work 
on  the  problem  has  been  reported.  In  1878  Welch^^ 
produced  acute  pulmonary  edema  in  rabbits  by  ligation 
of  either  the  thoracic  aorta  or  the  pulmonary  veins  or 
by  manual  compression  of  the  left  ventricle.  He  ascribed 
the  edema  as  resulting  from  "a  disproportion  between 
the  working  power  of  the  left  ventricle  and  the  right 
ventricle”  so  that  the  right  ventricle  ejected  more  blood 
than  the  left.  Unquestionably  the  pulmonary  capillary 
pressure  is  raised  by  such  procedures.  In  1893  Lowit^*' 
confirmed  these  findings  in  rabbits.  However,  Anton- 
iazzi,  repeating  Welch’s  experiments  on  rabbits  could 
obtain  pulmonary  edema  only  occasionally.  In  dogs 
Sahli  could  not  obtain  these  results  and  Kotowschtschi- 
kow  could  obtain  them  infrequently.'^'  These  negative 
results,  however,  prove  only  that  it  is  possible  to  obstruct 
the  aorta  without  obtaining  a pulmonary  venous  pressure 
rise  of  sufficient  duration  and  magnitude  to  produce  lung 
edema.  They  do  not  prove  that  Welch  was  fundamen- 
tally in  error  in  his  interpretations.  That  the  develop- 
ment of  acute  pulmonary  edema  is  associated  with  high 
venous  (and  capillary)  pressures  has  been  shown  by 
Campbell,  Haddy,  Adams  and  Visscher.'*^  They  found 
that  the  extent  of  pulmonary  edema  associated  with  in- 
creased intracranial  pressure  in  dogs  was  significantly 
correlated  with  the  magnitude  of  the  increase  in  pulmo- 
nary venous  pressure.  Elevated  pulmonary  venous  pres- 
sure, in  turn,  was  found  to  be  a consequence  of  brady- 
cardia and  lowered  cardiac  output  and  could  be  reversed 
by  the  administration  of  atropine. 

Effects  of  Decrease  in  Plasma  Colloid 
Osmotic  Pressure 

The  general  role  played  by  the  plasma  proteins  (and 
the  colloid  osmotic  pressure  which  they  exert)  upon 
movement  of  fluid  between  the  capillaries  and  their  sur- 
roundings has  also  been  noted  both  clinically  and  experi- 
mentally. The  first  incrimination  of  low  plasma  colloid 
osmotic  pressure  in  the  production  of  generalized  edema 
in  humans  was  made  in  1922  by  Hagedorn  et  al, 
in  a patient  with  severe  albuminuria.  In  1923  Barry"''’ 
noted  that  pulmonary  edema  appeared  rapidly  in  isolated 
dog  heart-lung  preparations  perfused  with  blood  which 
had  been  diluted  with  Ringer’s  solution.  The  degree  of 
edema  diminished  following  the  addition  of  acacia  to 
the  perfusing  blood,  and  he  suggested,  therefore,  the 
use  of  intravenous  injections  of  acacia  to  raise  the  plasma 
colloid  osmotic  pressure  in  patients  with  pulmonary 
edema. 

In  1927  Drinker,  working  in  Krogh’s  laboratory, 
found  that  the  addition  of  relatively  large  quantities  of 
horse  serum  to  the  perfusing  fluid  prevented  the  appear- 
ance of  subcutaneous  edema  in  the  perfused  frog  leg. 
He  attributed  the  favorable  effect  of  the  serum  to  its 
maintaining  the  capillaries  in  normal  condition  and  not 
to  the  increased  colloid  osmotic  pressure.’’"  In  dogs 
experimental  edema  has  been  produced  by  plasma- 


phoresis’’''"'’  and  prevented  by  reinjection  of  the  washed 
red  blood  cells  in  a solution  of  acacia,  demonstrating 
that  the  plasma  colloid  osmotic  pressure  and  not  the 
plasma  proteins  per  se  influences  the  movement  of  fluid 
across  the  capillary  wall.’’^ 

The  clinical  literature  contains  reports  of  cases  of  gen- 
eralized edema  associated  with  measured  low  plasma  col- 
loid osmotic  pressure  resulting  from  loss  of  proteins  in 
the  urine, and  there  are  also  reports  of  amelioration 
of  edema  by  the  intravenous  injection  of  plasma  or  plas- 
ma substitutes.’"-’’''^  The  first  report  of  successful  treat- 
ment of  patients  with  pulmonary  edema  by  the  intra- 
venous injection  of  triple  strength  plasma  appeared  in 
1946.’’’" 

Relation  Between  Changes  in  Hydrostatic 
AND  Colloid  Osmotic  Pressures 

The  relationship  between  changes  of  the  same  magni- 
tude in  venous  pressure  and  colloid  osmotic  pressure  was 
studied  in  humans  by  Krogh,  Landis  and  Turner.'" 
Using  the  pressure  plethysmograph  to  record  changes  in 
extravascular  volume  of  the  forearm,  they  observed  that 
a rise  in  venous  pressure  increased  the  extravascular  vol- 
ume by  an  average  of  .0023-.0033  cc./ min./ 100  cc. 
forearm/ one  cm.  water  rise  whereas  a rise  in  plasma 
colloid  osmotic  pressure  decreased  the  extravascular  vol- 
ume by  an  average  of  .0027-.0045  cc./ min./  100  cc.  fore- 
arm/one cm.  water  rise.  It  was  thus  demonstrated  that 
changes  in  the  hydrostatic  or  colloid  osmotic  pressure 
produced  practically  the  same  magnitude  of  effect,  in 
the  opposite  direction,  upon  the  movement  of  fluid 
across  the  capillary  wall. 

Pappenheimer  and  Soto-Rivera’’  perfused  isolated  hind 
limbs  of  dogs  and  cats  with  homologous  serum  solutions, 
recording  the  limb  weight  continuously.  A rise  in  arterial 
or  venous  pressure  produced  edema  and  an  increase  in 
weight,  while  lowering  of  the  arterial  or  venous  pressure 
resulted  in  a decrease  in  weight,  changes  in  venous  pres- 
sure being  one-fifth  to  one-tenth  as  great  as  changes  in 
arterial  pressure  required  to  produce  the  same  effect. 
By  simultaneous  lowering  of  arterial  pressure  and  rais- 
ing of  venous  pressure  an  "isogravimetric”  state  was 
obtained  with  no  net  change  in  weight  of  the  limb. 
Raising  or  lowering  of  the  colloid  osmotic  pressure  re- 
sulted in  changes  fairly  consistent  with  the  Starling- 
Landis  theory.  Zinberg  and  Visscher'"  perfused  iso- 
lated, ventilated  rat  lungs  through  cannulas  tied  in  the 
pulmonary  trunk  and  left  atrium.  The  hydrostatic  pres- 
sure and  the  composition  of  the  perfusing  fluid  were 
varied  while  other  conditions,  as  far  as  possible,  were 
kept  constant.  It  was  found  that,  under  the  conditions 
of  these  experiments,  pulmonary  edema  occurred  when- 
ever the  hydrostatic  pressure  was  increased  and  or  the 
colloid  osmotic  pressure  was  decreased,  in  accordance 
with  the  Starling-Landis  theory. 

Effects  of  Damage  to  Capillary  Wall 

According  to  the  Starling-Landis  theory  the  balance 
between  the  effective  capillary  hydrostatic  and  effective 
colloid  osmotic  pressures  prevents  the  occurrence  of 
edema.  It  is,  therefore,  obvious  that  any  agent  which 
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damages  the  capillary  wall,  making  it  abnormally  per- 
meable to  the  plasma  proteins,  will  upset  this  balance 
of  forces  and  produce  edema.  This  was  demonstrated 
in  the  perfused  frog’s  leg  by  Freund''^  who  observed 
that  the  capillaries  became  permeable  to  albumin  follow- 
ing the  injection  of  arsenic.  There  are  numerous  similar 
observations  in  the  literature.''*’''^  Pulmonary  edema  re- 
sulting from  phosgene  poisoning  or  ingestion  of  ANTU 
is  probably  due  to  the  toxic  effects  of  these  agents  upon 
the  pulmonary  capillaries,  increasing  their  permeability 
to  protein.  This  was  demonstrated  by  Cameron  and 
Courtice*"  who  found  that  in  rabbits  developing  pulmo- 
nary edema  following  exposure  to  phosgene  gas  the  pro- 
tein concentration  of  the  edema  fluid  was  the  same  as 
the  plasma  protein  concentration  and  that  the  total  plas- 
ma protein  loss  could  be  accounted  for  by  the  total  pro- 
tein content  of  the  edema  fluid.  Latta®'*  found  the  same 
relationship  existing  between  the  protein  content  of 
pleural  effusion  fluid  and  plasma  in  rats  developing 
pulmonary  edema  and  pleural  effusion  following  inges- 
tion of  ANTU. 

Role  of  Capillary  "Pores”  and  Particulate 
Matter 

In  1867  Cohnheim''’  observed  in  the  frog’s  web  that 
severe  venous  congestion  produced  capillary  dilatation 
followed  by  extravasation  of  red  blood  cells.  When  the 
congestion  was  relieved,  normal  blood  flow  ensued  with 
no  evidence  of  capillary  damage.  These  observations  led 
him  to  postulate  that  under  pressure  the  red  blood  cells 
escaped  through  preformed  stomata  which  closed  when 
the  pressure  was  reduced.  A similar  observation  was 
made  by  Landis'''  who  introduced  India  ink  under  a 
pressure  of  50  to  60  mm.  Hg  into  a single  capillary  of 
the  frog’s  mesentery  and  found  that  some  of  it  escaped, 
collecting  outside  the  vessel  wall.  When  the  injection 
was  stopped  and  blood  allowed  to  flow  normally  through 
the  capillary,  there  was  no  evidence  of  capillary  leakage. 
The  role  of  particulate  matter  in  blocking  these  capillary 
"pores”  and  preventing  edema  has  been  noted  by  Dan- 
lelli''’  who  found  that  the  rapid  appearance  of  edema 
in  the  lower  half  of  frogs  during  perfusion  with  Ringer’s 
fluid  could  be  protected  against  by  the  addition  of 
acacia,  ox  serum,  ovalbumin  or  sheep  hemoglobin  to  the 
perfusing  fluid.  The  most  effective  agent  was  found  to 
be  horse  platelets,  a suspension  of  platelets  in  acacia  be- 
ing just  as  effective  as  an  ox  serum  solution  1000  times 
more  concentrated  in  protein.  He  hypothesized  that  the 
platelets  act  mechanically  by  blocking  the  "protein-per- 
meable pores”  in  the  arterial  portion  of  the  capillary, 
thus  preventing  transudation.  Zinberg  and  Visscher'" 
observed  that  particulate  matter,  in  the  form  of  India 
ink  or  heterologous  red  blood  cells,  in  the  perfusing  fluid 
or  on  the  walls  of  the  pulmonary  capillaries  partially 
protected  against  the  appearance  of  edema  in  the  iso- 
lated, perfused  rat  lung. 

Conclusions 

Pulmonary  edema  has  been  produced  experimentally 
by  many  apparently  different  procedures.  The  experi- 
mental evidence  indicates  that  there  are  fundamentally 
only  two  important  ultimate  mechan'sms:  (1)  an  increase 


in  pulmonary  capillary  pressure  above  the  plasma  colloid 
osmotic  pressure,  and  (2)  an  increase  in  pulmonary 
capillary  permeability  to  protein.  The  first  mechanism 
is  the  one  of  greater  importance  in  experimental  pulmo- 
nary edema  and  probably  in  most  clinical  lung  edema, 
excepting  that  produced  by  poisons  and  that  associated 
with  inflammation. 

There  is  no  substantial  evidence  that  neurogenic  fac- 
tors acting  directly  upon  the  lung  vessels  cause  pulmo- 
nary edema.  It  is  more  likely  that  nervous  factors  me- 
diate pulmonary  edema  indirectly  through  effects  upon 
the  heart. 

The  permeability  of  lung  capillaries  to  colloid  and 
water  is  increased  by  poisons.  It  is  also  crucially  influ- 
enced by  particulate  matter  in  the  fluid  perfusing  the 
lung.  The  role  of  particulate  matter,  especially  the  blood 
platelets,  in  controlling  pulmonary  edema  in  the  intact 
animal  has  not  been  investigated. 
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Chronic  Pyelonephritis  and  Hypertension* 

E.  J.  Tanquist,  M.D.  and  E.  E.  Emerson,  M.D. 

Alexandria,  Minnesota 


Chronic  pyelonephritis  refers  to  lesions  in  which  both 
renal  parenchyma  and  pelvis  are  involved.  In  the 
absence  of  hydronephrosis  it  is  of  hematogenous  origin 
and  many  of  the  hydronephrotic  cases  may  be  of  hem- 
atogenous origin.  Ten  per  cent  of  cases  occur  without 
hydronephrosis  and  90  per  cent  have  hydronephrosis  and 
may  be  either  unilateral  or  bilateral.  Obstruction,  there- 
fore, plays  an  important  role.  If  the  obstruction  is  in 
the  ureter  30  per  cent  of  cases  are  infected,  but  if  the 
obstruction  is  in  the  bladder  or  urethra  60  per  cent  are 
infected. 

Macroscopic  examination  of  the  kidney  surface  shows 
deep  coarse  pits  produced  by  areas  of  cortical  atrophy, 
and  the  mucosa  of  the  renal  pelvis  is  roughened  and 
granular.  Microscopic  examination,  particularly  in  the 
contracted  kidney,  or  sections  through  cortical  depres- 
sions, show  dense  foci  of  small  lymphocytes  and  almost 
complete  disappearance  of  tubules  while  the  glomeruli 
are  hyaline  or  absent.' 

Atrophy  of  pyelonephritis  may  be  circumscribed  as 
to  resemble  infarct  or  so  diffuse  as  to  resemble  primary 
atrophy.  It  follows  chronic  pyelonephritis  or  healing  of 
a cortical  abscess  and  is  usually  unilateral.  An  atrophic 
pyelonephritis,  whether  on  one  or  both  sides,  is  a further 
stage  of  inffammatory  destruction.  Kidneys  with  such 
conditions  are  imbedded  in  thickened  and  adherent  cap- 
sules and  perirenal  tissue,  and  are  usually  reduced  to 
one-fourth  normal  size." 

Chronic  unilateral  pyelonephritis  is  associated  with 
hypertension  in  a few  cases.  Dr.  Bell  states  that  few 
reports  in  literature  in  which  a severe  hypertension  has 
been  permanently  relieved  by  removal  of  an  infected 
kidney.  He  states  further  that  if  the  kidney  is  function- 
less there  is  no  harm  to  the  patient  m its  removal. 
In  fact,  inasmuch  as  it  may  become  hydronephrotic  and 
infected,  and  since  there  is  a good  chance  of  reducing 
blood  pressure  permanently,  it  is  a sound  procedure  to 
remove  the  functionless  kidney,  providing,  of  course, 
that  the  other  kidney  is  normal  and  has  good  function.' 

Braasch  and  Jacobson  found  hypertension  in  47  per  cent 
of  cases  of  chronic  unilateral  pyelonephritis.  In  a large 
proportion  of  the  cases  permanent  reduction  of  blood  pres- 
sure followed  nephrectomy.  As  a clinical  entity  atrophic 
pyelonephritis  is  not  often  observed.  The  lesion  is  the 
result  of  extensive  renal  infection  and  is  characterized 
by  widespread  atrophy  of  renal  tissue.  Surgical  treat- 
ment IS  indicated  only  when  unilateral  complications  de- 
velop, such  as  increase  of  infection,  pelvic  stasis,  lithiasis 
or  other  lesions  which  causes  unilateral  intrarenal  vas- 

*Presented at  die  staff  meeting  of  Our  Lady  of  Mercy  Hos- 
pital, Alexandria,  Minnesota,  January  18,  1930. 


cular  imbalance.  Hypertension  associated  with  atrophic 
pyelonephritis  will  be  relieved  by  surgery  in  70  per  cent 
of  cases. 

Braasch  and  Jacobson  report  also  a study  of  180  cases 
in  which  definite  findings  of  chronic  bilateral  pyelo- 
nephritis were  made  with  hypertension  in  only  26  per 
cent.  In  a control  group  of  975  cases  taken  at  random 
at  Mayo  Clinic,  there  was  an  incidence  of  hypertension 
of  20  per  cent.  Thus  in  the  known  cases  of  pyelo- 
nephritis there  were  only  six  per  cent  more  cases  of 
hypertension  as  compared  with  a group  of  cases  chosen 
at  random. 

Houston  adds  five  cases  to  recently  accumulated  litera- 
ture in  evidence  that  unilateral  renal  disease  may  be  a 
cause  in  some  cases  of  hypertension  and  that  nephrec- 
tomy or  repair  of  kidney  may  bring  blood  pressure  to 
normal.  He  also  notes  that  an  absence  of  hypertension 
in  many  cases  of  unilateral  renal  disease,  and  that  neph- 
rectomy failed  to  reduce  blood  pressure  and  hypertension 
returned  in  many  cases  after  lapse  of  time.  He  further 
warns  against  too  great  an  optimism  in  considering 
nephrectomy  as  a panacea  for  all  such  cases.'’ 

Kimmel  reports  that  hypertension  has  long  been  known 
to  occur  m certain  cases  of  glomerulonephritis  and  cases 
of  urinary  obstruction.  Only  more  recently,  in  1942,  was 
hypertension  reported  in  association  with  pyelonephritis. 
In  experiements  on  dogs  and  monkeys,  obstruction  of 
blood  flow  to  kidney  caused  hypertension. 

In  a study  of  510  infants  and  children,  Kimmel  found 
91  cases  with  renal  disease.  Unilateral  chronic  pyelo- 
nephritis was  found  in  68,  and  only  six  had  hypertension. 
The  other  23  patients  had  bilateral  pyelonephritis  and  of 
these  only  four  had  hypertension.  Kimmel  states  that 
there  is  no  correlation  between  renal  function  as  evi- 
denced by  level  of  urea  in  blood  and  hypertension  in 
this  series.'' ' ‘ 

Barker  and  Walters  reported  in  1938  a case  of  hyper- 
tension in  a man  aged  42.  When  his  unilateral  chronic 
atrophic  pyelonephritis  was  treated  by  nephrectomy,  a 
blood  pressure  of  200  140  returned  to  normal  and  fol- 
low-up for  two  years  revealed  pressure  to  be  130' 90. 
In  1940  these  authors  reported  four  more  cases  of  neph- 
rectomy for  chronic  atrophic  pyelonephritis  with  return 
of  blood  pressure  to  normal  and  remaining  normal.  They 
state  that  this  offers  ample  evidence  that  diseased  kidney 
was  the  chief  factor  in  production  of  hypertension. 

These  writers  report  further  a study  of  100  patients 
with  hypertension  and  only  four  were  found  to  have 
chronic  atrophic  pyelonephritis.  Among  advanced  cases 
of  chronic  atrophic  pyelonephritis  the  incidence  of  hyp>er- 
tension  was  fairly  common.  Barker  and  Walters  believe 
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that  surgical  removal  of  diseased  kidney  is  indicated  as 
treatment  of  the  hypertension  when  unilateral  atrophic 
pyelonephritis  is  found  and  other  kidney  functions  nor- 
mally.'"-'"-"' 

In  1941  Nesbit  stated  that  most  cases  of  unilateral 
chronic  pyelonephritis  with  hypertension  subjected  to 
nephrectomy  were  cured  or  improvement  of  hypertension 
occurred.  Failure  may  be  due  to  extra  renal  causes  or 
vascular  lesion  of  surviving  kidney."'* 

Butler  reports  15  patients  with  chronic  pyelonephritis 
and  hypertension  over  a period  of  years.  The  blood 
pressure  returned  to  normal  after  nephrectomy  in  two 
of  the  patients. 

Following  is  the  report  of  a case  of  chronic  unilateral 
pyelonephritis  with  hypertension  treated  with  nephrec- 
tomy. 

Case  Report 

Mrs.  W.  H.,  aged  46,  was  first  seen  in  1944  for  a minor 
pelvic  disturbance.  She  was  seen  again  in  September,  1948, 
at  which  time  she  complained  of  a large  mass  in  her  abdomen. 
Examination  revealed  a large  tumor  extending  from  pelvis 
which  was  diagnosed  as  a probable  fibroid  of  the  uterus.  Blood 
pressure  was  normal  both  in  1944  and  1948. 

At  the  operation  September  16,  1948,  it  was  found  that  the 
large  mass  was  that  of  a large,  soft  fibroid  with  massive  attach- 
ments through  inflammatory  processes  to  the  pelvic  walls,  rec- 
tum and  small  bowels.  The  tumor  was  identified  and  freed  with 
greatest  difficulty,  profuse  bleeding  encountered,  and  the  left 
ureter  was  fused  in  the  adhesion  and  because  of  difficulty  of 
identification  and  profuse  bleeding,  difficulty  of  exposure,  dam- 
age was  inflicted  on  the  left  ureter.  This  fact  was  recognized 
as  very  probable  when  the  removed  tumor  was  examined  after 
operation.  Fortunately  the  patient  made  an  uneventful  recovery 
and  was  able  to  leave  the  hospital  on  the  seventeenth  postopera- 
tive day. 

Repeated  examinations  after  the  operation  while  at  the  hos- 
pital revealed  a steadily  rising  blood  pressure  and  then  finally 
after  return  home  the  blood  pressure  was  up  to  230/130.  Not- 
withstanding this  marked  hypertension  the  patient  was  remark- 
ably free  from  symptoms.  She  was  aware  of  the  presence  of 
hypertension  because  of  the  rushing  of  the  blood  in  her  head. 

Her  blood  pressure  on  January  29,  1949,  was  230-240/130-130. 
Cystoscopic  examination  revealed  a normal  bladder  wall  and  tri- 
gone. It  was  impossible  to  pass  the  catheter  up  on  the  left  side 
but  possible  to  pass  it  readily  on  the  right  side.  The  urine  from 
the  right  side  was  essentially  negative  and  from  that  side  the 
PSP  administered  appeared  in  four  minutes  and  35  per  cent  of 
dye  was  recovered  in  30  minutes.  The  pyelogram  showed  a nor- 
mal pelvis  and  calyces  on  the  right  kidney.  An  excretory  uro- 
gram exhibited  normal  pelvis  and  ureter  on  the  right  side  with 
no  visualization  on  the  left.  A two  hour  PSP  excretion  was  65 
per  cent.  The  kidney  ability  to  concentrate  was  excellent.  Blood 
studies,  electrocardiogram  and  chest  plates  were  all  normal.  The 
conclusion  was  that  there  was  a normal  functioning  right  kidney 
with  a nonfunctioning  kidney  on  the  left. 

On  February  7,  1949,  under  pentothal  and  gas  anesthesia, 
a left  extraperitoneal  lumbar  nephrectomy  was  performed  with- 
out incidence. 

Following  is  the  pathological  report  by  Dr.  E.  T.  Bell:  "The 
kidney  measures  about  8 cm.  in  length  and  the  cortex  is  only 
slightly  reduced  in  thickness.  This  is  some  dilatation  of  the 
pelvis.  Microscopic  sections  show  an  extensive  lymphocytic  in- 


filtration in  the  medulla  and  the  cortic  medullary  junction. 
This  interpretation  is  a severe  chronic  pyelonephritis. 

"Th  is  is  the  type  of  kidney  that  is  supposed  to  cause  hyper- 
tension. Did  patient  have  hypertension?” 

The  patient  recovered  from  the  operation  without  any  com- 
plications. During  the  convalescence  at  the  hospital  blood  pres- 
sure readings  showed  a prompt  fall  and  when  she  left  the  hos- 
pital in  February,  1949,  the  blood  pressure  was  150/92. 

During  the  past  year  the  blood  pressure  has  remained  within 
normal  limits,  the  systolic  has  been  between  140  and  150  and 
the  diastolic  pressure  between  90  and  100. 

On  examinations  January  10  and  14,  1950,  the  blood  pressure 
was  150/92.  The  patient  has  been  feeling  very  well  with  no 
definite  complaints.  She  has  observed  that  when  she  overworks, 
such  as  doing  heavy  lifting,  or  when  she  does  such  work  as 
chiseling  holes  in  the  ice,  she  notices  some  pain  over  the  left 
back  and  forward  into  the  pelvis.  She  has  been  walking  as  much 
as  15  miles  a day  v/ithout  any  ill  effect.  She  has  a tendency  to 
gam  weight  and  is  slightly  constipated.  She  has  no  complain 
referable  to  the  pelvis  or  urinary  canal,  no  nocturia  or  frequency, 
nor  any  spells  of  nervousness  or  headaches. 

Examination  reveals  that  she  is  in  excellent  physical  condition. 
The  urine  is  negative,  hemoglobin  105  per  cent,  red  blood  cells 
5,050,000,  white  blood  cells  7,550,  the  differential  is  within  nor- 
mal limits  and  x-ray  of  chest  and  electrocardiogram  likewise 
show  no  pathology. 
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The  word  "parasympathomimetic”  was  introduced 
about  40  years  ago  by  Sir  Henry  Dale  to  designate 
those  chemical  substances  which,  when  introduced  into 
the  animal  organism,  mimic  the  efFect  of  stimulation  of 
parasympathetic  nerves. 

Autonomic  Nervous  System 
The  autonomic  nervous  system  (Figure  1),  also  known 
as  the  vegetative  or  involuntary  nervous  system,  consists 
of  nerves  and  ganglia  which  control  the  heart,  blood  ves- 
sels, glands,  viscera  and  smooth  muscles.  From  the  ana- 
tomical viewpoint,  the  autonomic  nervous  system  falls 
into  two  mam  divisions — the  sympathetic  nervous  system 
and  the  parasympathetic  nervous  system. 

The  cells  of  origin  of  the  sympathetic  division  lie  in 
the  spinal  cord  from  the  first  thoracic  to  the  fourth 
lumbar  segments.  These  cells  are  connected  with  nerve 
cells  in  outlying  ganglia,  by  means  of  preganglionic 
fibers.  The  nerve  fibers  arising  from  the  ganglion  cells 
are  referred  to  as  postganglionic.  The  parasympathetic 
fibers  stem  from  three  different  levels  of  the  central 
nervous  system — the  midbrain,  the  medulla  and  the 
sacral  region  of  the  spinal  cord.  In  the  parasympathetic 
nervous  system  the  ganglia  lie  in  close  relation  to  the 
innervated  organs. 

’^‘Presented  at  the  1 16th  meeting  or  the  American  Association 
for  the  Advancement  of  Science,  New  York  City,  Dece.mber  30, 
1949. 

i Warner  Institute  for  Therapeutic  Research,  New  York  City. 


As  a result  of  the  classical  work  of  Loewi  and  of 
Cannon  and  their  associates,  it  is  now  generally  accepted 
that  autonomic  nerve  impulses  effect  responses  in  muscles 
and  glands  essentially  through  the  mediation  of  acetyl- 
choline and  an  epinephrine-like  substance  termed  sym- 
pathin,  liberated  at  the  nerve  endings.  Dale  proposed 
the  terms  cholinergic  and  adrenergic  as  functionally  de- 
scriptive terms  for  the  purpose  of  specifying  which  of 
the  two  chemical  substances  is  involved.  A physiological 
classification  into  cholinergic  nerves  and  adrenergic 
nerves  has  resulted:  cholinergic  nerves  include  all  nerves 
which  upon  stimulation  release  acetylcholine  at  their  ter- 
minal. At  this  site  the  enzyme  cholinesterase  is  present 
and  rapidly  hydrolyzes  the  acetylcholine,  thereby  allowing 
the  synapse  to  rest  until  the  next  stimulus  arrives.  The 
class  of  cholinergic  nerves  comprises  all  preganglionic 
autonomic  nerves  (whether  sympathetic  or  parasympa- 
thetic) , all  postganglionic  parasympathetic  nerves,  also 
the  postganglionic  sympathetic  nerves  leading  to  sweat 
glands  and  certain  vascular  beds  of  the  lower  limbs,  as 
well  as  all  motor  nerves  to  skeletal  muscles.  Adrenergic 
nerves  include  all  nerves  which  release  sympathin  at  their 
endings.  They  consist  exclusively  of  postganglionic  sym- 
pathetic fibers.  From  a physiological  point  of  view,  the 
sympathetic  and  parasympathetic  nervous  systems  gen- 
erally stand  as  antagonists  in  their  effects  on  the  viscera; 
the  level  of  activity  at  any  one  moment  is  the  result  of 
a balance  between  the  two  component  actions. 


Fig.  1.  Diagram  of  the  auto- 
nomic nervous  system  (From  Myer 
and  Gottlieb’s  Pharmacology,  re- 
produced by  permission  of  the  J. 
B.  Lippincott  Company). 
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Autonomic  Drugs 

The  classification  of  autonomic  drugs  represented  in 
Table  I is  essentially  that  proposed  by  Goodman  and 
Gilmand.  The  group  of  substances  bracketed  in  Table  I 
may  be  said  to  constitute  the  parasympathomimetic 
drugs.  These  may  now  be  defined  as  autonomic  drugs 
stimulating  structures  innervated  by  cholinergic  nerves — 
whether  preganglionic  or  postganglionic. 

Table  I 

Classification  of  Autonomic  Drugs 
(According  as  they  simulate  the  stimulation  or  depression  of 
cholinergic  and  adrenergic  nerves) 


Cholinergic  Nerves 

Adrenergic 

Preganglionic 

Postganglionic 

Nerves 

Stimulants 

A.  Ch.  and 
other  choline 
esters 

Physostigmine 

Neostigmine, 

Stigminene* 

A.  Ch.  and 
other  choline 
esters 

Physostigmine 

Neostigmine, 

Stigminene* 

Epinephrine 
Other  sympatho- 
mimetic amines 

Nicotine 

Muscarine 

Depressants  Nicotine 

(Automatic 

blocking  agents)  Curare 

V 

Atropine 

Scopolamine 

Ergotamine 
Dioxane  derivs. 

A.  Ch. 

Physostigmine 

Other  sympath- 
olytic agents 

*This  group  potentiates  the  action  of  A.  Ch.  by  inhibiting 
cholinesterase. 


The  parasympathomimetic  action  or  cholinergic  action 
as  it  is  often  referred  to.  may  be  further  subdivided  into 
the  so-called  muscarinic  and  nicotinic  actions,  according 
as  to  whether  it  resembles  the  effects  of  the  alkaloid  mus- 
carine or  that  of  the  alkaloid  nicotine,  respectively.  The 
muscarinic  action  is  characterized  by  such  effects  on 
smooth  muscles  and  glands  as  cardiac  slowing,  peripheral 
vasodilatation,  hypotension,  increased  intestinal  peristal- 
sis, miosis,  bronchial  constriction,  salivation,  micturition 
and  sweating.  These  responses  are  all  inhibited  by  atro- 
pine. The  nicotinic  action  may  be  described  as  the  stim- 
ulant action  of  choline  esters  on  autonomic  ganglia.  The 
criterion  of  this  effect  is  a rise  in  blood  pressure.  This 
terminology  is  used  because  it  has  long  been  known  that 


nicotine  stimulates  autonomic  ganglia  before  paralyzing 
them.  Indeed,  large  doses  of  acetylcholine  may  produce 
a depressant  effect  on  ganglia  and  skeletal  muscles  simi- 
lar to  that  of  nicotine  and  curare. 

Parasympathomimetic  Compounds 

The  known  parasympathomimetic  compounds  fall  into 
three  main  categories:  the  choline  esters  and  their  deriva- 
tives, the  older  alkaloids,  consisting  essentially  of  pilo- 
carpine, arecoline  and  muscarine;  and  the  inhibitors  of 
cholinesterase.  The  reversible  inhibitors  consist  of  physo- 
stigmine  and  its  congeners,  whereas  the  irreversible  type 
involves  the  alkyl  phosphates. 

Choline  esters.  Among  the  esters  of  choline,  acetyl- 
choline is  of  greatest  interest  because  of  the  unique  role 
it  plays  in  the  neurophysiology  of  the  animal  organism. 
Pharmacologically,  acetylcholine  exhibits  powerful  cho- 
linergic properties,  by  far  stronger  than  those  of  its  near 
homologues,  formylcholine,  propionylcholine,  butyryl- 
choline  and  valerylcholine  (Table  II).  The  trend  for 
higher  homologues,  as  well  as  for  the  aromatic  esters  of 
choline,  is  towards  a paralyzing  nicotinic  action.  How- 
ever, because  of  its  instability  and  consequent  transient 
action,  acetylcholine  is  of  limited  clinical  value. 

The  pharmacological  effect  of  acetylation  of  the  alco- 
hols related  to  choline  varies  widely  with  the  chemical 
structure  involved. With  the  acetylation  of  choline 
itself,  there  is  a hundred  thousand-fold  potentiation  of 
activity.  With  /3-methylcholine  the  potentiation  is  even 
higher,  and  the  resulting  acetate  is  at  least  as  potent  as 
acetylcholine.  Acetyl  /3-methylcholine  has  been  marketed 
under  the  name  Mecholyl,  and  has  received  appreciable 
clinical  favor  because  of  its  somewhat  higher  stability 
than  acetylcholine  towards  enzymic  hydrolysis. 

The  carbamic  ester  of  choline,  carbaminoylcholine, 
which  was  found  to  possess  strong  cholinergic  properties 
has  been  marketed  under  the  trade  name  Doryl.  It  has 
received  considerable  clinical  attention  on  account  of  its 
high  stability  and  powerful  parasympathomimetic  prop- 
erties;'^ its  gastrointestinal  effects  precede  cardiovascular 
responses.  In  the  case  of  Mecholyl  this  sequence  is  re- 
versed. 

The  older  alkaloids.  The  second  main  group  of  para- 
sympathomimetic compounds  consists  essentially  of  three 
alkaloids  first  investigated  in  the  middle  of  the  nine- 


Table  II 

Choline  Aliphatic  Esters  R COOCH.,CH.,NMe  OH 
Muscarinic  Activity 


Hypotensive  Activity 

Peristaltic  Effect 

Cat-  Rabbit'* 

Dog^ 

Isolated 
Guinea  Pig 
Intestine'"* 

Isolated 

Rabbit 

Intestine'* 

Choline 

1/100,000 

1,20,000 

1/1000 

1/1300 

Formylcholine 

1/2 

1/10 

Acetylcholine 

1 

1 

1 

1 

1 

Propionylcholine 

1/20 

1/25 

1/180 

1/3 

1/33 

Butyrylcholine 

1/200 

0 

1/25 

1/400 

Valerylcholine 

1/66 

1/500 
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teenth  century.  These  substances  known  as  pilocarpine, 
arecoline  and  muscarine,  have  similar  pharmacological 
properties.  Pilocarpine  occurs  in  the  leaves  of  the  South 
American  shrubs.  Pilocarpus  jaborandi  and  Pilocarpus 
microphylus,  while  arecoline  is  obtained  from  the  East 
Indian  areca  nut  also  known  as  the  betel  nut.  Musca- 
rine, the  oldest  known  of  these  alkaloids,  is  the  active 
ingredient  of  a species  of  poisonous  mushrooms  that  goes 
by  the  name  of  Amanita  muscaria.  This  species  is  com- 
mon in  North  America. 

The  three  alkaloids  (Figure  2)  have  very  similar  ef- 
fects, characterized  by  a direct  action  on  smooth  muscle 
and  gland  cells  innervated  by  postganglionic  cholinergic 
nerves.''’  As  already  pointed  out,  this  action  is  so  typ- 
ical that  in  cholinergic  drugs  generally,  it  is  described  as 
muscarinic.  However,  pilocarpine,  arecoline  and  mus- 
carine have  little  or  no  nicotinic  action.  These  alkaloids 
are  rarely  prescribed  in  modern  therapy  because  of  the 
severe  discomforts  of  their  side  effects.  The  symptoms 
of  overdosage  are  profuse  salivation,  lacrimation,  sweat- 
ing, vomiting,  exaggerated  activity  of  the  bowel  and 
urinary  bladder,  bronchial  spasm  and  cardiovascular  col- 
lapse. Atropine  is  a specific  antidote  for  these  effects. 


CH„CH-  CH  — CH — -CH C 

o c I I 2 II 


-NCH 


OC  CH  HC  CH 

\ / 2 \ / 

0 N 

Pilocarpine 


C^Sc-, 


GOOCH., 


I 

CH., 


CHO 

(CHj)  N CH 

^ I ''CHOH  CH  CH 
OH  8 3 


Arecoline 


Muscarine 


Fig.  2.  The  structuiai  formulas  of  pilocarpine,  areco- 
line,  muscarine. 


There  seems  to  be  little  doubt  that  the  pharmacological 
action  of  physostigmine  (Figure  3)  is  due  to  its  powerful 
anti-Ch.  E.  activity.  The  drug  strongly  inhibits  the  en- 
zymic hydrolysis  of  acetylcholine  and  there  results  an 
intensification  of  cholinergic  effect.  Therapeutically, 
physostigmine  has  been  used  in  the  treatment  of  glau- 
coma where  it  relieves  the  intra-ocular  pressure  produced 
by  the  disease.  The  drug  has  also  been  used  to  induce 
voiding  of  the  urinary  bladder  and  evacuation  of  the 
bowel  in  cases  where  these  organs  have  sustained  surgical 
trauma. 


Physostignine  (Eserine) 


Fig.  3.  The  structural  formula  of  physostigmine. 


During  the  last  fifteen  years,  neostigmine,  a com- 
pound chemically  related  to  physostigmine,  has  been 
widely  used  in  the  treatment  of  myasthenia  gravis. 
Although  the  relief  obtained  with  neostigmine  is  strik- 
ing, it  is  purely  symptomatic.  In  advanced  cases  the 
daily  dose  has  to  be  progressively  increased,  and  the  time 
may  come  when  the  drug  is  no  longer  effective. 

Studies  of  a New  Series  of  Anti- 
Cholinesterase  Compounds 

In  the  pyridine  series,  about  sixty  compounds  have 
been  synthesized  using,  as  the  point  of  departure,  the 
following  generic  structure  (Figure  4).  These  com- 
pounds are  quaternary  salts  of  substituted  carbamic  esters 
of  3-hydroxypyridine. 


The  third  mam  category  of  parasympathomimetic  de- 
rivatives consists  of  the  inhibitors  of  the  enzyme  cholin- 
esterase (Ch.  E.) . Immediately  after  an  impulse  is  trans- 
mitted, the  acetylcholine,  which  acts  as  mediator,  is  in- 
activated by  the  hydrolytic  action  of  Ch.  E.  The  pres- 
ence of  a drug  which  inhibits  this  enzyme  action  will 
prolong  and  intensify  the  responses  of  acetylcholine. 

Reversible  inhibitors  of  Ch.  E.  The  oldest  known  in- 
hibitor of  Ch.  E.  is  the  alkaloid  physostigmine  which 
occurs  m the  calabar  bean  found  m tropical  West  Africa. 
It  has  been  reported  that  the  native  tribes  regarded  the 
beans  with  mystery  and  used  them  as  an  "ordeal  poison” 
m the  detection  of  crime.  If  the  accused  had  a clear 
conscience,  he  would  supposedly  eat  the  beans  rapidly, 
thereby  suffering  gastric  irritation.  This  would  make 
him  vomit  the  powerful  poison  and  he  would  be  saved. 
But  the  guilty  one,  afraid  of  the  trial,  would  eat  slowly, 
retain  the  poison  and  die.  7’hus,  in  a single  act,  the 
witch  doctors  of  tropical  West  Africa  contrived  the  ver- 
dict, sentence  and  execution. 


Fig.  4.  The  structural  formula  of  the  anticholinestase 

compounds 

This  investigation*  consists  of  a study  of  the  effect 
on  parasympathomimetic  activity,  of  structure  variations 
performed  at  three  different  centers:  the  ester  side  chain, 
the  quaternizing  radical  and  substitution  in  the  pyridine 
nucleus."' 

In  variations  on  the  urethan  side  chain  the  activity  is 
highest  when  R|  and  Rj  are  methyl  groups.  Sulfur  ana- 

*This  work,  carried  out  at  the  Warner  Institute  for  Thera- 
peutic Research,  was  discussed  in  some  detail  in  a paper-^  by 
Dr.  H.  M.  Wuest  and  the  author,  presented  before  the  Medici- 
nal Section  of  the  American  Chemical  Society’s  115th  meeting 
in  San  Francisco,  California,  March  27  to  April  1,  1949. 
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logues,  such  as  the  dimethylsulfamate  and  the  dimethyl- 
carbamylmercapto  derivative,  show  a lower  biological 
activity.  The  compounds  in  Table  III  represent  varia- 

Table  III 


Biological  Activity  and  Quaternizing  Radical  (Fig.  5) 


R 

Anti  Ch.E. 
Activity 
in  vitro 

Toxicity 
in  Mice 
LDsn  mg/lcg 
I.  V. 

Contraction  of 
Dog  Intestine 
in  situ  mg. /kg. 
I.  V. 

1.  Benzyl  (Stigminene)  I 

0.25 

0.1 

1.  4-NU--benzyl 

1 

0.40 

0.1 

3.  2-Naphthylmethyl 

1 

— 

0.1 

4.  2-Phenylethyl 

1 

0.60 

0.2 

5.  Allyl 

1/4 

4.0 

1.0 

6.  Methyl 

1.7 

1.0 

7.  Ethyl 

>1/6 

— 

1.0 

8.  n-Propyl 

\n 

4.5 

0.5 

9.  n-Butyl 

>1/6 

— 

0.5 

10.  n-Amyl 

1/4 

4.0 

1.0 

11.  n-Hexyl 

— 

— 

2.0 

12.  n-Heptyl 

— 

— 

2.0  inactive 

tions  in  the  quaternizing  radicals.  In  the  first  four  com- 
pounds R is  an  alkyl  group  and  these  derivatives  are  the 
most  active  in  the  dog  e.xperiments.  The  allyl  derivative 
is  about  ten  times  less  active  and  the  alkyl  compounds 
are  between  five  and  twenty  times  less  active  than  the 
aralkyl  derivatives.  As  the  length  of  the  alkyl  chain  is 
increased,  the  activity  reaches  a peak  with  the  propyl  and 
butyl  derivatives. 


Fig.  5.  The  structural  formula  of  the  quarternizing 
radical. 

The  effects  on  biological  activity  of  substitution  in  the 
pyridine  nucleus  are  shown  in  Table  IV.  It  may  be  ob- 
served that  one,  two  or  three  methyl  substituents  in  the 
positions  indicated  have  little  effect  upon  the  activity, 
as  determined  by  intestinal  peristalsis  promoted  in  the 

Table  IV 


Biological  Activity  and  Nuclear  Substitution  (Figure  6) 


R 

Anti  Ch.  E. 
Activity 
in  vitro 

Contraction  of 
Dog  Intestine 
in  situ  I.  V. 

Relative 
mg. /kg.  Potency 

1 . 2-Iodo 

>1 

0.025 

40 

2.  2,6-Dimethyl 

>1/4 

0.5  to  1.0 

1 to  2 

3.  H 

>1/7 

1.0 

1 

4.  2,4,6-1'rimethyl 

1/30 

1.0 

1 

5.  6-Methyl 

— 

2.0 

0.5 

dog.  On  the  other  hand,  iodine  substitution  in  the  2- 
position  of  the  pyridine  ring  raises  the  potency  by  a 
factor  of  forty. 

Following  successful  clinical  trials  of  its  cholinergic 
properties,  the  benzylquaternary  salt  listed  uppermost  in 


Table  IV  has  recently  been  made  available  under  the 
trade  mark  Stigminene  Bromide.  This  substance  is  char- 
acterized by  a high  degree  of  selective  action  upon  the 
gastrointestinal  and  urinary  bladder  musculature.  Its 
freedom  from  deleterious  effects  makes  the  drug  emi- 
nently suitable  for  the  prevention  and  treatment  of  ab- 
dominal distension."'’ 


Fig.  6.  The  structural  formula  of  the  pyridine  ring. 


Irreversible  inhibitors  of  Ch.  E.  During  the  recent 
war,  a number  of  extremely  toxic  alkyl  phosphates  were 
synthesized.  These  substances,  originally  intended  as 
chemical  warfare  agents  and  insecticides,  were  found  to 
be  potent  inhibitors  of  Ch.  E.  They  differ  fundamentally 
from  the  aromatic  urethans  previously  discussed  in  that, 
unlike  the  latter,  the  alkyl  phosphates  are  irreversible 
inhibitors  of  Ch.E.,  that  is  to  say,  the  enzyme  inhibited 
by  their  action  cannot  be  re-activated.  The  responses  of 
autonomic  structures  to  the  action  of  the  alkyl  phos- 
phates are  similar  to  those  obtained  with  physostigmine 
and  its  congeners  but  they  are  more  prolonged. 

The  field  of  irreversible  inhibitors  of  Ch.  E.  has  at- 
tracted a large  number  of  investigators  and  the  outstand- 
ing compounds  studied  are  di-isopropyl  fluorophosphate 
(DFP),  tetraethyl  pyrophosphate  (TEPP)  and  hexa- 
ethyl  tetraphosphate  (HETP),  whose  structures  are 
shown  in  Figure  7. 

The  alkyl  phosphates  elicit  marked  muscarinic  and 
nicotinic  responses  which  can  lead  rapidly  to  death.  The 
levels  of  cholinesterase  in  animals  receiving  a lethal  dose 
of  alkyl  phosphate  are  too  low  for  normal  physiological 


CH 


CH„ 


'CHO 


F 

I 

=?=0 


Di-isopropyl 
Fluorophospha  te 
(DF?)  ' 


0 


0 = 


NoEt) 


Tetraethyl 

Pyrophosphate 

(TEPP) 


P(0Ht)0  P(OEt), 


Hexaethyl  Tetra'ohos'Dhate 
(H2TF) 


Fig.  7.  The  structural  formulas  of  di-isopropyl  fluoro- 
phosphate, tetraethyl  pyrophosphate,  and  hexaethyl  tetra- 
phosphate. 


function."*’’"''"*  The  main  lethal  effects  are  bronchial 
constriction  and  muscular  paralysis  leading  to  respiratory 
failure.  A combination  of  atropine  and  magnesium  ions 
has  been  found  very  effective  in  protecting  animals  from 
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an  otherwise  lethal  dose  of  the  alkyl  phosphate.-’'-'"’"  The 
alkyl  phosphates  have  been  used  extensively  in  clinical 
trials;  DFP  has  proved  especially  promising  m the  treat- 
ment of  certain  types  of  glaucoma'”  and  also  in  ab- 
dominal distention.  In  myasthenia  gravis  TEPP  appears 
to  be  somewhat  more  effective  than  neostigmine.'’--’”’ 

For  a while  it  appeared  that  the  sustained  action  of 
the  alkyl  phosphates  might  lead  to  their  adoption  in 
cholinergic  therapy  in  the  place  of  the  reversible  in- 
hibitors of  Ch.  E.  But  this  prospect  was  followed  by  nu- 
merous disappointments.  The  chief  disadvantage  m the 
use  of  the  alkyl  phosphates  is  their  rather  narrow  thera- 
peutic dose  range;  consequently,  toxic  side  reactions  are 
apt  to  occur.  However,  as  the  work  in  this  field  con- 
tinues, it  is  probable  that  irreversible  inhibitors  of  Ch.  E. 
with  improved  therapeutic  utility  will  be  forthcoming. 
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Pathologic  Nerve  Section  Bilateral  Brachial 
Plexus  Block,  Traumatic 

A Case  Report 

Daniel  H.  Bessesen,  M.D. 

Minneapolis,  Minnesota 


The  patient,  a woman  of  50,  had  been  involved  in  a 
car  accident  while  traveling  in  Arizona.  The  car  in 
which  she  was  riding  had  gone  over  some  shale  and  sank 
to  the  hubs,  causing  the  front  axle  to  buckle,  and  the 
car  to  turn  over.  The  left  rear  window  was  forced  from 
its  window  casing,  and  thrown  over  the  face  and  thorax 
of  the  patient,  who  was  a passenger  in  the  left  rear  seat. 
Since  the  window  was  of  the  shatterproof  type  it  had 
not  broken  but  had  molded  itself  over  the  contours  of 
her  upper  body.  The  patient  was  removed  by  cutting 
open  the  rear  of  the  car  and  transported  by  ambulance 
to  a local  hospital.  When,  a week  later,  she  was  re- 
moved across  country  by  Pullman  to  Minneapolis,  she 
could  stand,  but  there  was  no  movement  in  the  shoulders, 
elbows,  wrists  or  fingers.  Sensation  was  also  missing  and 
the  reflexes  were  minimal  throughout  the  upper  extrem- 
ities. Some  pain  was  present,  though  the  pain  was  more 
marked  later  during  the  healing  stages  of  the  lesion. 

Treatment  was  instituted  immediately,  using  heat, 
therapeutic  vitamins  and  minerals,  diathermy,  constant 
and  Faradic  currents,  infra-red  rays  and  massage  to 
maintain  muscle  tone  during  healing. 

After  two  months  of  effort,  the  right  hand  was  first 
to  show  evidence  of  return  of  nerve  function,  indicating 
the  greater  intensity  of  the  blow  from  the  left  side. 
During  the  next  two  to  three  months,  the  forearm  and 
upperarm  followed  in  return  to  use.  Then  the  left  hand 
began  to  show  slight  signs  of  function.  The  progress 
of  the  left  forearm  and  upper  arm  was  much  slower  than 
the  right,  taking  a full  three  months  for  a weak  restora- 
tion of  muscle  activity. 

It  is  anticipated  that  one  year  and  two  years  will  go 
toward  regaining  the  strength  of  the  arms  to  more  nearly 
normal.  It  was  a full  six  months  before  the  right  arm 
could  be  raised  above  the  head  to  the  vertical  position. 

The  blow  in  the  lateral  cervical  regions  caused  trau- 
matic interruption  of  the  nerve  functions  of  the  bra- 


chial plexuses,  bilateral.  Wallerian  or  retrograde  degen- 
eration of  nerve  tissues  is  a certainty  in  anatomic  nerve 
section,  and  can  also  occur  in  pathologic  section,  although 
not  with  the  completeness  of  an  incised  wound.  Patho- 
logic section  may  be  due  to  trauma,  deficiency  diseases, 
cold,  or  intoxications  produced  by  infection  or  drugs. 
Whatever  the  cause,  all  factors  of  nerve  healing  must  be 
brought  to  bear  in  any  type  of  nerve  injury.  These  thera- 
peutic measures  are  listed  above  with  the  possible  excep- 
tion of  the  other  various  forms  of  heat  and  hydrothera- 
py. In  all  cases,  the  etiology  should  be  removed  if  rec- 
ognized. 

In  any  case  requiring  lengthy  treatment,  the  time 
element  necessary  for  recovery  must  be  explained  and 
emphasized  to  the  patient.  The  general  tendency  to  seek 
counsel  of  many  medical  advisors — to  drift  from  doctor 
to  doctor — makes  complete  healing  more  difficult.  The 
effort  made  to  enable  the  patient  to  understand  the  path- 
ology and  its  treatment,  the  methods  of  repair,  how  to 
care  for  himself,  and  how  to  live  with  his  problem  and 
to  bear  with  the  weakness  and  its  crippling  defect,  is 
more  essential  in  nerve  lesions  than  any  other  type  of 
difficulty. 

Nerves  are  the  most  highly  differentiated  of  all  tissues, 
and  nerve  injuries  of  whatever  variety  demand  more 
prolonged,  patient,  gentle  care  for  complete  return  of 
function  than  does  any  other  tissue  damage.  Contrari- 
wise, neglect  of  such  kindly,  understanding  methods,  will 
surely  lead  to  failures  where  failure  should  not  occur. 

In  general,  the  patient  should  utilize  every  known 
means  of  healing,  and  not  depend  upon  any  one  mode 
of  therapeutics  to  the  exclusion  of  all  others.  To  impress 
upon  the  patient  that  each  procedure,  manipulation  and 
medication  carries  its  part  in  recovery  is  the  responsi- 
bility of  all  doctors,  nurses  and  attendants  concerned. 


PLANT  HUNT  TO  AID  CORTISONE 

Four  experts  from  the  Department  of  Agriculture  will  scour  the  southwestern  United 
States  and  northern  Mexico  this  coming  year  in  search  of  plants  whose  seeds  may  contain 
a chemical  that  may  build  up  the  ultra-precious  hormone,  cortisone.  Seeds  of  the  yam, 
yucca,  amaryllis  and  agave  families  contain  microscopic  amounts  of  steroid  which  is  similar 
to  the  one  which  serves  as  a precursor  in  the  body  to  the  secretion  of  the  adrenal  gland. 

As  rapidly  as  the  seeds  are  gathered  they  will  be  identified  botanically  and  sent  to  the 
Northeastern  Regional  Laboratory  of  the  USDA  where  chemists  will  make  intensive  analy- 
ses. The  experts  have  been  instructed  to  gather  everything  which  can  be  included  in  the  four 
plant  families,  no  matter  how  obscure  or  how  remote  its  location. 
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Minnesota  Reports  Cancer 

D.  S.  Fleming,  M.D.,  M.P.H.*  and  Bernard  Wolcyn,  Ph.D.t 
Minneapolis,  Minnesota 


Minnesota’s  cancer  death  rate  has  shown  a slight 
drop  during  the  last  five  years,  despite  the  fact 
that  total  deaths  from  cancer  appear  to  be  increasing 
year  by  year.  According  to  figures  compiled  by  the 
Minnesota  Department  of  Health,  cancer  in  1949 
claimed  the  lives  of  4,407  people  in  Minnesota.  Of 
these,  4,168  were  residents  of  the  state. 

In  1920,  only  2,293  deaths  in  Minnesota  were  attrib- 
uted to  cancer — about  half  of  the  1949  total.  One  rea- 
son for  the  tremendous  increase  in  recent  years  may  be 
the  progressive  aging  of  our  population;  another  may  be 
the  greater  accuracy  of  diagnosis  today.  Chart  I shows 
the  increase  of  cancer  deaths  by  occurrence  and  by  resi- 
dence during  the  30-year  span  since  1920.  The  line 
showing  deaths  by  residence  is  limited  by  the  fact  that 
records  were  not  available  before  1941. 

A steady  but  irregular  upward  trend  over  the  years 
is  depicted  in  Chart  II,  which  compares  cancer  death 
rates  for  the  period  considered.  In  1920  there  were  96.1 
deaths  per  100,000  population.  This  rate  had  risen  to 
149.4  in  1949,  an  increase  of  over  53  deaths  per  100,000 
population.  It  will  be  noted,  however,  that  the  peak  of 
156.5  deaths  from  cancer  per  100,000  population  was 
recorded  in  1945.  The  trend  since  then  has  been  for 
the  death  rate  to  rise  and  fall  irregularly,  with  a slight 
overall  drop  apparent  during  the  last  five-year  period. 

The  cancer  death  rate  for  Minnesotans  is  higher  than 
that  for  the  nation  as  a whole,  varying  from  four  to  22 
deaths,  per  100,000  population,  with  the  difference  grow- 
ing wider  as  we  approach  1950  figures. 

*Chief,  Section  of  Preventable  Diseases,  Minnesota  Depart- 
ment of  Health,  Minneapolis,  Minnesota. 

t Education  Consultant,  Division  of  Cancer  Control  and  Heart 
Disease,  Minnesota  Department  of  Health,  Minneapolis,  Min- 
nesota. 


Chorl  I CANCER  DEATHS  FOR  MINNESOTA 
by  Ratidtnc*  and  Occurrtnct 


The  4,168  Minnesota  people  who  died  of  cancer  in 
1949  represented  a crude  death  rate  of  140.00  per  100,- 
000  population.  In  comparison,  cancer  in  1941  claimed 
3,723  lives  or  133.5  per  100,000  population.  This  com- 
parison is  also  graphed  in  Chart  II. 

The  trend  of  cancer  deaths  for  the  two  sexes  in  Min- 
nesota from  1940  to  1949  is  shown  in  Chart  III.  It 
indicates  that  deaths  of  males  and  females  increased  in 
about  the  same  proportion  through  the  greater  part  of 
this  period,  showing  that  the  overall  increase  in  cancer 
deaths  cannot  be  traced  to  a predominance  of  cancers 
in  one  sex  as  compared  with  the  other.  One  difference 
is  evident,  however.  Deaths  among  females  dropped  dur- 
ing 1949,  while  those  for  males  remained  at  the  peak 
established  in  1948.  Only  future  observations  will  deter- 
mine whether  or  not  this  variation  indicates  a developing 
trend. 

The  total  number  of  cancer  deaths  during  the  period 
1940-49  was  slightly  higher  among  men  than  among 
women.  A total  of  38,173  cancer  deaths  were  reported 
during  the  period.  Of  these,  19,844  were  among  males, 
and  18,329  among  females — roughly  52  per  cent  male 
mortality  as  compared  with  48  per  cent  female.  These 
ratios  almost  exactly  reflect  the  slight  excess  of  males  to 
females  in  the  general  population  in  Minnesota.  One 
fact,  however,  may  be  worth  noting.  A study  made  by 
the  Minnesota  Department  of  Health  recently  indicated 
that  more  women  than  men  with  suspected  cancer  pre- 
sent themselves  for  medical  examination,  and  they  do 
so  earlier  in  the  course  of  the  disease. 

Chart  IV  pictures  the  trend  of  deaths  from  cancer 
in  males  and  females  according  to  the  four  leading  sites 
of  the  neoplasms.  Cancer  of  the  digestive  organs  and 
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the  peritoneum  has  continued  through  the  years  to  claim 
more  lives  than  cancer  at  any  other  site.  This  holds  true 
for  both  sexes.  Breast  cancer  ranks  second  highest  for 
females,  while  the  genital  system,  according  to  Graph  IV, 
holds  second  position  for  males. 

The  interesting  point  to  notice  in  this  chart  is  the 
slow  but  steady  increase  of  deaths  from  cancer  in  the 
four  leading  sites.  The  rise  for  males  is  slightly  more 
pronounced  than  that  for  females.  In  the  case  of  diges- 
tive tract,  breast,  and  urinary  tract  cancers  for  women, 
the  trend  has  leveled  off  with  a tendency  toward  a de- 
cline. 


occording  to  the  four  leoding  sites 

Summary 

A review  of  the  past  30  years  shows  a steady  increase 
in  numbers  of  cancer  deaths.  However,  the  death  rate 
per  100,000  population  has  dropped  slightly  during  the 
past  five  years. 

Deaths  from  cancer  show  the  same  proportional  in- 
crease over  the  years  for  males  as  for  females,  with  a 
higher  cumulative  total  for  males. 

Digestive  organs  continue  to  be  the  leading  sites  of 
cancer  claiming  lives  of  both  males  and  females.  How- 
ever, breast,  urinary  tract  and  digestive  tract  cancers  in 
females  show  very  little  or  no  increase  during  recent 
years. 


CANCER  BY  COUNTRY 

(A  report  from  the  Fifth  International  Cancer  Congress,  held  in  Paris  July  6,  1950) 

A section  of  the  congress  was  devoted  to  discussions  of  home  town  cancer  problems  and 
experiences.  Much  of  the  information  given  could  be  used  by  physicians  all  over  the  world; 
and  some  of  the  talks,  while  not  specifically  aiding  the  cancer  fight  in  the  United  States, 
certainly  should  make  us  count  our  blessings.  For  example  Dr.  K.  M.  Rhai,  of  India,  reports 
that  in  his  country  the  cancer  problem  seems  almost  insurmountable  because  of  the  ignorance 
and  poverty  of  the  people  and  the  lack  of  proper  equipment.  In  all  of  India,  there  are 
but  two  cancer  hospitals,  about  50  x-ray  machines,  and  less  than  ten  grams  of  radium.  This 
for  one  of  the  heaviest  populations  of  the  world. 

More  optimistic  were  reports  from  Egypt.  There,  according  to  Dr.  M.  A.  Afifi,  the 
cancer  death  rate  varies  from  14.5  per  100,000  for  native  Egyptians  to  64.8  for  foreign  born 
groups.  The  death  rate  is  lowest  among  the  Moslems,  next  for  the  Christians,  and  highest 
among  the  Jews.  Dr.  H.  Barsoum  says  that  cancer  of  the  stomach  is  very  rare  in  Egypt, 
as  are  peptic  ulcers.  He  found  only  13  peptic  ulcers  in  1,250  autopsies.  Cancer  of  the  gall- 
bladder, penis,  clitoris,  and  industrial  cancers  have  a much  lower  incidence  in  Egypt  than  in 
other  countries.  However,  bilharzial  cancer  of  the  bladder  is  very  prevalent,  comprising  about 
22  per  cent  of  all  reported  carcinomas. 

In  Denmark,  Drs.  J.  Clemmensen  and  A.  Nielsen  studied  the  statistics  of  incidence  and 
mortality.  They  found  that  in  various  areas  throughout  the  city  of  Copenhagen  the  inci- 
dence of  cancer  of  the  cervix  increased  proportionally  with  decrease  in  rent;  the  lowest  eco- 
nomic areas  have  the  most  cervical  cancer.  However,  cancer  of  the  breast  fell  into  exactly 
the  opposite  category,  with  the  highest  economic  areas  having  the  most  breast  lesions. 

— The  Cancer  Bulletin,  July-August,  1950. 
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Book  Reviews 


The  Physiological  Basis  of  Medical  Practice,  by  Charles 
H.  Best,  M.D.,  and  Norman  D.  Taylor,  M.D.  Revised 
and  reset;  5th  edition,  1330  pp.  including  index.  Baltimore; 
Williams  & Wilkins  Co.,  1950.  $11.00, 


Best  and  Taylor  have  written  their  book  with  the  purpose  of 
relating  laboratory  and  experimental  physiology  to  human  clin- 
ical problems  confronting  the  medical  student.  Because  of  this 
circumstance,  the  text  is  especially  suitable  for  the  active  prac- 
titioner who  has  forgotten  much  that  he  learned  in  school.  And, 
actually,  what  he  learned  as  a student  of  physiology  would  now 
be  of  little  use. 

The  necessity  for  the  issuance  of  five  editions  of  a standard 
textbook  within  a period  of  13  years  attests  to  the  rapid  in- 
crease of  the  accredited  knowledge  of  the  subject.  And  for  the 
fifth  edition,  the  material  has  been  revised  and  new  added,  and 
the  type  for  the  volume  reset. 

The  discussions  of  the  several  organs  and  systems  are  ar- 
ranged as  in  the  previous  editions;  that  is,  description  of 
morphology  and  nerve  and  blood  supplies  are  given,  then  the 
normal  physiologic  activities  are  explained,  and  finally  the  de 
rangements  of  function  associated  with  particular  diseases  are 
clearly  and  simply  explained.  All  of  this  is,  truly,  applied 
physiology. 

Pertinent  published  literature  has  been  thoroughly  digested, 
and  only  important  references  appear  in  the  text.  Laboratory 
procedures  of  proved  practical  value  are  set  out  in  detail.  The 
index  is  adequate.  J.  B.  C. 


Thrombosis  in  Arteriosclerosis  of  the  Lower  Extremities, 
by  Edward  A.  Edwards.  M.D.,  F.A.C.S.  Springfield,  Illi- 
nois: Charles  C.  Thomas.  1950.  $2.00. 


This  little  book,  a part  of  the  American  Lecture  Series,  pre- 
sents deductions  and  findings  on  correlation  of  clinical  data  with 
pathologic  findings.  There  are  excellent  chapters  that  deal  with 
the  etiology,  pathology  and  clinical  picture  and  treatment  of 
thrombosis  associated  with  arteriosclerosis  of  the  lower  extremi- 
ties. For  the  general  practitioner  and  the  specialist  it  is  an  ex- 
cellent, concise  little  book  of  70  pages.  For  those  of  us  who 
have  agreed  that  a better  approach  than  amputation  is  in  order 
for  the  problem  of  thrombosis  associated  with  arteriosclerosis  of 
the  lower  extremities,  this  little  monogram  is  excellent.  For 
those  of  us  interested  in  the  problem  of  blood  clotting  in  ar- 
teriosclerosis of  the  lower  extremities  it  is  also  a mus/.  The 
book  brings  out  the  importance  of  thrombosis  secondarily  to 
arteriosclerosis  as  a causative  feature  in  gangrene  and  of  seri- 
ously impaired  function.  It  is  noteworthy  that  emphasis  is 
placed  on  the  ability  to  make  diagnoses  without  special  instru- 
ments or  laboratory  procedures. 

The  book  is  of  convenient  size,  well  printed  and  easy  to  read 
The  d lagrams  and  illustrations  are  clear  and  conveniently  placed. 

I.  D B. 


A Primer  for  Diabetic  Patients,  by  Russell  M.  Wii.der, 
M.D.,  Division  of  Medicine,  Mayo  Clinic.  Ninth  edition, 
200  pages,  illustrated.  Philadelphia:  W.  B.  Saunders  Com- 
pany, 1950.  $2,25. 

As  every  practitioner  knows,  it  is  not  enough  to  inform  a pa- 
tient as  to  the  nature  of  his  chronic  illness,  but  it  is  equally 
important  to  teach  him  how  to  live  with  that  disease.  This  is 
particularly  true  in  the  case  of  the  patient  with  diabetes,  where 
control  is  a day-by-day  affair  and  where  the  patient  must  be  his 
own  mentor  and  sometimes  his  own  diagnostician. 

This  primer  for  diabetic  patients,  now  in  its  ninth  edition, 
supplies  that  information  in  a compact  and  readable  volume. 


A short  background  of  diabetes  is  given,  and  the  reasons  for 
the  necessary  strict  regimen.  In  subsequent  chapters  the  patient 
is  instructed  in  tests  for  sugar  and  diacetic  acid,  the  self  ad- 
ministration of  insulin,  the  complications  of  diabetes  and  how 
to  avoid  them,  the  regulation  of  diet  and  how  to  plan  and 
calculate  meals.  The  text  is  amplified  with  charts,  and  drawings 
and  photographs. 

V.  L.  D. 


Textbook  of  Gynecology,  by  Arthur  Hale  Curtis,  M.D., 
and  John  William  Huffman,  M.D.  Philadelphia:  W.  B. 
Saunders  Co.,  1950.  709  pages.  $10.00. 


The  new  enlarged  sixth  edition  of  Curtis’s  Textbook  of  Gyne- 
cology, in  which  Huffman  has  assisted  the  senior  author  with 
the  newer  clinical  procedures  and  drugs,  continues  to  be  an  ex- 
cellent textbook  of  gynecology.  Many  new  ideas  and  sugges- 
tions gleaned  from  recent  literature  have  been  incorporated  in 
the  text.  However,  the  advances  in  new  drugs  and  their  dos- 
ages are  so  rapid  that  the  dosage  schedules  advocated  in  the 
text  appear  inadequate  today — (e.g.)  12  doses  of  25,000  units 
penicillin  in  the  treatment  of  acute  gonorrhea.  The  chapter  on 
gonorrhea  in  the  female,  of  some  thirty  pages,  occupies  a prom- 
inent portion.  Maybe  in  the  future  gonorrhea  will,  like  typhoid 
in  textbooks  of  medicine,  be  relegated  to  a minor  part  of  any 
textbook  of  gynecology. 

This  textbook  teaches  clinical  gynecology.  Concerning  hys- 
terectomy It  is  noted  that  the  "relative  merits  of  supravaginal 
and  complete  hysterectomy  scarcely  warrant  the  emphasis  placed 
on  the  subject,  " but  in  competent  hands  "the  healthy  cervix 
should  also  be  removed  at  the  time.”  The  chapter  on  uterine 
hemorrhage,  while  not  ultrascientific  in  the  approach,  is  pre- 
eminently practical  in  its  teaching,  with  the  clinical  approach 
stressed  throughout.  The  pitcures  are  clear  and  well  chosen. 

This  new  edition  is  an  e.\cellent  textbook  for  medical  students 
— especially  for  those  planning  to  go  into  general  practice.  For 
the  general  practitioner  it  provides  a needed  reference  in  the 
treatment  of  diseases  of  women.  This  latest  edition  provides  the 
gynecologist  also  with  readily  available  information  and  should 
be  included  in  his  library. 

C.  H.  McK. 


Cerebral  Palsy  Equipment,  prepared  and  published  by  the 

National  Society  for  Crippled  Children  and  Adults,  Inc. 

Chicago,  III.,  1950.  268  plus  xii  pp.  Illustrated.  Loose- 

leaf  manual.  $3.75. 

For  the  benefit  of  the  country’s  estimated  half  million  cerebral 
palsy  victims,  the  National  Society  for  Crippled  Children  and 
Adults  with  the  sponsorship  of  Zeta  Tau  Alpha,  national  fra- 
ternity for  women,  has  published  a manual  of  equipment  and 
aids  for  the  care  and  treatment  of  the  cerebral  palsied. 

The  manual  contains  information  regarding  use,  half-tone 
illustrations,  working  diagrams  for  construction,  specifications, 
materials  and  directions  for  making  127  items  of  equipment  and 
aids  for  physical  therapy,  occupational  therapy,  speech  therapy 
and  special  education. 

The  manual  was  compiled  under  the  guidance  of  leaders  in 
the  American  Academy  for  Cerebral  Palsy,  the  professional  or 
ganization  of  medical  specialists  in  cerebral  palsy.  On  their 
recommendation,  distribution  is  restricted  to  physicians  and 
professional  personnel  working  closely  with  the  cerebral  palsied. 

Distribution  of  the  manual  is  through  the  National  Society 
for  Crippled  Children  and  Adults,  Publications  Section,  1 1 
S.  LaSalle  St.,  Chicago  3,  Illinois. 
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Editorials 


THE  PROPOSED  PREVENTIVE  HEALTH 
CLINICS  FOR  NORTH  DAKOTA 

Considerable  interest  has  been  developed  in  the  last 
several  years  in  the  fast  growing  field  of  chronic  illness 
from  the  public  health  standpoint.  So  far  the  health 
planning  to  meet  this  increasing  situation  has  been  lim- 
ited to  a few  e.xperimental  areas  or  to  a few  of  the  essen- 
tial phases  of  a complete  chronic  disease  program.  As 
everyone  knows,  chronic  disease  effects  practically  every 
family.  It  has  been  estimated  that  each  year  in  the 
United  States  chronic  diseases  cause  nearly  one  million 
deaths  and  over  one  billion  days  of  disability.  Meas- 
ured in  any  terms,  chronic  diseases  are  rapidly  causing 
a major  new  source  of  insecurity,  an  excess  loss  of 
national  income  and  will  become  a staggering,  national 
burden  unless  something  is  done  about  it. 

In  North  Dakota,  on  a preliminary  survey  of  hospital 
facilities,  it  was  found  that  nearly  50  per  cent  of  all 
hospital  beds  available  are  being  occupied  by  persons 
50  years  or  older.  Of  these,  approximately  50  per  cent 
are  filled  with  patients  considered  to  have  an  acute  or 
remedial  illness.  The  other  50  per  cent  are  occupied  with 
a chronic  or  non-remedial  illness.  In  1900,  in  North 
Dakota,  major  chronic  diseases  were  responsible  for  less 
than  30  per  cent  of  all  deaths  reported  in  registration 
areas.  In  1940,  they  were  responsible  for  59.2  per  cent 
while  in  1949  they  accounted  for  64.1  per  cent  of  all 
deaths  in  this  state.  In  1900,  one  person  in  25  was  65 
years  of  age  or  over.  In  1940,  one  person  in  16  was 
65  years  of  age  or  over.  In  1949,  one  person  in  14  was 
older  than  65  years  and,  projected  into  1980,  one  person 
in  10  will  have  attained  the  age  of  65  years  or  more. 
If  this  trend  continues,  by  1980  total  deaths  from  heart 
diseases,  diabetes  and  cancer  will  be  almost  double  what 
they  were  in  1940.  Obviously,  with  the  increased  prev- 
alence of  diseases  which  cause  prolonged  disability  and 
extended  social  and  economic  dependency,  there  will  be 
in  turn  a need  for  increase  in  both  medical  and  hospital 
facilities  and  a greater  demand  for  more  social  and  eco- 
nomic assistance. 

In  June,  the  State  Health  Council  of  the  North  Da- 
kota State  Department  of  Health  approved  of  the  de- 
velopment of  preventive  health  clinics  primarily  estab- 
lished for  chronic  illness.  This  was  in  turn  approved 
by  the  North  Dakota  Medical  Association  and  by  the 
Hospital  Association.  The  basis  of  the  proposed  pre- 
ventive healtli  clinics  is  i fundamental  approach  that  has 
been  used  successfully  in  other  types  of  health  programs 
such  as  mass  x-rays  for  tuberculosis,  the  mass  survey  for 
diabetes  and  certain  cancer  detection  work.  It  is  our 
belief  that  one  simple  answer  to  the  partial  control  of  the 
health  aspects  of  the  aged  is  the  development  of  preven- 
tive health  clinics,  more  commonly  known  as  the  multiple 
screening  program.  This  screening  clinic  for  ch  ronic  dis- 
eases IS  an  attempt  to  bring  to  bear  on  a single  indi- 
vidual at  a specified  time  certain  technical  .screening  tests 


that  are  specific  in  their  results,  are  relatively  inexpensive 
to  perform,  and  preferably  do  not  require  the  immediate 
presence  of  a physician.  The  tests  are  objective  and  fur- 
nish the  diagnosing  physician  to  whom  the  individual  is 
referred  valuable  data  upon  which  to  base  his  decisions 
as  to  the  patient’s  condition.  The  program  is  interested 
primarily  in  checking  apparently  well  individuals  who 
are  not  under  a physician’s  care. 

It  appears  logical  that  when  apparently  well  persons 
come  in  for  a routine  screening  test,  such  as  a chest 
x-ray,  that  other  tests  for  chronic  diseases  could  easily 
be  performed  at  the  same  time.  Early  findings  of  indi- 
cations of  chronic  diseases  through  the  tests,  plus  the 
referral  to  physicians  for  diagnosis  and  follow-up  should 
be  invaluable  in  a chronic  disease  program.  The  indi- 
vidual will  benefit  from  early  treatment  and  at  a time 
when  he  is  still  economically  independent. 

A program  in  North  Dakota  is  to  be  designed  to  fit 
within  multiple  county  district  health  departments  so  that 
a continuous  revolving  program  can  be  established  and 
participants  may  be  re-examined  every  12  to  18  months. 
The  preventive  health  clinic,  then,  is  to  be  a focal  point 
from  which  the  North  Dakota  State  Department  of 
Health  and  all  other  interested  individuals  can  develop 
the  related  facets  that  are  apparent  in  a chronic  illness 
program,  such  as  research,  medical  care,  convalescent 
and  nursing  home  care,  rehabilitation  care  and  the  de- 
velopment of  the  entire  field  of  geriatrics. 

Russell  O.  Saxvik,  M.D., 
North  Dakota  State  Department 
of  Health,  Bismarck,  No.  Dak. 

CHANGING  ASPECTS  OF  MENINGITIS 

Meningitis  has  always  been  a serious  disease,  particu- 
larly in  infancy  and  early  childhood,  the  period  of  life 
in  which  it  is  most  common.  Many  physicians  can  recall 
the  day,  not  so  long  past,  when  a diagnosis  of  meningitis 
due  to  any  organism  but  the  meningococcus  foretold  a 
hopeless  prognosis. 

With  the  advent  of  the  sulfonamide  drugs,  cases  of 
recovery  of  patieints  with  meningitis  due  to  the  strepto- 
coccus, staphylococcus,  pneumococcus,  E.  coli,  and  even 
Hemophilus  influenzae  began  to  appear  in  the  literature 
with  increasing  frequency.  The  prognosis  of  meningo- 
coccus meningitis,  already  favorable  as  a result  of  the 
use  of  anti-meningococcus  horse  serum  and  antitoxin, 
was  still  further  improved.  The  combined  use  of  sulfona- 
mides and  Alexander’s  specific  rabbit  antiserum  brought 
the  mortality  rate  of  influenzal  meningitis  down  to  less 
than  forty  per  cent. 

Penicillin  was  the  next  important  addition  to  treat- 
ment. It  was  found  to  be  effective  in  meningitis  due  to 
the  meningococcus,  pneumococcus,  staphylococcus,  and 
streptococcus.  Used  alone  or  in  combination  with  sul- 
fonamides Its  use  has  lessened  the  mortality  rate  to  a 
further  degree.  Penicillin  is  given  intramuscularly,  intra- 
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venously,  or  intrathecally.  There  is  considerable  argu- 
ment as  to  the  necessity  and  advisability  of  intrathecal 
administration.  It  seems  likely  that  the  intrathecal  route 
is  safe  if  the  amount  and  dilution  of  penicillin  is  care- 
fully regulated. 

Streptomycin  is  the  first  drug  to  offer  a hope  for  cure 
of  tuberculous  meningitis.  A combination  of  intramus- 
cular and  intrathecal  administration  for  a period  of 
months  has  resulted  in  a number  of  complete  cures 
although  failure  is  probably  still  as  frequent  as  success 
as  an  end  result.  Toxic  symptoms  of  streptomycin  are 
common,  consisting  of  deafness,  ataxia,  nystagmus,  stra- 
bismus, vomiting  and  rashes.  Promizole  is  often  given 
orally  concurrently  veith  streptomycin  in  tuberculous 
meningitis  and  seems  to  augment  its  therapeutic  effect. 
Recent  reports  indicate  that  intrathecal  tuberculin  may 
resolve  incipient  subarachnoid  block.  In  cases  in  which 
block  develops  ventricular  drainage  must  be  established, 
sometimes  by  surgical  means.  Streptomycin  is  also  effec- 
tive in  treatment  of  influenzal  meningitis  and  E.  coli 
meningitis.  It  is  usually  given  in  combination  with  other 
therapeutic  agents. 

During  recent  months  aureomycin  intravenously  and 
orally  has  been  found  to  be  an  efficient  agent  against 
meningitis  due  to  both  gram  positive  and  gram  negative 
organisms.  Terramycin  will  no  doubt  be  equally  effec- 
tive. Chloromycetin  orally  and  rectally  is  effective  against 
gram  negative  organisms.  Judging  from  preliminary  re- 
ports it  seems  possible  that  these  antibiotics  may  even- 
tually supplant  other  drugs  in  the  treatment  of  most 
forms  of  meningitis.  For  the  present,  it  would  seem 
best  to  use  more  than  one  therapeutic  agent  in  the  treat- 
ment of  all  forms  of  meningitis  except  possibly  meningo- 
coccic  meningitis. 

It  is  important  to  make  a diagnosis  of  meningitis  as 
soon  as  possible,  as  early  treatment  is  more  effective 


than  that  started  later  in  the  disease.  Diagnosis  is 
usually  easy  in  the  older  child  or  adult  in  which  the 
classical  symptoms  and  signs  are  present,  consisting  of 
headache,  high  fever,  chills,  vomiting,  stiff  neck,  positive 
Kernig  and  Brudzinski  signs,  positive  Babinski  signs  and 
extreme  irritability  often  with  cloudy  sensorium  or  con- 
vulsions. In  infancy,  however,  the  typical  signs  and 
symptoms  do  not  always  appear.  One  is  justified  in 
resorting  to  early  spinal  puncture  in  any  doubtful  case 
as  it  is  a harmless  procedure  when  done  with  proper 
precautions.  It  is  also  best  if  possible  to  withhold  chemo- 
therapy or  antibiotic  therapy  until  blood  culture,  spinal 
fluid  culture,  and  throat  culture  have  been  taken.  Other- 
wise one  may  be  forced  to  treat  a critically  ill  child 
without  definite  knowledge  as  to  what  drug  or  drugs 
would  be  most  specific. 

One  must  always  remember  to  treat  the  patient  as  well 
as  the  disease.  Any  seriously  ill  child  with  an  acute  in- 
fection needs  fluids,  nourishment  either  orally  or  par- 
enterally,  sometimes  blood  transfusions,  oxygen,  seda- 
tion or  stimulants,  and  always  good  nursing  care.  By 
constant  attention  to  the  needs  of  patients  in  these 
respects  as  well  as  with  regard  to  proper  kinds  and 
amounts  of  antibiotic,  chemotherapeutic  and  other  thera- 
peutic agents,  chances  for  cures  of  meningitis  are  con- 
stantly improving. 

Lest  one  assume  too  optimistic  an  attitude  regarding 
meningitis  it  is  well  to  point  out  that  even  with  more 
effective  treatment  at  the  present  time  it  is  still  an  ex- 
tremely serious  disease.  In  early  infancy  particularly  the 
prognosis  for  life  is  hazardous,  and  even  though  the 
infant  survives  neurological  sequelae  are  frequent. 

L.  G.  Pray,  M.D., 

Fargo  Clinic, 

Fargo,  North  Dakota 


AMERICAN  ACADEMY  OF  NEUROLOGY  ANNOUNCES 
OFFICIAL  PUBLICATION 


As  a reflection  of  the  proved  recognition  of  neurology 
as  an  integral  and  essential  part  of  medicine  the  Ameri- 
can Academy  of  Neurology  announces  the  establishment 
of  its  new  publication.  Neurology,  the  first  issue  of  which 
will  be  mailed  January,  1951. 

Neurology,  the  only  American  journal  devoted  exclu- 
sively to  neurology,  will  be  published  bi-monthly.  Its 
editorial  scope  will  embrace  every  aspect  of  clinical  neu- 
rology including  diseases  of  the  nervous  system,  neu- 
ropathology, neurosurgery,  neuroanatomy,  neurophysiol- 
ogy and  neuropsychiatry. 

The  Academy’s  board  of  editors  consists  of  editor-in- 
chief,  Russell  N.  Dejong,  M.D.,  professor  and  chairman 
of  the  department  of  neurology.  University  of  Michigan; 
associate  editor,  Webb  Ffaymaker,  M.D.,  chief  of  neu- 
ropathology, Armed  Forces  Institute  of  Pathology, 
Washington,  D.  C.;  and  an  editorial  board  made  up  of 
Raymond  D.  Adams,  M.D.,  assistant  professor  of  neu- 
rology, Harvard  University;  Pearce  Bailey,  M.D.,  chief 


of  neurology.  Veterans  Administration,  Washington, 
D.  C.;  Francis  M.  Forster,  M.D.,  professor  and  director 
of  the  department  of  neurology,  Georgetown  University; 
Mabel  G.  Masten,  M.D.,  professor  of  neuropsychiatry. 
University  of  Wisconsin;  Paul  F.  A.  Hoefer,  M.D.,  as- 
sociate professor  of  neurology,  Columbia  University; 
Richard  B.  Richter,  M.D.,  professor  of  neurology.  Uni- 
versity of  Chicago;  Alphonse  R.  Vonderahe,  M.D.,  as- 
sociate professor  of  anatomy  (neurology).  University  of 
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Under  the  editorial  guidance  of  the  Academy’s  own 
board,  publishing  will  be  by  Lancet  Publications,  Inc., 
Minneapolis,  publishers  of  the  ]ournal-Lancet  and,  more 
recently,  of  Geriatrics,  the  journal  of  the  American 
Geriatrics  Society. 
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News  Briefs 


North  Dakota 

Several  North  Dakota  communities  took  an  active 
part  in  the  third  national  Diabetes  Week,  November  12 
to  18,  during  which  five  million  people  in  the  country 
reported  for  free  diabetes  tests. 

Dr.  Charles  M.  Graham,  chairman  of  the  Committee 
on  Diabetic  detection  in  Grand  Forks,  was  assisted  by 
Dr.  Robert  Paintor,  Dr.  John  Ruud  and  Dr.  T.  Q. 
Benson,  president  of  the  state  diabetes  association. 
Also  conferring  with  them  were  Dr.  C.  J.  Fdamre  of 
the  University  of  North  Dakota  and  Dr.  E.  A.  Fdaunz, 
chairman  of  the  state  committee. 

Dr.  R.  C.  Weible  and  Dr.  L.  E.  Wold  led  the  drive 
in  Fargo,  assisted  by  Drs.  A.  C.  Fortney,  George  Ivers, 
C.  M.  Fdunter,  B.  A.  Mazur,  F.  T.  Lytle  and  J.  F. 
Schneider.  Dr.  William  A.  Stafne,  a member  of  the 
state  committee  on  diabetes,  also  helped  in  the  Fargo 
drive. 

^ 

More  than  600  persons  attended  the  initial  promo- 
tional dinner  held  on  October  27  in  Bismarck  in  a drive 
to  raise  ^500,000  for  a second  addition  to  the  Bismarck 
hospital.  Dr.  Morris  Fishbein  of  Chicago  and  Governor 
Fred  G.  Aandahl  of  North  Dakota  were  featured  speak- 
ers at  the  banquet. 

Dr.  Fishbein  emphasized  that  none  of  the  best  strides 
medicine  has  made  in  the  past  50  years  would  have  been 
possible  without  corresponding  improvements  in  hospital 
.service.  Dr.  Aandahl  stressed  the  fact  that  while  there 
IS  a present  need  for  additional  hospital  facilities  the 
need  is  apt  to  become  greater  as  the  agricultural  and 
industrial  economy  of  the  area  expands. 

* * 

[Or.  M.  G.  Peterman,  professor  of  pediatrics  at  Mar- 
quette university,  spoke  at  a dinner  meeting  of  the 
Northwest  District  Medical  society  at  Minot  on  October 
27.  Fdis  subject  was  the  febrile  convulsions  in  children. 

* * * 

Dr.  N.  O.  Brink  of  Bismarck  was  made  a fellow 
of  the  International  College  of  Surgeons  at  their  recent 
meeting  in  Cleveland,  Ohio.  Dr.  Brink  has  been  an 
assistant  fellow  for  two  years  and  during  the  past  year 
.served  as  vice  regent  for  North  Dakota. 

Dr.  E.  Fd.  Richter,  formerly  of  FJunter,  has  accepted 
a position  on  the  staff  of  the  State  Hospital  at  Fergus 
Falls,  Minnesota.  .f.  ._f, 

Dr.  Clifford  W.  Hogan  has  joined  the  staff  of  the 
Del^uy-Sorkness  clinic  at  Jamestown.  A graduate  of  the 
University  of  Minnesota  medical  school.  Dr.  Ffogan 
took  his  internship  at  die  Rochester  General  hospital  in 
Rochester,  New  f ork,  and  specializes  in  orthopedic  sur- 
gery- * * 

Lfii.  El. I. is  Osier  of  Hays,  Kansas,  has  established  a 
practice  in  Mandan.  A native  of  North  Dakota,  Dr. 
Oster  received  his  medical  degree  from  the  LJnivcrsity 
of  Illinois  and  served  for  more  than  two  years  in  the 
army  medical  corps. 


Dr.  a.  C.  Grorud,  who  has  been  a specialist  in  in- 
ternal medicine  with  the  Quain  and  Ramstad  clinic  in 
Bismarck,  has  accepted  a position  in  a clinic  in  South 
Bend,  Indiana. 

* 

The  cause  and  treatment  of  multiple  sclerosis  was 
discussed  in  Bismarck  on  October  16  by  Dr.  J.  Wayne 
McFarland  of  Washington,  D.  C.  In  his  talk  he  ex- 
pressed hope  that  a rehabilitation  center  for  multiple 
sclerosis  patients  would  be  set  up  in  Bismarck. 

* 

Dr.  Yukio  Tsumagari,  who  has  been  assistant  path- 
ologist at  the  Cook  county  hospital  in  Chicago,  took  over 
his  new  duties  as  assistant  professor  of  pathology  at  the 
University  of  North  Dakota  medical  school  in  October. 


Minnesota 

Dr.  Henry  W.  Meyerding,  Rochester,  Minnesota, 
assumed  office  as  president  of  the  United  States  chapter 
of  the  International  College  of  Surgeons,  at  the  meeting 
in  Cleveland  on  Friday,  October  27.  Dr.  Meyerding  is 
an  emeritus  member  of  the  Mayo  clinic  staff  and  pro- 
fessor of  orthopedic  surgery  in  the  Mayo  Foundation. 

% * * 

Minnesota  doctors  who  presented  papers  at  the 
Cleveland  meeting  include  Dr.  Thomas  J.  Kinsella,  Min- 
neapolis, Dr.  John  S.  Lundy,  Dr.  Gershom  J.  Thomp- 
son, Dr.  V'irgil  S.  Counseller,  Dr.  Deward  O.  Ferris, 
and  Dr.  Louis  A.  Buie,  all  of  Rochester. 

^ 

Dr.  Owen  H.  Wangensteen,  head  of  the  surgery 
department  of  the  University  of  Minnesota,  was  elected 
regent  of  the  American  College  of  Surgeons  at  their 
recent  meeting  in  Boston.  Dr.  James  T.  Priestly,  of 
Rochester,  was  named  to  the  board  of  governors. 

-•i:  * + 

Dr.  Wangensteen  headed  the  postgraduate  gastro- 
enterological course,  held  under  the  auspices  of  the  Na- 
tional Gastroenterological  Association  at  the  Hotel  Stat- 
ler  in  New  York  City  on  October  12,  13,  14,  1950. 

* * 

Dr.  Philip  S.  Hench  and  Dr.  E.  C.  Kendall  of 
Rochester  were  named  joint  Nobel  prize  winners  with 
Dr.  Tadeusz  Reichstein,  professor  of  chemistry  at  the 
University  of  Basel.  All  three  have  contributed  to  med- 
ical science  with  their  work  on  cortisone  and  ACTH. 

* =t=  *- 

Dr.  W.  F.  Braasch  of  Rochester  was  named  president 
of  the  Minnesota  Public  Health  As.sociation  at  its  an- 
nual meeting  in  October. 

:|=  * 

Fifteen  physicians  of  the  Range  area  met  Thursday, 
October  19,  at  the  Pioneers’  Infirmary  at  Virginia  for 
the  fourth  of  eight  sessions  of  the  postgraduate  course 
presented  by  faculty  members  of  the  LJnivcrsity  of  Min- 
nesota. Dr.  Ben  Sommers  discussed  "The  Diagnosis  and 
Management  of  Coronary  Disease.”  Dr.  Rodney  F. 
Stiirley  spoke  on  "Gynecological  Cancer.” 

(C'ontiniH'd  on  page  -I'T-t) 
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Dr.  William  P.  Shepard,  president  of  the  American 
Public  Health  association,  gave  the  principal  address  on 
November  6 at  the  dedication  dinner  for  the  new  student 
health  services  building  at  the  University  of  Minnesota. 
His  topic  was,  "Student  Health  and  Public  Health.” 


Deaths 


Dr.  Arthur  J.  Patek,  81,  founder  of  the  IVisconsin 
MedtCiil  Journal,  past  president  of  the  Wisconsin  State 
Medical  society  and  winner  of  its  1935  distinguished 
service  award,  died  early  in  October  at  Milwaukee, 
Wisconsin. 

Dr.  Rudolph  J.  Wieseler,  Sioux  Falls  physician, 
died  on  October  1 1 after  a nine-month’s  illness.  Dr. 
Wieseler  was  a graduate  of  the  Creighton  university 
school  of  medicine  and  a member  of  the  South  Dakota 
Medical  Association. 

Dr.  John  P.  Barber,  who  had  practiced  medicine  in 
Minneapolis  for  50  years,  died  October  13.  A graduate 
of  the  Louisville  (Kentucky)  medical  school.  Dr.  Barber 
came  to  Minneapolis  in  1886  and  practiced  medicine 
there  until  his  retirement  in  1938.  He  was  a former 
staff  member  of  St.  Mary’s  and  Deaconess  hospitals. 

Dr.  E.  E.  Shrader,  Watertown,  Minnesota,  died 
October  21.  He  came  to  Watertown  in  1893  and  served 
as  physician  there  for  more  than  50  years. 

Dr.  Gustaf  W.  Dahlquist,  who  had  practiced  at 
Lancaster,  Minnesota,  and  Fargo,  North  Dakota,  prior 
to  his  retirement,  died  October  25  at  the  Minnesota 
Soldiers  Home.  He  served  as  an  army  lieutenant  in 
World  War  I and  was  a member  of  the  veterans  bureau 
at  Fargo. 

Dr.  Ernest  S.  Mariette,  former  superintendent  of 
Glen  Lake  sanatorium,  Oak  Terrace,  Minnesota,  died 
Sunday,  October  29. 

A leader  in  the  treatment  of  tuberculosis.  Dr.  Ma- 
riette served  as  head  of  the  sanatorium  from  1916  until 
his  retirement  in  1949.  Dr.  Mariette  was  a past  president 
of  the  Minnesota  Trudeau  society,  Hennepin  County 
Tuberculosis  Association,  Minnesota  Sanatorium  asso- 
ciation, Minnesota  Hospital  association,  Mississippi  Val- 
ley Conference  on  Tuberculosis  and  Mississippi  Valley 
Trudeau  society. 

Dr.  Charles  B.  Lenont,  pioneer  doctor  who  prac- 
ticed on  the  iron  range  for  nearly  50  years,  died  at 
Virginia  on  November  6.  Dr.  Lenont  was  a graduate  of 
the  University  of  Minnesota  medical  school,  and  during 
his  practice  on  the  range  founded  the  Lenont  hospital 
at  Virginia  and  was  a co-founder  of  the  Lenont-Peterson 
clinic. 

Dr.  R.  C.  Radabaugh  of  Hastings  died  in  a hospital 
in  St.  Paul  November  24,  1950.  Dr.  Radabaugh,  a grad- 
uate of  the  University  of  Illinois  medical  school,  prac- 
ticed medicine  at  St.  Paul  and  Hastings  since  the  end 
of  World  War  I. 
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Notices 


Doctors  who  will  participate  as  faculty  members  in  a contin- 
uation course  in  clinical  neurology  to  be  presented  by  the  Uni- 
versity of  Minnesota  at  the  Center  for  Continuation  Study  from 
January  29  to  February  10,  1951,  are  as  follows:  Dr.  Pearce 

Bailey,  Georgetown  University  School  of  Medicine,  Washing- 
ton, D.  C.;  Dr.  H.  W.  Magoun,  University  of  California  Med- 
ical School;  Dr.  Henry  Schwartz,  Washington  University  School 
of  Medicine,  St.  Louis;  and  Dr.  S.  Bernard  Wortis,  New  York 
University  Medical  Center.  Dr.  Magoun  will  also  deliver  the 
annual  J.  B.  Johnston  lecture  on  the  subject,  "Wakefulness  and 
Sleep.” 

* ^ * 

The  University  of  Minnesota  announces  a continuation  course 
in  clinical  chemistry,  December  7-9,  1950.  Throughout  the 
course  emphasis  will  be  placed  on  clinical  chemistry  in  the  diag- 
nosis and  management  of  medical  problems.  Dr.  John  T.  Mer- 
rill, Harvard  University,  Boston,  will  be  the  visiting  faculty 
member  for  the  course. 

=t=  * * 

The  first  of  a series  of  seven  sectional  meetings  of  the  Ameri- 
can College  of  Surgeons  will  be  held  in  St.  Louis  on  January 
22  and  23,  with  headquarters  at  the  Hotel  Statler.  The  other 
six  section  meetings  will  be  held  in  Hot  Springs,  Virginia,  Feb- 
ruary 26  and  27;  Philadelphia,  March  5 and  6;  New  Haven, 
March  16  and  17;  Portland,  Oregon,  March  26  and  27;  Den- 
ver, April  6 and  7,  and  Detroit,  May  10  and  11. 

On  the  day  following  the  sectional  meeting  in  St.  Louis, 
January  24,  a full  day  of  clinics  will  be  held  in  St.  Louis  hos- 
pitals for  the  visiting  surgeons. 

* * 

The  Board  of  Regents  of  the  American  College  of  Chest 
Physicians  offers  a cash  prize  award  of  ^250  to  be  given  an- 
nually for  the  best  original  contribution,  preferably  by  a young 
investigator,  on  any  phase  relating  to  chest  disease.  The  follow- 
ing conditions  must  be  observed: 

1.  Five  copies  of  the  manuscript,  typewritten  in  English, 
should  be  submitted  to  the  executive  office  of  the  College, 
500  North  Dearborn  Street,  Chicago  10,  Illinois,  not  later 
than  April  1,  1951. 

2.  The  only  means  of  identification  of  the  author  or  authors 
shall  be  a motto  or  other  device  on  the  title  page  and  a 
sealed  envelope,  bearing  the  same  motto,  or  device  on  the 
outside,  enclosing  the  name  of  the  author  or  authors. 

^ ^ 

The  South  Central  Branch  of  the  American  Urological  So- 
ciety holds  its  Seminar  in  Dallas  at  the  Adolphus  Hotel,  Jan- 
uary 29  through  February  2. 

* * 

A continuation  course  in  obstetrics  will  be  presented  at  the 
Continuation  Center  on  December  15  and  16.  Visiting  faculty 
members  for  the  course  will  include:  Dr.  Emil  G.  Holmstrom, 
University  of  Utah  Medical  School;  Dr.  Curtis  J.  Lund,  Louis- 
iana State  University  Medical  School,  and  Dr.  Charles  E.  Mc- 
Lennan, Stanford  University  Medical  School. 

A continuation  course  in  ophthalmology  will  be  held  at  the 
Continuation  Center  on  January  22-26,  1951.  Dr.  Alson  E. 
Braley,  head  of  the  department  of  ophthalmology.  University 
of  Iowa,  and  Dr.  A.  D.  Ruedemann,  head  of  the  department 
of  ophthalmology  at  Wayne  University,  Detroit,  will  be  the 
visiting  faculty  members  for  the  course. 

* * * 

The  American  Dermatological  Association  is  offering  a prize 
of  three  hundred  dollars  for  the  best  essay  submitted  of  original 
work,  not  previously  published,  relative  to  some  fundamental 
aspect  of  dermatology  or  syphilology.  Manuscripts  are  to  be 
submitted  in  triplicate  not  later  than  February  1,  1951,  and 
should  be  sent  to  Dr.  Louis  A.  Brunsting,  Secretary,  American 
Dermatological  Association,  102-110  Second  Avenue,  S.W., 
Rochester,  Minnesota. 
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SURGERY — 

Intensive  Course  in  Surgical  Technic,  Two  Weeks,  start- 
ing January  22.  February  5,  February  19. 

Surgical  Technic.  Surgical  Anatomy  and  Clinical  Surgery, 
Four  Weeks,  starting  February  5.  March  5. 

Surgical  Anatomy  and  Clinical  Surgery,  Two  Weeks. 

starting  February  19,  March  19. 

Surgery  of  Colon  and  Rectum.  One  Week,  starting 
March  5. 

Basic  Principles  in  General  Surgery,  Two  Weeks,  starting 
April  2. 

Gallbladder  Surgery.  Ten  Hours,  starting  April  23. 
Fractures  and  Traumatic  Surgery.  Two  Weeks,  starting 
March  19. 

GYNECOLOGY — Intensive  Course.  Two  Weeks,  starting 
February  19.  — Vaginal  Approach  to  Pelvic  Surgery. 
One  Week,  starting  March  5. 

OBSTETRICS— Intensive  Course,  Two  Weeks.  starting 
March  5. 

MEDICINE— 

Intensive  General  Course,  Two  Weeks,  starting  April  23. 
Gastro-enterology,  Two  Weeks,  starting  May  14, 
Gastroscopy.  Two  Weeks,  starting  March  5. 
Electrocardiography  and  Heart  Disease,  Two  Weeks,  start- 
ing March  19. 

PEDIATRICS — Intensive  Course.  Two  Weeks,  starting 
April  2.  - - Informal  Clinical  Course  every  two  weeks. 
UROLOGY— 1 ntensive  Course.  Lwo  Weeks,  starting  April 
16.  — Cystoscopy,  Ten  Day  Practical  Course,  every  two 
weeks. 

General,  Intensive  and  Special  Courses  in  All  Branches 
of  Medicine,  Surgery  and  the  Specialties 

TEACTflNG  FACULTY  — ATTENDING  STAFF 
OF  COOK  COUNTY  HOSPITAL 

Addretv:  Registrar,  427  S.  Honore  St.,  Chicago  12,  Illinois 


SKILL  AND  CARE! 

Combine  with  quality  materials  in  all 
Buchstein-Medcalf  orthopedic  appli- 
ances. Our  workmanship  and  scientific 
design  conform  to  the  most  exacting 
professional  specifications.  Accepted 
and  appreciated  by  physicians  and 
their  patients  for  more  than  45  years. 

ARTIFICIAL  LIMBS,  TRUSSES, 
ORTHOPEDIC  APPLIANCES, 
SUPPORTERS,  ELASTIC  HOSIERY 

Prompt,  painstaking  service 

BUCHSTEIN-MEDCALF  CO. 

22)  So.  6th  St.  Minneapolis  2,  Minn. 


Meet  Our  Contributors 


Daniel  Bessesen  is  a graduate  of  the  University  of  Minne- 
sota medical  school,  took  graduate  work  in  anatomy  and  path- 
ology, practices  in  Minneapolis.  He  is  a member  of  Sigma  Xi, 
county  and  state  medical  societies,  and  the  Minnesota  Surgical 
society. 

★ 

Paul  S.  Blake  was  graduated  from  the  University  of  Min- 
nesota medical  school,  is  now  a fellow  in  neurosurgery  at  the 
University  of  Minnesota  Hospital.  He  is  a member  of  the 
Hennepin  County  medical  society. 

★ 

Joe  R.  Brown  is  a graduate  of  the  University  of  Iowa  med- 
ical school;  took  his  internship  at  the  Presbyterian  Hospital, 
Chicago;  served  as  neuropsychiatrist  for  the  U.  S.  Army  in 
World  War  II;  as  chief  of  neuropsychiatry  service  for  the  VA 
hospital,  Minneapolis;  is  now  associate  professor  of  neurology 
at  the  Mayo  Foundation,  Rochester.  He  is  a member  of  sev- 
eral medical  societies,  and  secretary-treasurer  of  the  American 
Academy  of  Neurology. 

★ 

Dean  S.  Fleming,  a graduate  of  the  University  of  Minne- 
sota medical  school,  is  now  chief  of  the  section  of  preventable 
diseases  of  the  Minnesota  Department  of  Health.  He  is  a 
member  of  county  and  state  medical  societies  and  the  Trudeau 
society. 

★ 

Lyle  A.  French  is  a graduate  of  the  University  of  Minne- 
sota medical  school,  is  assistant  professor  of  neurosurgery  at  that 
school.  He  is  a member  of  the  Minnesota  Surgical  Society,  the 
Minnesota  Neuropsychiatric  Society,  the  Neurosurgical  Society 
of  America,  the  American  Academy  of  Neurology. 

★ 

Laurence  G.  Pray  received  his  medical  degree  from  the 
Washington  University  medical  school  in  St.  Louis,  specializes 
in  pediatrics  in  Fargo,  North  Dakota.  He  is  a member  of 
AMA,  American  Academy  of  Pediatrics,  the  North  Dakota 
Pediatrics  Society,  the  Northwestern  Pediatric  Society,  the  North 
Dakota  State  Medical  Association.  He  is  a licentiate  of  the 
American  Board  of  Pediatrics. 

★ 

E.  H.  Sakai,  received  his  Ph.D.  from  the  University  of 
Liverpool,  specialized  in  medicinal  chemistry,  is  senior  scientist 
at  the  Warner  Institute  for  Therapeutic  Research,  New  York 
City.  He  is  a fellow  of  the  Chemical  Society  of  London,  a 
member  of  the  American  Chemical  Society,  the  AAAS,  and 
Sigma  Xi. 

Rljssell  O.  Saxvik  is  a graduate  of  Rush  Medical  school, 
took  graduate  work  at  Columbia  University,  is  professor  of 
public  health  and  preventive  medicine  at  the  University  of 
North  Dakota  medical  school,  is  state  health  officer  for  North 
Dakota.  He  is  a member  of  the  7th  District  medical  society, 
AMA,  the  American  Public  Health  Association. 

★ 

Edwin  John  Tanquist  took  his  medical  degree  from  the 
University  of  Minnesota  Medical  School,  took  his  internship  at 
Swedish  Hospital  in  Minneapolis,  practices  medicine  at  Alex- 
andria, Minnesota.  He  is  a member  of  the  AMA,  the  Park 
Region  medical  society,  the  Minnesota  state  medical  society, 
is  a former  president  of  the  county  medical  society. 

★ 

Bernard  Anthony  Woi.cyn  is  a graduate  of  the  University 
of  Minnesota,  took  his  Ph  D.  at  New  York  University,  special- 
izes in  public  health,  is  education  consultant  of  the  Division  of 
Cancer  Control  and  Heart  Disease  of  the  Minnesota  Depart- 
ment of  Health. 

★ 

Samuel  Zinberg  is  a graduate  of  the  University  of  Minne- 
sota Medical  School,  took  his  internship  at  Minneapolis  Gen- 
eral Hospital,  was  teaching  assistant  in  the  department  of  phys- 
iology at  the  University  of  Minnesota,  is  now  a resident  in  sur- 
gery at  the  Minneapolis  VA  hospital.  He  is  a member  of 
Sigma  Xi. 
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TUBERCULOSIS  IN  1950 

Christmas  Seal  dollars  support  a four-way  attack  on 
TB  through  education,  case-finding,  rehabilitation,  and 
medical  research. 

Emphasis  in  this  year’s  educational  program  in  con- 
nection with  the  Seal  sale  is  being  placed  on  the  fact  that 
tuberculosis  is  still  our  leading  public  health  problem. 
It  is  pointed  out  that  tuberculosis: 

— Is  the  greatest  killer  of  all  infectious  diseases. 

— Is  contagious,  may  once  again  increase  if  we  relax 
our  vigilance. 

— Is  the  greatest  cause  of  death  among  people  in  the 
prime  of  life,  that  is,  between  the  ages  of  15  and  34. 

— Is  becoming  an  increasing  problem  among  older 
people. 

— Results  in  a greater  loss  of  working  time  among 
men  than  any  other  cause  except  pneumonia  and 
accidents. 

— Takes  more  working  years  from  women  than  any 
other  cause. 

Ninety-four  per  cent  of  the  funds  raised  in  the  Christ- 
mas Seal  sale  are  retained  in  each  state  for  local  and 
state-wide  programs.  They  make  possible  tuberculin  test- 
ing surveys  in  the  schools,  mass  x-ray  surveys  and  follow- 
up work  on  them,  health  education,  co-operative  health 
programs  with  other  organizations,  and  many  other 
services. 

Six  per  cent  of  the  funds  go  to  the  National  Tuber- 
culosis Association  for  its  work.  Medical  research,  which 
is  an  important  part  of  the  national  program,  has  been 
expanded  this  year.  A recent  report  states  that  "the 
current  research  program  of  the  NTA  and  its  affiliates 
has  made  possible  grants  to  aid  26  investigators  who  are 
engaged  in  five  main  fields  of  research — clinical  re- 
search; the  chemistry  of  the  tuberculosis  germ;  bacteri- 
ology; immunology,  and  the  pathology  and  pathogenesis 
of  tuberculosis. 
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. . . for  the  removal  of 
skin  growths,  tonsil 
tags,  cysts,  small  tu- 
mors, superfluous  hair, 
and  for  other  technics 
by  electrodesiccation, 
fulguration,  bi-active 
coagulation. 

Now,  completely  re- 
designed the  new 
HYFRECATOR 
provides  more  power 
and  smoother  control 
. . . affording  better  cos- 
metic results  and  great- 
er patient  satisfaction. 
Doctors  w’ho  have  used 
this  new  unit  say  it  pro- 
vides for  numerous  nev/ 
technics  and  is  easier, 
quicker  to  use. 


$4950  COMPLETE 


Send  for  descriptive  bro- 
chure, "Symposium  on 
Electrodesiccat'on  and  Bi- 
Active  Coagulation”  which 
explains  the  HYFRECA- 
TOR and  how  it  works. 


THE  BIRTCHER  CORPORATION 

5087  Huntington  Drive  Los  Angeles  32,  Colif.^^ 
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To:  The  BIRTCHER  Corp.,  Dept.  JL 
5087  Huntington  Dr.,  Los  Angeles  32,  Calif. 

Please  send  me  free  booklet,  "Symposium  on 
Electrodesiccation  and  Bi-Active  Coagulation.” 

Name 

Street 

City State 


Classified  Advertisements 


WANTED 

A young  general  surgeon  to  work  with  a well  estab- 
lished general  practitioner.  Modern,  new  hospital,  west- 
ern North  Dakota.  Write  Box  897,  The  Journal-Lancet. 

SPACE  FOR  RENT 

Space  for  rent  in  internist’s  office  with  laboratory  facili- 
ties. White  Box  908,  The  Journal-Lancet. 

EENT  DOCTOR  WANTED 
Well  established  south  Minneapolis  clinic  offers  associa- 
tion with  five  established  practitioners.  Offices  available 
in  new  handsome  clinic  building.  Write  Box  909,  The 
Journal-Lancet,  for  particulars. 

GENERAL  PRACTITIONER  WANTED 

A general  practitioner  to  take  over,  by  lease  or  pur- 
chase, at  very  reasonable  terms,  in  a prosperous  western 
North  Dakota  community  within  next  six  weeks.  Full 
particulars  by  mail.  Correspondence  solicited.  Address 
Box  910,  The  Journal-Lancet. 

LOCUM  TENENS 

Wanted:  locum  tenens  three  months  or  more.  {!600 

per  month  or  take  over  entire  practice.  Hospital  12  miles. 
Address  Box  165,  Grey  Eagle,  Minn. 

MEDICAL  OFFICE  VACANCY 

Medical  office  vacancy  above  Gregg's  Drug  Store,  cor- 
ner of  50th  and  France,  Edina.  To  decorate  and  enlarge 
to  suit  the  tenant.  Mr.  A.  L.  Stanchfleld,  Ma.  3371,  of- 
fice; Wa.  4806,  residence. 

SUITE  AVAILABLE 

Dentist’s  or  physician's  suite  available  February  1st. 
1690  Grand  Avenue,  St.  Paul.  Heated,  ^60.  Occupied 
by  successful  practitioners  for  many  years.  Felix  Moses, 
426  McKnight  Building,  Minneapolis,  Ma.  8776. 


SALES  REPRESENTATIVE  WANTED 
National  pharmaceutical  manufacturer  seeks  highly 
qualified  man  to  sell  complete  line  of  packaged  pharma- 
ceuticals and  specialties  in  territory  comprising  Minne- 
sota, western  Wisconsin,  North  and  South  Dakota.  This 
man  should  be  acquainted  with  chain  and  merchandise 
store  buyers  and  have  following  among  independents. 
Minimum  earning  goal,  ^10,000.  Liberal  commission  and 
drawing  account.  Car  required.  Reply  in  confidence  to 
Box  911,  The  Journal-Lancet. 

ASSISTANCE  AVAILABLE 
Woodward  Medical  Personnel  Bureau  (formerly  Aznoes 
— Established  1896)  have  a great  group  of  well  trained 
physicians  who  are  immediately  available.  Many  desire 
assistantships.  Others  are  specialists  qualified  to  head 
departments.  Also  Nurses,  Dietitians,  Laboratory,  X-Ray 
and  Physiotherapy  Technicians.  Negotiations  strictly 
confidential.  For  biographies  please  write  Ann  Wood- 
ward, Woodward  Medical  Personnel  Bureau,  185  North 
Wabash,  Chicago. 


CALIFORNIA,  LONG  BEACH 

NEW  OFFICE  BUILDING 
MODERN  IN  EVERY  RESPECT 
General  and  Industrial 
Built  in  established  section. 

Light  competition  — busy  immediately 

Must  be  registered  now. 

Please  don’t  write  — WIRE 

BLAKE  S.  ALLISON,  M.D.  (retired) 

637  Atlantic  Avenue 

LONG  BEACH  CALIFORNIA 


Hand  Screened  Original  Prints 
Luxurious  Silk  Crepe 
Individually  Cut  and  Hand  Sewn 
6.50  to  15.00 

Fortune  Hand  Paints  10.00  and  Higher 

Malmstedt’s 

111  South  Seventh  Street 


As  an  appropriate 
and  practical 
Christmas  Remembrance 
Give 

A Cavanagh  Hat  Certificate 
in  a miniature  hat  box 

Malmstedt’s 


1 1 1 South  Seventh  Street 
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One  Pondet 
provides 
high  local 
penicillin  levels 
lasting 
a half-hour 


20,000 
units 
of 

penicillin 
in  a 

slowly-dissolving 
hard  candy 


They  look  and  taste  delicious  and  are / 
welcomed  by  young  or  old — assurance 
that  your  patients  will  follow  the 
prescribed  dosage  regirnen. 

PONDETS*  PENICILLIN  TROCHES 

For  local  treatment  and  prophylaxis 
of  oral  infections  caused  by  penicillin- 
sensitive  organisms. 


•Trade  Mark 


Incorporated,  Philadelphia  3,  Pa. 


Him  of  a "RAMSES”  Dia- 
|>liraf;ni  exposed  showing  coil 
spring  eoniplelely  encased  in 
cushion  of  soft  gum  rubber. 


A coil  spring  with  the  necessary  tension  to  hold  it  firmly  against  the 
vaginal  walls  can  produce  discomfort  unless  it  is  properly  cushioned. 
Examine  the  rim  of  the  ”KA!V1SES”*  Diaphragm  and  yon  will  find 
that  the  coil  spring  is  encased  in  soft  rubber  tubing,  which  acts  as  a 
protective  cushion.  This  construction  is  patented  and  available  only 
in  the  "KAMSES”  Elexihic  Cushioned  Diaphragm. 


Tlie  "RAMSES”  Flexible 
Cusbioned  Diapbragin  is  ac- 
t'epled  by  the  Council  on 
Physical  Medicine  and  Re- 
habililalion  of  the  American 
Medical  Association. 

A diaphragm  dome  must  not  only  occlude  the  eervix — it  must  have  a 
reasonably  l<*ng  life,  ddie  exclusive  [trocess  used  in  manufacturing  the 
dome  of  the  "1{  AMSI'.S”  Diaphragm  from  juire  gum  rubber  produces 
velvet  smoothness,  plus  Ilexihility  and  long  life. 

A com|)arison  will  quickly  reveal  the  advantages  of  siq)plying  the 
patient  with  the  patented  ”K  AMSES”  Flexible  Cushioned  Diaphragm. 

"K.AMSl'iS”  Dia|)hragms  are  available  in  sizes  ranging  from  SO  to  OS 
millimeters  in  gradations  of  S millimeters. 


*The  word  "RAMSES”  is  a registered  trademark  of  Julius  Schmid,  Inc. 


